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Abstract
Background  Migrants and refugees face unprecedented inequalities in accessing sexual and reproductive health 
(SRH) in developed and developing countries. Most attention has focused on the rich world perspective, while there 
are huge numbers of migrants and refugees moving towards less developed countries. This article synthesizes the 
barriers to proper SRH care from low and middle-income countries perspective.

Methods  We performed a systematic review of articles containing primary source qualitative and quantitative 
studies with thick qualitative descriptions. Articles from various databases, including PubMed, Science Direct, HINARI, 
and Google Scholar, published between 2012 and 2022 were included. Because the context differed, we excluded 
articles dealing with migrants and refugees from low- and middle-income countries living in high-income countries. 
To select articles, a preferred reporting item for systematic reviews and meta-analyses (PRISMA) was used. The articles’ 
quality was assessed using the standard QASP checklist. We used a socio-ecological model to investigate barriers 
at various levels, and thematic analysis was used to identify the strongest themes at each level of the model. This 
synthesis is registered under PROSPERO number CRD42022341460.

Results  We selected fifteen articles from a total of 985 for the final analysis. The results show that despite the diversity 
of the participants’ homes and countries of origin, their experiences using SRH services were quite similar. Most 
female migrants and refugees claimed to have encountered discrimination from service providers, and linguistic 
and cultural obstacles played a significant role in their experiences. In nations lacking universal healthcare coverage, 
the cost of care was a barrier to the use of SRH services. Other main obstacles to using SRH services were a lack of 
knowledge about these programs, worries about privacy, inadequate communication, stigma in the community, and 
gender-related power imbalances.
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Introduction
Women and girls accounted for 48% (134.9  million) of 
all international migrants worldwide in 2020, making 
up half of all migrants and refugees and in vulnerable 
humanitarian settings [1]. They usually cannot find a job, 
do not receive any education, and cannot consult a physi-
cian for sexual and reproductive health (SRH) issues [2, 
3]. According to the World Health Organization (WHO), 
migrant and refugee women are at a higher risk of rape, 
unwanted pregnancy, and unsafe abortion [4]. Because 
of these circumstances, they also suffer from depression 
and social isolation more often [5–9]. One of the fun-
damental rights enshrined in Agenda 2030 for Sustain-
able Development is access to universal health coverage 
(UHC), including SRH services to everyone including 
migrants and refugees [10]. Sexual and reproductive 
health and rights are one of inalienable human rights 
according to the international conventions [11], and ser-
vices encompass the provision of information and assis-
tance in preventing, diagnosing, counseling, treating, and 
caring for individuals in all matters related to SRH [12]. It 
is a prerequisite for achieving gender equality as well as 
good health and well-being. Hence, there is an increasing 
global need to address the sexual and reproductive health 
of migrants and refugees [3, 13, 14].

According to evidence from systematic reviews con-
ducted in the developed world, being a migrant or refu-
gee often results in power imbalances to make SRH 
decisions [15, 16]. Refugees and migrants traveling to 
developed countries face sociocultural barriers to obtain-
ing and using SRH services [17–21]. These impediments 
are combined with legal and other traditional power 
dynamics. Furthermore, they face language barriers, 
which result in inaccurate information about SRH issues, 
communication barriers, and feelings of embarrassment 
when discussing SRH issues [22–24].

Nearly 45 million women were displaced by the end of 
2021, and 83% of them hosted in low- and middle-income 
countries experiencing a humanitarian crisis with urgent 
SRH needs [25]. Understanding the barriers and needs 
is critical for improving migrants’ SRH and the develop-
ment of new interventions [13, 26, 27]. Independent lit-
erature identified barriers in Africa [28, 29], Asia [30–32], 
and Latin America [33, 34] countries. However, there is 
no systematic qualitative evidence synthesis on SRH utili-
zation barriers for migrants and refugees. This systematic 

analysis of the existing studies provides a holistic picture 
of the barriers that would inform targeted interventions 
at international or local levels. The findings will help pro-
gram managers, policymakers, and healthcare providers 
develop appropriate tools to address barriers to SRH uti-
lization in low and middle-income countries.

Methods
A preferred reporting item for systematic reviews and 
meta-analyses (PRISMA) was used to select the articles 
[35] (Fig. 1). All qualitative and quantitative studies with 
sufficient qualitative descriptions published between 
2011 and 2022 were included from various databases 
such as PubMed, Science Direct, HINARI, and Google 
Scholar. We applied both textword and MeSH terms 
while searching, to increase the chance of getting the 
potential articles. The four main categories of the search 
were related to (1) barriers/facilitators, (2) SRH services, 
(3) migrants/refugees, and (4) women/girls. For exam-
ple, we used the textword to search for barriers as (e.g. 
“barriers” OR “facilitators” OR “problems” OR ”qualita-
tive research” OR “exploration”) AND sexual and repro-
ductive health service as (“reproductive health” OR 
“reproductive health service*” OR “reproductive health 
utilization” OR “sexual health service*” OR “contracep-
tives*” OR “antenatal utilization” OR “obstetric care uti-
lization”) AND the study population were searched as 
(e.g. “migrant*” OR “refugee*“ OR “transients” OR “refu-
gee camps” AND females were searched as (e.g. “women” 
OR “female” OR “young women” OR “pregnant women”) 
(Appendix 1). We searched broadly to capture recog-
nized or unrecognized, resettled, registered, or unregis-
tered migrants and refugees.

Inclusion and exclusion criteria
In this study, only peer-reviewed articles describing stud-
ies in low and middle-income countries (LMIC) that were 
published in the last ten years from 2012 up to 2022 were 
included. The main phenomenon we were interested in 
was migrant women’s and girls’ experiences related to 
sexual and reproductive services utilization. The pub-
lication language had to be English. Those articles that 
contained migrants described as refugees, unregistered 
migrants, and asylum seekers, were part of this study. 
The perspectives of care providers were also included in 

Conclusion  To enhance the use of SRH by female migrants and refugees, it is vital to provide person-centered care 
and involve husbands, parents, in-laws, and communities in SRH coproduction. Training on cultural competency, 
compassion, and respect must be provided to healthcare personnel. Increasing financial access for migrant and 
refugee healthcare is crucial, as is meeting their basic requirements.
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Fig. 1  Flow diagram to select article for the systematic synthesis to identify the sexual and reproductive health challenges of female migrants in low 
income settings
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this study. Qualitative and quantitative studies with thick 
descriptions of the qualitative findings were included.

We excluded articles that dealt with migrants or refu-
gees from low and middle-income countries moving to 
or residing in high-income countries since the context is 
expected to be different. We also excluded purely quan-
titative studies, letters, case reports, reviews, commen-
taries, books, protocols, theses, and editorials. Internal 
migration was also beyond the scope of this study. Rel-
evant references were also searched to include potential 
studies in this synthesis.

Study selection and data extraction
Titles and abstracts were screened based on the inclu-
sion and exclusion criteria by two researchers indepen-
dently (TDD and ASB). Then, double-screening of the 
full text of potentially relevant sources was done. Finally, 
team members discussed any disagreements concerning 
eligibility. All qualitative data related to women’s experi-
ences of reproductive health and healthcare utilization 
barriers were extracted using a standardized form. The 
quality of the articles was checked by using the Critical 
Appraisal Skills Programme (QASP) by Oxford Univer-
sity [36]. The Mendeley reference manager software was 
used to record all articles, and duplicates were removed. 
We did a full-text review of the texts that passed the ini-
tial screening. The ENTREQ statement [37], Enhancing 
Transparency in Reporting the Synthesis of Qualitative 
Research, was used to extract data. This is a 21-item tool 
to capture characteristics of the study that were included 
in the analysis. It contains information such as synthesis 
methodology, approach to searching, and other param-
eters required. All articles included in the study provided 
the relevant information. (Appendix 2). This synthesis is 
registered under PROSPERO number CRD42022341460.

Data analysis process
The findings were analyzed using thematic analysis. The 
data were first placed in an Excel sheet to review the con-
tents of the study, which included study population char-
acteristics, region, publication year, and other contexts 
such as socio-demographic and cultural aspects of the 
study area. We developed initial codes, then sub-themes, 
and themes under each level of the socio-ecological 
model. We chose to use this model because it demon-
strates the complex interplay between individual (e.g., 
behaviors), social and community (e.g., norms), institu-
tional and systemic (e.g., health services, education), and 
structural (e.g., laws, protection mechanisms) factors that 
affect the health and wellbeing of migrants and refugees 
[38, 39]. For some sub-themes that needed further elabo-
ration, quotations were also extracted from the primary 
studies. Open code 4.02 was used for data management.

Results
We applied the socio-ecological framework that includes 
four levels of analysis: individual, social and community, 
institutional and health system, and structural levels [40, 
41]. A qualitative content analysis was used to extract 
data and organize sub-themes. Barriers were analyzed 
to identify the strongest themes at each level. From the 
selected studies, 12 mentioned strong individual level 
barriers [28–30, 34, 42–49], 11 stated barriers at the 
social and community level [28–31, 34, 42, 45, 46, 48, 
50, 51], 10 mentioned issues related to the institutional 
and health care level [28, 30, 31, 34, 43, 46, 48–51], and 
9 mentioned structural level barriers [28, 30, 31, 45–48, 
50, 51]. In eight studies, we identified all of the four-level 
barriers to SRH utilization among migrants and refugees.

Individual level barriers
The strongest themes in the individual level barriers 
are communication, and SRH knowledge and percep-
tion related ones. Subthemes within the former category 
encompass patient-provider communication, commu-
nication between spouses, and parent-adolescent com-
munication, while the latter category includes subthemes 
such as awareness about the availability and use of ser-
vices, misinformation, low-risk perception of vulnerabil-
ity, poor self-perception, reluctance to use services due to 
shame, and fear of side effects.

Communication is the strongest aspect of individual-
level barriers. It is an important aspect of establishing a 
connection between service providers and clients, and in 
the absence of effective communication, service provi-
sion becomes almost impossible [15]. It is through com-
munication that health complaints, symptoms, diagnosis, 
treatment, follow-up, and prognosis are established. Ref-
ugees and migrants face more challenges because they 
come to a new host country that may speak a different 
language [15, 52]. Communication is not only difficult for 
them, but it is also one of the most problematic tasks for 
medical personnel. Both the client and provider present 
it as one of the main barriers to utilizing SRH services 
[44, 51]. Parent-daughter and couples communication is 
another barrier related to SRH utilization among refu-
gees and migrants in low and middle-income countries 
[30, 34, 44, 46].

A study on reproductive health among Venezuelan 
migrant women in Brazil identified communication as 
the main barrier to maternal antenatal and childbirth ser-
vices. They expressed that not being fluent in Portuguese 
resulted in discrimination in the healthcare system and 
placed them in a position where they were unable to get 
enough attention from the healthcare providers. Because 
of the communication gap, they faced further challenges 
of long waits, contributing to service dissatisfaction and 
posing future barriers to seeking the service [34].
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Parent-adolescent communication is another barrier to 
SRH utilization, especially among youth. In many Arab 
countries, communication about SRH remains taboo. 
Most parents reserve such information until marriage 
and it is usually incomplete [7, 30, 53]. A study on health-
care provider and educator perspectives among Syrian 
refugees on adolescent SRH in Lebanon [23] identified 
inadequate SRH-related communication between parents 
and daughters. They usually block such communications 
with stress, shame, discomfort, and stigma which results 
in barriers to dialogue and utilization.

“Parents don’t bring up these topics (with their chil-
dren). They’ll tell you: ‘You’re opening up my daugh-
ter’s eyes to something bad!’ Or they’ll say: ‘She won’t 
be thinking about these things until she hears about 
them.’ But who says she’s not thinking about this? 
Maybe she is thinking about these topics but she is 
too afraid (to discuss with her parents)? If a mother 
cannot educate her daughter (on this issue) then she 
should ensure that her daughter is receiving the cor-
rect information elsewhere.” (High-school teacher, 
IDI).

A similar study in Bihar, India [44] identified poor spou-
sal communication as the barrier to not using family 
planning among migrants. The study identified poor cou-
ple communication regarding contraceptive use, and they 
placed the topic in the backseat, while other issues like 
household needs, children, and family issues dominate 
the discussions. Migrants perceive that contraceptive 
use is usually on the table, and husbands have little or no 
interest in bringing it forth. In such cases, women remain 
either silent or in fear of provoking any marital conflict 
by bringing issues to the front.

“We do not bring up FP issues when husbands are at 
home, this might bring unnecessary conflict. We only 
do what they ask us to do.” (Woman, age 20).

Other individual-level barriers include sexual and repro-
ductive health knowledge-related factors such as lack of 
awareness about the availability and use of the service 
[28, 30, 44, 48], misinformation [28, 34], low-risk per-
ception of vulnerability [30, 45, 46], poor self-perception 
[28, 45], shame to use the service and fear of side effects 
[30, 44]. A study on the use of family planning services by 
Syrian women in a refugee camp in Jordan by West et al. 
[48], identified misinformation and poor SRH knowledge 
of refugees hindered the use of the services. Although 
family planning is good for their health and the well-
being of their children, most mothers tend to not use the 
service because of negative thoughts and misinforma-
tion. Participants expressed their concern that byh using 

modern contraceptives they may lose their fertility. As 
expressed by one participant in that study,

“We believe that after the first child it’s preferable… 
not to have (unspecified) contraception methods 
because we think… maybe we won’t be able to have 
more children… Some women have been sterile after 
they used contraception.” (Participant 7, FGD).
 
“They said it (the OCP) might cause me not to have 
children anymore.” (Participant 6, FGD).

Another woman expressed a lack of knowledge of where 
to get the service. She stated,

“The most important (problem) is that people don’t 
know about the contraceptive methods and where to 
get them… I don’t know if there are any kinds of (FP) 
services here and where… no one told me…. nobody 
cares.” (Participant 9, FGD).

Another study among migrants on the Guatemala-
Mexico border identified poor information about health 
systems regarding SRH. Factors such as contraceptive 
misinformation, lack of information on access to bar-
rier and non-barrier contraceptives, presence of cervical 
screening services, and lack of sex education played a role 
as barriers to SRH utilization [47]. On the other hand, 
knowledge of the availability and accessibility of the ser-
vice played a key role in utilizing the service. On the con-
trary, refugees in Uganda mentioned a lack of awareness 
about the availability of services, low self-perception, 
fear, shame, and anxiety as barriers to service utilization 
[28]. Participants stated in that study,

“I have never gone for contraceptives at the health 
facility” (16-year-old, IDI).

Furthermore, disability, poor life skills, and school drop-
out are barriers to SRH utilization, particularly among 
young immigrants and refugees [30, 41, 42, 54].

Social and community-level barriers
The second category of barriers in the socio-ecological 
model deals with social and community-related fac-
tors. Gender-based violence and decision-making are 
the main themes under this category. Under the first 
theme, discrimination towards women in seeking care 
and gender-based violence; and under decision mak-
ing theme lack of male involvement in seeking SRH care 
and gender-related traditional power dynamics play an 
enormous role. This has been observed among young 
girls in Uganda, Syrian migrants in Lebanon, Venezu-
elan migrants in Brazil, and migrant women in Malaysia, 
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Cambodia, Laos, Thailand, and Vietnam [28, 30, 31, 34, 
49]. This shows that regardless of geographical varia-
tion and cultural differences, gender-based violence and 
power imbalance still play a key role as a barrier to using 
SRH services among migrants, immigrants and refugees 
in LMICs. A study by Fahme et al. among Syrian refu-
gee girls in Lebanon [30], found that men have an over-
whelming power to influence women on whether to take 
family planning methods or end it based on their (mis)
conceptions. Women often have no choice but to comply 
with the male’s opinion, without question. A healthcare 
provider stated,

“We have had women coming (to the clinic) several 
days after getting Implanon requesting that it be 
removed because their husbands have heard that it 
causes cancer, or that it can migrate under the skin 
and embolize to the heart. Even if their husbands 
were initially accepting of the contraception, they 
may have heard from their friends or others that it 
poses health risks to the woman.” (Midwife, FGD).

Sexual and reproductive service utilization decision-
making is another challenge. This includes denial of ser-
vices, negative attitude to abortion care, husbands’ sole 
decision, and lack of self-right which all play a key role as 
a barrier to SRH service utilization. When only husbands 
decide to use a male structure of power, it results in bad 
maternal and child health outcomes, including morbidity 
and mortality [30, 45]. In places where a woman’s deci-
sion-making is severely limited, adverse health outcomes 
are inevitable. The decision on the number of children 
and timing of pregnancy is often determined by the hus-
bands. A healthcare provider noticed,

“They (Rohingya) want more children, their hus-
bands want more children. He wouldn’t allow these 
things (family planning). And their religious mind-
set. And they are totally illiterate, they do not know 
about family planning.” (Paramedic, KII).

A young migrant in the refugee camp of Uganda [28], 
also stated,

“I have never gone for contraceptives at the health 
facility. I only use the natural method my husband 
has told me. But I have plans of using one of the 
family planning methods.” (16 years old, IDI).

Institutional and health system-level barriers
Under the institutional and health system level, service 
quality (lack of effective access and high cost of the ser-
vice) and professional competency (compassion and poor 

policy knowledge) are the main barriers to utilize SRH 
services. The main problems under the service quality 
are lack of effective access related to the high costs of 
the services, the absence of 24-hour/7 day services, dis-
tance to the facility, lack of timely service, lack of health 
care resources, lack of health insurance, unavailability 
of suitable spaces to learn about SRH, limited options 
of services, poor satisfaction, and sustainability-related 
problems [44–46]. Refugees and migrants who find 
themselves in impoverished conditions ca. not afford to 
pay for services, including medical costs Different stud-
ies in Lebanon, Jordan, Malaysia, and Thailand have indi-
cated that the costs of services was the main challenge to 
accessing maternal or other reproductive health services 
[9, 23, 37, 38, 40, 41].

A study on undocumented Myanmar migrants in Thai-
land found that migrants who need emergency services, 
face unprecedented challenges related to the cost of the 
service to get a cesarean section delivery [51]. One of the 
healthcare providers working in the hospital stated:

“In case of critical patients transferred to us who 
need to have emergency operations to give birth, 
the cost will be high. Even if we have a few cases, the 
expenses of the obstetric and newborn sections will 
be the highest amount when compared with other 
sections of the hospital” (HCP, IDI).

Another study on Syrian migrant girls in Lebanon [30] 
identified the high amount of medical costs as a barrier 
to accessing and using the service.

“I went to a hospital here, but no one helped us. I 
spent three days in the hospital in Saida (Lebanon), 
and no one helped us. The medical expenses were 
very high, and you are aware of our situation here. 
I went back to Syria to be treated.” (young girl, IDI).

Besides medical costs, poor accessibility and service qual-
ity play a major role. Poor quality of the service including 
lack of needed resources and the absence of 24/7 services 
was the main challenge among migrants and refugees in 
Uganda [28], Bangladesh [45], Jordan [48], Cambodia, 
Laos, Thailand, and Vietnam [49]. In places where service 
quality and accessibility are not ensured, they face SRH 
problems that put their lives and future at risk, besides 
their general frantic life conditions [8, 9, 31, 42, 50].

Healthcare professionals are the persons who should 
provide appropriate and effective healthcare. However, 
a lack of compassion can deter access and the use of the 
services. With refugees, their role is more important 
since options for different health care and profession-
als are very limited. Lack of female healthcare workers, 
denial of service based on marital status, discrimination, 
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inhumane treatment, lack of confidence to provide the 
service, language barrier, and poor skills and policy 
knowledge were common barriers. Healthcare in turn 
often complains about burnout and work overload [28, 
30, 43, 44, 48, 50, 51].

A study on the needs and priorities of Syrian refugees 
in Jordan by Al-Rousan et al. identified highly disre-
spectful and humiliating treatment from the healthcare 
providers, which is against human rights [50], and on 
the Mexico-Guatemala border, discriminatory treat-
ment of foreign immigrants was observed [47]. In such 
places, migrants usually become liable to pay a high cost 
in search of better attention and treatment from private 
clinics, which puts them under greater financial strain 
[47, 50].

In most studies, refugees and migrants often complain 
about the absence of female healthcare professionals, 
which blocks service utilization. Women and girls, par-
ticularly in Middle Eastern countries where Syrians have 
sought refuge, are embarrassed to be treated by male 
doctors [30, 50]. The behavioral dimension of health care 
professionals and the gender of the care provider plays a 
key role in service utilization. Refugees and immigrants 
question the skills and confidence of healthcare providers 
in emergency settings. They compare and contrast with 
the physicians they used to get treatment in their home 
countries where they received much attention and visited 
preferred medical personnel [21, 49, 51, 55].

Sometimes health care professionals ignore the needs 
of unmarried women and girls who need SRH services. 
One of the migrant women on the Thailand-Myanmar 
border [46] complained about the denial of service 
because of her marital status:

“They seem to only give medications and condoms to 
married couples. If some of them are still in school, 
they wouldn’t be given anything to prevent preg-
nancy.” (pregnant refugee, IDI).

Healthcare practitioners in many studies complain about 
work overload and burnout because of the high number 
of clients in their settings. They believe this will also play 
a key role as a barrier to providing quality SRH services 
to refugees [45, 50].

Structural level barriers
Structural barriers are those that operate at the macro 
level in the socio-ecological model. Legal and policy-
related barriers are the main challenge blocking migrants 
not to access services, lack of health insurance, manda-
tory seeking of documents to provide services, and policy 
knowledge of gaps by health care providers. These factors 
work alone or in combination in many studies in this syn-
thesis. In some countries, SRH services are not accessible 

to migrants merely because of their migration status, 
whereas others seek documentation completion before 
rendering essential care that is needed for their survival. 
For example, women were denied comprehensive abor-
tion care because of their legal status in humanitarian 
settings in Bangladesh [45] and stripped of their right 
to get SRH services in Malaysia because of employment 
contract clauses [56]. The challenges include also dis-
criminatory health Policies, discriminatory prohibition 
of pregnancy for migrant women, compulsory health 
screening, denial of marriage for low-skilled profession-
als, and denying of family planning services under the 
pretext of preventing promiscuity [31, 56, 57]. Such bar-
riers forced women to seek care from illegal and unsafe 
sources putting their health in a problematic position 
[9]. A medical doctor expressed the condition of migrant 
pregnant women as;

“They will automatically be illegal migrants because 
the moment they are pregnant, they will lose their 
visa and if they lose their visa, they become illegal 
migrants. But somehow, many of them do deliver 
locally.” (private GP, KII).

In Lebanon, husbands were prohibited from accompa-
nying their pregnant wives because of the clinic policies 
deterring them from attending the service provision [30]. 
Such policies discourage not only women from attend-
ing future service but also create mistrust and negative 
attitude towards care and medical personnel. The study 
in Malaysia has identified the worst case of reporting to 
the legal authorities for custody when women seek emer-
gency lifesaving services [31].

Other structural factors include traditional and cultural 
barriers hindering SRH service utilization. These include 
cultural and social norms, myths, and stereotyping of 
young girls [28, 34, 46, 51]. Although universal human 
needs transcend cultures, cultural barriers still pose a sig-
nificant burden among refugees in Ethiopia [29], Kenya, 
Uganda, Nepal [42], Malaysia [31], Lebanon [30], and Jor-
dan [50].

Discussion
This synthesis provides evidence about socio-ecological 
determinants that preclude women in humanitarian set-
tings from accessing and utilizing services to realize their 
sexual and reproductive health and their right to the 
enjoyment of the highest standard of health. According 
to our findings, migration and refugee status are existing 
problems in many developing countries, and despite geo-
graphic and cultural differences, they face similar barri-
ers to service utilization from the individual to the policy 
level, which primarily include communication-related 
barriers, gender-based violence, and decision-making, 
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care quality and compassion and legal barriers in the 
host countries. Other main causes of poor SRH among 
refugees in various countries were confirmed by the find-
ings [12, 17, 58, 59]. Our synthesis supplements addi-
tional knowledge on how cross-cutting barriers such as 
basic needs and person centerdness affect the utilization 
of SRH services and the well-being of women and girls. 
Training on SRHR, improving access to care, and com-
passion and communication are the cross-cutting facili-
tators of SRH service utilization for female refugees in 
developing countries. Hence, the discussions will focus 
on those facilitators of SRH service utilization.

Availing person centered care (PCC) for migrants and 
refugees in LMICs
Every women including those in the humanitarian con-
text have the right to get a quality SRH care [10, 60]. The 
quality of care framework by the WHO for SRH places 
particular emphasis on the experience of care, which 
includes aspects such as communication, respect and 
dignity, and emotional support in their specific cultural 
context [4, 61, 62]. These person-centered factors often 
influence patients’ opinions about the value of the care 
them receive and their satisfaction with services. The 
effectiveness of health systems in meeting clients expec-
tations and their level of trust are also reflected in the 
perceptions of the quality of care. These person-centered 
attributes also have an impact on treatment outcomes 
and on future demand for services [61].

In the context of person centered healthcare, com-
munication is regarded as a critical starting point for 
establishing trust between the service provider and the 
client. Communication and linguistic barriers make it 
problematic for migrants to steer the healthcare system 
and restrict healthcare personnel from providing proper 
services to migrants, which reduces the effectiveness of 
initiatives of health promotion aimed at them [15, 63]. 
For example, migrants’ inability to effectively explain ill-
ness signs and symptoms may reduce the likelihood of 
syndromic infection detection, resulting in insufficient 
HIV and STI treatment [64, 65]. Numerous studies have 
shown that in order to improve the experience and usage 
of services for migrants and refugees, health practitioners 
must be culturally competent and including language 
proficiency [17, 66, 67]. These skills can reduce commu-
nication hurdles caused by linguistic and cultural barri-
ers, engage sensitively with various community values, 
and address perceived and/or experienced discrimina-
tion against migrants and refugees by service providers. 
We advise that curricula for on-the-job continuous pro-
fessional development or regular training for health care 
professionals should include cultural competency. In this 
context, cultural competency includes the understand-
ing of language, cultural safety, cultural awareness, and 

cultural sensitivity among health workers in addition to 
honoring cultural values.

Ensuring rights to healthcare resources and financial 
means
Direct financial barriers are created by out-of-pocket 
payment requirements, particularly for female refugees 
and migrants in LMICs [5, 31, 41, 68]. Securing Sexual 
and Reproductive Health (SRH) services for undocu-
mented migrants continues to pose a challenge in achiev-
ing Universal Health Coverage (UHC), particularly in 
many low and middle-income countries. Undocumented 
women in Thailand, Mynamar, and Turkey encounter 
additional obstacles in obtaining SRH information, fam-
ily planning services, antenatal, and emergency obstet-
ric services within those contexts [51, 69, 70].Indirect 
financial barriers may include transportation and hous-
ing costs [47]. Moreover, in both developing and wealthy 
countries, lack of human resources and financial con-
straints have been recognized as barriers to improving 
access to and use of SRH services [60, 71, 72]. Govern-
mental and nongovernmental organizations have often 
raised concerns about financial issues. Lack of funding 
for SRH among migrants and refugees leads to delays in 
necessary diagnosis and treatment [2, 12]. For example, 
low levels of HIV testing among migrants from LMICs 
are caused by a lack of funding for migrant health, espe-
cially for preventive care [73]. Overcoming administra-
tive barriers to accessing care can be a barrier for both 
refugees and providers. For example, criteria such as 
proof of residence raise questions about the eligibility of 
refugees and service providers [74]. Furthermore, it is a 
challenge for professionals to decide what services can be 
provided, as different categories of refugees have differ-
ent entitlements. Even when legally permitted, adminis-
trative and financial barriers may limit access to care [31, 
66]. Ensuring financial access and support could increase 
the uptake of services by migrant and refugee women 
in low- and middle-income countries. Policy guidelines 
should also take into account any administrative barriers 
imposed by the host country. In most countries, this gap 
exists. Countries need to respect laws in humanitarian 
settings in order to define a common ground that works 
for all [10, 60, 75].

The need for promoting awareness and education among 
men and boys regarding sexual and reproductive health 
and gender equity
Key decisions about SRH use are made by husbands and 
in-laws, leaving women with no choice but to consent 
to avoid punishment and social stigma [44]. Many poli-
cies and regulations in LMICs fail to address the different 
forms of violence that people may face in their destina-
tion countries, as opposed to their countries of origin. 
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Studies show that sexual assault, forced sex, transactional 
sex and other forms of sexual exploitation are very com-
mon. Some research suggests that partners or family 
members may be the initiators of physical or sexual abuse 
[74, 76]. Assessing sexual exploitation by family members 
or close relatives can be challenging as girls may be reluc-
tant to come forward and report such incidents. How-
ever, we believe that in addition to sexual exploitation and 
harassment by their partners, a significant proportion of 
girls are also victimized by family members and close 
relatives. This finding has been reported in other non-
humanitarian [10, 77]. Therefore, we suggest promoting 
awareness and education among men and boys regarding 
sexual and reproductive health and gender equity could 
contribute signifincatly in mitigating those challenges. In 
addition to addressing the needs of women and girls gen-
der based violence as part of minimum initial package, an 
in-depth exploration of the problem is required.

Availing basic services and inclusive cultural contexts
Addressing the needs of migrants and refugees goes 
beyond the health aspect, and other stakeholders should 
be involved in meeting the basic needs. There are mini-
mum initial service package outlined by UNHCR, how-
ever in most humanitarian settings, people suffer due to 
lack of basic services that may obscure their priority to 
SRH need [60].

Cultural differences between migrants and refugees, 
and members of host communities influence the ease 
of access to and use of services. Studies have shown 
that uptake of SRH services is significantly affected by 
stigma and prejudice based on gender, migration status 
and other environmental factors [17, 20]. In addition, 
numerous studies have shown that migrant and refu-
gee communities often stigmatize young people seeking 
SRH services [17, 78, 79]. In Sweden, a culturally tailored 
SRH education programme for refugee family members, 
including husbands, was provided during the settlement 
phase, and an evaluation found that it increased their 
understanding of sexual health and gave them the con-
fidence to use the health system [22]. Low- and middle-
income countries should benefit from such initiatives for 
migrant women and their families, ensuring sensitivity to 
the diversity of local values and attitudes.

The study among undocumented immigrant women in 
Turkey revealed that some women do not go to the hos-
pital even during childbirth due to the fear of deportation 
[70]. Such conditions could lead to maternal and fetal 
morbidity and mortality. For this reason, it is important 
to draw lessons from commendable approaches taken by 
authorities in the United States and Northern European 
countries, where undocumented immigrant women ben-
efit from preventive reproductive health programs with-
out being reported [75, 80, 81].

Furthermore, to develop initiatives that destigmatize 
sexual health issues and the use of services by young 
migrants, health system interventions should focus on 
community members, religious and faith leaders, and 
multicultural groups [82, 83]. Mechanisms that engage 
community members in the co-production of healthy 
SRH should be put in place to improve the well-being of 
migrants and refugees in LMICs.

Strength and weakness
The use of the socio-ecological model provides a better 
understanding of the barriers across countries, including 
institutional and structural barriers. This synthesis criti-
cally appraised primary articles, and we included partici-
pants in refugee camps as well as those outside refugee 
camps. The synthesis provided priority areas for service 
packages in the health sector and beyond, recognizing 
the need for a multi-stakeholder approach in low- and 
middle-income countries. However, the weakness of this 
study is that, despite our best efforts to conduct a com-
prehensive search, some studies were not included, pub-
lications were limited to the English language, and the 
time period of only the last ten years may have missed 
some relevant qualitative data. The focus of current study 
is among cis-straight women. We also acknowledge that 
studies may not capture all issues as many women and 
girls are reluctant to disclose some of the challenges they 
face due to shame and fear, which is a common culture in 
many low and middle-income countries.

Conclusion and recommendations
Optimizing person-centered care, ensuring access to 
health resources and financing, educating husbands and 
communities on gender equality, and providing basic 
services in an inclusive context are the four areas that 
need intervention to improve SRH uptake among female 
migrants and refugees, including unregistered ones in 
low and middle income countries.

Evidence-based SRH services should be made avail-
able to promote person-centered care, provide appropri-
ate language support, respect their dignity, and maintain 
privacy and confidentiality. In particular, husbands and 
opinion leaders such as religious leaders and family 
members should be educated about sexual and reproduc-
tive health and rights. Further research is also needed to 
identify the impact of these structural inequalities, such 
as rights-based approaches to improving SRH for refu-
gees and migrants. In most situations, research into dif-
ferent norms, power dynamics and political prioritization 
is also important to understand why SRHR remains a 
deprioritized issue among refugees and migrants.

Nations should establish and communicate health-
care accessibility measures to attain Universal Health 
Coverage (UHC), extending the right to health for 
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undocumented individuals. This emphasizes the princi-
ple that everyone, irrespective of their migration status, 
should have the ability to avail themselves of the neces-
sary services.

Non-health sectors need to overcome significant struc-
tural barriers to SRH. In addition, SRHR policies for 
migrants need to be broadened to cover incidents such as 
sexual assault and challenge the culture of gender-based 
violence. Responses to SRHR should be based on the rec-
ognition that refugees and migrants need adequate health 
systems and legal protections as they are vulnerable in 
their countries of origin, while travelling and at their final 
destination. If the right to health is to be maintained, pre-
served and fully realized in times of need, curative and 
preventive SRH services for migrants, especially migrants 
and refugees, must be adequately resourced.
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