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Abstract: Perinatal mental health is a growing public health concern. Refugee and asylum-seeking
women are particularly susceptible to experiencing perinatal mental illness and may encounter a
range of challenges in accessing healthcare. This scoping review sought to identify the enablers of
and barriers to healthcare access and healthcare provision for refugee and asylum-seeking women
experiencing perinatal mental illness in the WHO European Region. The Preferred Reporting Items for
Systematic Reviews and Meta-Analyses extension for Scoping Reviews was applied. Nine databases
and six grey literature sources were initially searched in April 2022, and an updated search was
completed in July 2023. The search identified 16,130 records, and after the removal of duplicates
and the screening process, 18 sources of evidence were included in this review. A data extraction
table was used to extract significant information from each individual source of evidence, which
was then mapped to the seven dimensions of the candidacy framework. Empirical (n = 14; 77.8%)
and non-empirical (1 = 4; 22.2%) sources of evidence were included. The literature originated from
seven countries within the WHO European Region, including the United Kingdom (n = 9; 50%),
Germany (n = 3; 16.7%), Denmark (n = 2; 11.2%), Norway (1 = 1; 5.6%), Greece (n = 1; 5.6%), Sweden
(n =1; 5.6%), and Switzerland (1 = 1; 5.6%). The results indicate that, although enablers and barriers
were apparent throughout the seven dimensions of candidacy, barriers and impeding factors were
more frequently reported. There was also a notable overall lack of reported enablers at the system
level. Unaddressed language barriers and lack of attention to the diversity in culturally informed
perceptions of perinatal mental illness were the main barriers at the individual level (micro-level)
to identifying candidacy, navigating healthcare systems, and asserting the need for care. The lack
of culturally appropriate alignment of healthcare services was the key organizational (meso-level)
barrier identified. The wider structural and political contexts (macro-level factors), such as lack of
funding for consultation time, focus on Western diagnostic and management criteria, and lack of
services that adequately respond to the needs of refugee and asylum-seeking women, negatively
influenced the operating conditions and wider production of candidacy. It can be concluded that
there are multilevel and interconnected complexities influencing access to and provision of perinatal
mental healthcare for refugee and asylum-seeking women.

Keywords: perinatal mental health; healthcare access; healthcare provision; refugee women;
asylum-seeking women; WHO European Region; scoping review
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1. Introduction

At the end of 2022, there were an estimated 35.3 million refugees around the world, 36%
of whom were hosted in Europe [1]. Approximately 630,500 asylum-seeking applications,
including 535,000 first-time applications, were recorded in the European Union in 2021,
representing an increase of 33% in comparison to 2020 [2]. The United Nations High
Commissioner for Refugees defines refugees as ‘persons outside their countries of origin
who require international protection because of feared persecution, or a serious threat to
their life, physical integrity or freedom in their country of origin as a result of persecution,
armed conflict, violence or serious public disorder’. An asylum seeker is defined as “any
person who is seeking international protection. In some countries, it is used as a legal term
referring to a person who has applied for refugee status or a complementary international
protection status and has not yet received a final decision on their claim’ [3].

The prevalence of mental illness among refugees and asylum seekers is an area of
growing concern. Recent World Health Organization (WHO) estimates put the preva-
lence of mental illness among conflict-affected populations at 22.1% (which equates to
1in 5 people), which is much higher than previous estimates [4]. Therefore, providing
easily accessible mental healthcare that is responsive to the needs of refugees and asylum
seekers is of utmost importance. However, refugees and asylum seekers continue to experi-
ence a range of difficulties in navigating general mental healthcare services and receiving
the help needed during their resettlement period [5-9].

Approximately 50% of refugees and asylum seekers around the globe are women of
childbearing age [10]. Refugee and asylum-seeking women may experience a range of
traumatic events before or during their migration journey and resettlement period that
increase their susceptibility to developing perinatal mental illness [11,12]. Perinatal mental
illness is defined by some scholars as the acute onset, relapse, or recurrence of mental illness
during pregnancy or in the year after birth [13]. The World Health Organization expands
this definition by distinguishing that women may experience poor mental health for the first
time during pregnancy or in the first year following birth, while also identifying that women
who are already living with mental illness may experience worsening symptoms [14].

Despite the increased policy and practical focus in recent years on improving perinatal
mental healthcare, perinatal mental illness among refugee and asylum-seeking women
is frequently undiagnosed or untreated [15]. Untreated perinatal mental illness can have
devastating effects on the woman, child, and wider family unit [12]. There is a high
prevalence of suicidal ideation among refugee women during pregnancy and in the first
year after birth [16]. Collectively, this evidence indicates the need for improvements
in perinatal mental healthcare access and healthcare provision for refugee and asylum-
seeking women.

To date, most systematic literature reviews examining perinatal mental health among
refugee and asylum-seeking women report on perinatal mental illness prevalence, partic-
ular risk factors, and adverse outcomes for this population [12,14-19]. Most notably, an
umbrella review of systematic reviews published between 2007 and 2017 reports on the
diverse range of difficulties for refugee and asylum-seeking women experiencing perinatal
mental health concerns [18]. While these reviews provide an important general overview of
perinatal mental health among refugee and asylum-seeking women, they do not examine
the specific factors influencing perinatal mental healthcare access and healthcare provision.

Early identification of perinatal mental illness is important in ensuring the prompt
implementation of healthcare interventions and treatment. Consequently, the World Health
Organization calls for greater integration of perinatal mental healthcare—specifically,
screening and treatment services in everyday maternal and child health services [14].
Despite these recommendations, recent reviews report on continued gaps in healthcare de-
livery for refugee and asylum-seeking women experiencing perinatal mental illness [20,21].
Although these reviews emphasise the need for improvements in perinatal mental health-
care delivery, they do not go far enough in identifying factors that enable and hinder
healthcare access across the various stages of the care pathway. Therefore, this scoping
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review aims to expand on the existing evidence as it specifically examines perinatal mental
healthcare access and healthcare provision. It maps the evidence on enablers of and barriers
to perinatal mental healthcare across the care pathway, from the perspective of service
providers and refugee and asylum-seeking women in the WHO European region, using
the candidacy theoretical framework.

The construct of candidacy, as conceptualised by Dixon-Woods and colleagues [22],
identifies how eligibility for healthcare is negotiated between individuals and healthcare
professionals/healthcare organisations. However, numerous factors influence this dynamic
process; therefore, the candidacy journey can be culturally, structurally, professionally, and
organisationally constructed and redefined through continuous interactions among indi-
viduals, healthcare professionals, and healthcare systems [22]. The candidacy framework
suggests that there are seven overlapping stages (identification, navigation, permeability
of services, appearances, adjudications, offers, and resistance and operating conditions)
in the process of negotiating the candidacy journey [22]. However, suggested refinements
to this framework by Mackenzie and colleagues [23] highlight the need for a cyclical as
opposed to the staged representation of the candidacy journey, emphasising the complex
interplay between micro-level (individual negotiations between service users and health-
care professionals) and wider contextual meso-level (local/organisational) and macro-level
(wider societal and political) factors influencing candidacy. This provides a comprehensive
view of factors influencing healthcare access, health-seeking behaviour, and acceptance
of healthcare interventions, which have been identified as areas that are often overlooked
in research about refugee health and broader mental healthcare service provision [6,24].
This framework has successfully been applied to other research examining the candidacy
journeys of vulnerable populations such as asylum seekers [25] and those living with
complex diseases and illnesses, such as multiple sclerosis [26] and cancer [27]. Therefore,
examining the evidence on healthcare access and healthcare provision among refugee and
asylum-seeking women living with perinatal mental illness through the lens of candidacy
will provide a more comprehensive understanding of the issues.

2. Materials and Methods

The primary research question for this review was the following: What are the per-
spectives of refugee and asylum-seeking women and service providers, with respect to
the enablers of and barriers to perinatal mental healthcare access and utilisation within
the WHO European Region? A scoping review methodology was selected for this study,
as the aim was to identify sources of evidence related to the research question and to
map this evidence to the candidacy framework to gain a broad overview of the enablers
of and barriers to perinatal mental healthcare. This scoping review was conducted in
line with the recommendations by Peters and colleagues [28], which build on previous
scoping review guidelines [29,30]. The Preferred Reporting Items for Systematic Reviews
and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) was applied [28], and
the PRISMA-ScR checklist [31] is provided in Supplementary File S1. A protocol for this
scoping review has been previously published [32].

2.1. Eligibility Criteria

The Population, Concept, and Context (PCC) acronym guided the eligibility criteria.
Specifically, the population focused on refugee and asylum-seeking women experiencing
perinatal mental illness, as well as perinatal mental healthcare service providers. The
concept focused on access to and provision of perinatal mental healthcare, and the con-
text focused on perinatal mental healthcare provided within the WHO European Region.
Sources of evidence published in English between 1 January 2010 and 7 July 2023, dis-
cussing perinatal mental healthcare for refugee and asylum-seeking women within the
WHO European Region, from the perspective of either healthcare providers or refugee
and asylum-seeking women, were included. In keeping with recommendations by oth-
ers [33,34] to include grey literature in scoping reviews, all types of literature were included,
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including non-empirical evidence (e.g., discussion papers, policy papers, editorials, book
chapters). Sources of evidence published in languages other than English, before 1 January
2010, referring to perinatal mental healthcare outside the WHO European Region, and
which did not focus on perinatal mental health for refugee and asylum-seeking women
or did not differentiate their findings between migrant subgroups, even if they included
refugees and asylum seekers, were excluded.

2.2. Information Sources and Searches

A search strategy was developed using keywords and synonyms pertaining to refugees
and asylum seekers and perinatal mental healthcare. See Supplementary File S2 for an
example of a search completed in one database. Nine databases were systematically
searched: PsycINFO, Cochrane, Web of Science, MEDLINE, EMBASE, CINAHL Complete,
Scopus, Academic Search Complete, and Maternity and Infant Care (OVID). In addition,
grey literature searches included Open Grey, Grey Literature Report, Grey Net International,
National Institute for Health and Care Excellence, World Health Organization Global Index
Medicus, and the TRIP database. All initial searches were performed on 11 April 2022, and
an updated search was completed on 7 July 2023.

2.3. Selection of Evidence

Following the removal of duplicates in EndNote 20 (n = 2369), the remaining evidence
was imported into an online screening software program https://www.rayyan.ai/ accessed
on 11 April 2022). The screening was completed independently by five reviewers (K.M.,
M.N., T.T., C.O.D. and O.D.), firstly by title and abstract, and then by full text. All conflicts
were resolved through discussion within the review team. Evidence was included in the
review if it met all of the inclusion criteria. Table 1 outlines the definitions for refugees
and asylum seekers adopted during screening. The total number of records and reports
identified, screened, and included in the review was recorded on a PRISMA flow diagram.

Table 1. Definitions of refugee and asylum seeker adopted for this review.

The United Nations High Commissioner for Refugees defines a refugee as ‘a person
who owing to a well-founded fear of being persecuted for reasons of race, religion,
Refugee nationality, membership of a particular social group, or political opinion, is outside
the country of their nationality and is unable to or, owing to such fear, is unwilling
to avail himself/herself of the protection of that country’ [35].

An asylum seeker is ‘an individual who has applied for asylum on the grounds of

Asylum  persecution in their home country relating to their race, religion, nationality, political
seeker belief, or membership of a particular social group. This population remains

classified as asylum seeking for as long as the asylum application is pending’ [35].

2.4. Data-Charting Process and Data Items

A tabular data-charting Excel document was developed and piloted to determine
which variables to extract in ensuring that this review’s aims were achieved. Data on au-
thors, year of publication, title, country of publication, aims, objectives, methodology, data
collection and analysis methods (when applicable), population, and population characteris-
tics were included. The seven dimensions of the candidacy framework were also included
in the tabular data-charting document. Verbatim data within individual sources of evidence
specific to factors influencing access to and provision of perinatal mental healthcare were
extracted and mapped to the seven dimensions of the candidacy framework. Others have
affirmed the value of examining evidence through the lens of candidacy and recommend
using the candidacy framework to map data as a means of explaining the nuances of access
to and provision of a range of mental healthcare services [6]. Table 2 outlines the adapted
description of the seven overlapping dimensions of candidacy adopted for this review,
which guided the data extraction, mapping, and charting. In this way, candidacy was used
as a lens to view and extract the data reported in the sources of evidence included in this
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review (i.e., results and discussion sections of empirical evidence, or the entire piece for
non-empirical evidence).

Table 2. Candidacy framework and adapted description of seven dimensions of candidacy.

Dimensions of
Candidacy

Adapted Description of Stages

Identification of
candidacy

The process by which refugee/asylum-seeking women come to view
themselves as suitable candidates for perinatal mental healthcare. The
process by which healthcare professionals come to view
refugee/asylum-seeking women as suitable candidates for perinatal
mental healthcare.

1. How refugee/asylum-seeking women recognise their perinatal mental
illness symptoms as needing healthcare services and support.

2. How refugee/asylum-seeking women perceive perinatal mental health
and appraise their perinatal mental illness symptoms as requiring help,
which legitimises them as candidates for perinatal mental healthcare services.
3. How healthcare professionals identify refugee and asylum-seeking
women as candidates for perinatal mental healthcare.

4. How voluntary and charity organisations’ professionals identify refugee
and asylum-seeking women as candidates for perinatal mental healthcare.

Navigating
services

Knowledge among refugee/asylum-seeking women of perinatal mental
healthcare services and how to contact and gain access to these services.
1. The awareness among refugee/asylum-seeking women regarding
available support and services for those experiencing perinatal mental
health concerns.

2. Knowledge among refugee/asylum-seeking women as to how to contact
perinatal mental healthcare services.

3. Appraisal of the practicalities of contacting and accessing perinatal mental
healthcare services.

Permeability of
services

The ease with which refugee /asylum-seeking women can use perinatal
mental healthcare services.

1. The levels of gatekeeping and referral processes/pathways for
refugee /asylum-seeking women experiencing perinatal mental concerns.
2. How well configured services are in meeting the specific needs of
refugee /asylum-seeking women experiencing perinatal mental
health concerns.

3. The degree of ‘cultural alignment” between refugee/asylum-seeking
women and perinatal mental healthcare services (how services align to the
cultural/linguistic needs of refugee and refugee/asylum-seeking women).

Appearing at
services and
asserting
candidacy

The actions that refugee /asylum-seeking women must take to assert their
candidacy by presenting at services, articulating their issues and their need
for care.

1. Factors influencing refugee/asylum-seeking women'’s ability to articulate
their perinatal mental health concerns and need for care.

2. The work that refugee/asylum-seeking women must do to assert their
candidacy and be acknowledged and understood during interactions with
healthcare professionals.

Adjudication by
professionals

A judgment is made by healthcare professionals that allows or inhibits
continued progression of candidacy, and this influences subsequent
healthcare access.

Processes by which healthcare professionals make decisions that
subsequently influence the refugee/asylum-seeking women’s progression
through healthcare services and access/ eligibility for further perinatal
mental healthcare.
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Table 2. Cont.

Dimensions of

Candidacy Adapted Description of Stages

Offers of perinatal mental healthcare/services are provided by healthcare
professionals, which are considered and subsequently accepted or refused by
refugee /asylum-seeking women.
Offers 1. Factors influencing the type of perinatal healthcare/services offered.
of /resistance to 2. The appropriateness and acceptability of offers of perinatal
services mental healthcare.
3. Factors influencing refugee/asylum-seeking women'’s
acceptance/rejection of offers for appointments, follow-ups, referral
pathways, and perinatal mental health treatment.

Societal and system-level issues that influence perinatal mental healthcare
services’ availability and provision for refugee and asylum-seeking women.
1. Factors contributing to the availability and ease of obtaining perinatal
mental healthcare services.

2. Factors influencing the availability of resources (i.e., professionally trained
interpreters; time) to provide perinatal mental healthcare for refugee and
asylum-seeking women.

3. Relational aspects between health professionals and
refugee/asylum-seeking women experiencing perinatal mental health
concerns (i.e., locally specific influences on interactions during
caring encounters).

Operating
conditions and
local production
of candidacy

2.5. Synthesis of Results

Descriptive statistics and a narrative summary were used to synthesise the characteris-
tics of the included evidence. Re-occurring patterns of data were collated and summarised
using the seven dimensions of the candidacy framework and organised and characterised
into enablers of or barriers to receiving and providing perinatal mental healthcare, reflecting
an individual’s journey to accessing healthcare, whilst considering the roles that healthcare
professionals, health systems, and wider conditions play within this process. A narrative
synthesis of each dimension of candidacy is presented in the results, and tables are used to
augment the narrative.

3. Results

The search results are presented on the PRISMA flow diagram (Supplementary File S3).
Of the 199 full texts screened, 18 sources met the inclusion criteria and were included in this
review. The results are organised to present a descriptive overview of the characteristics of
the included evidence, and then to describe the enablers of and barriers to perinatal mental
healthcare access and provision across the seven dimensions of candidacy.

3.1. Characteristics of Sources of Evidence/Study Characteristics

Empirical (n = 14; 77.8%) and non-empirical (n = 4; 22.2%) sources of evidence were
included. The literature originated from seven countries within the WHO European Region,
including the United Kingdom (1 = 9; 50%), Germany (n = 3; 16.7%), Denmark (1 = 2; 11.2%),
Norway (n = 1; 5.6%), Greece (n = 1; 5.6%), Sweden (n = 1; 5.6%), and Switzerland (n = 1;
5.6%) (Table 3).
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Table 3. Overview description of characteristics of extracted sources.
Variable No (%) Author(s) and Year
Empirical evidence n = 14
(77.8%)
Data source type Non-empirical evidence n = 4
(22.2%)

United Kingdom n =9 (50%)
Germany 7 = 3 (16.7%)
Denmark n =2 (11.1%)

Geographical location of data Norway 7 = 1 (5.6%)

sources Greece n =1 (5.6%)
Sweden n =1 (5.6%)
Switzerland n =1 (5.6%)
Qualitative studies n = 10
Empirical study designs (55.6%) [36-451
Quantitative studies n = 4
(22.2%) [46-49]
Discussion paper n = 2 (11.1%) [50,51]
Non-empirical data sources Policy paper n =1 (5.6%) [52]
Editorial n =1 (5.6%) [53]

In the majority of the empirical evidence, the sample involved refugee or asylum-
seeking pregnant women or new mothers [36—42,44,46-48]. The five exceptions were stud-
ies that included midwives [36], community volunteers [43], health visitors [45], midwives
and representatives from key stakeholder groups involved in the perinatal care of refugee
women [37], and midwifery students only (no refugee or asylum-seeking women) [42]. Five
empirical papers reported the age profile of the women: 18-36 years [40], 22-37 years [41],
19-38 years [39], 1843 years [47], and 17-32 years [44]. Due to ambiguity in/lack of re-
porting, it was difficult to ascertain the country of origin of all refugee or asylum-seeking
women in the data sources; however, there was representation from Africa, Asia, and Eu-
rope (Table 4). This ambiguity was in part due to the undocumented nature of the sample
in some studies, and in other cases the women'’s country of origin was simply not stated.

Table 4. Countries of origin of refugee or asylum-seeking women.

Africa Asia Europe

Ethiopia, Eritrea, Gambia,
Ivory Coast, Liberia Sierra
Leone, Morocco, Nigeria,
Somalia, Somaliland, Sudan,
Sierra Leone, Zimbabwe

Albania, Bosnia, Chechnya,
Kosovo, Macedonia, Romania,
Serbia

Afghanistan, Iraq,
Palestine, Syria

3.2. Synthesis of Results Using the Candidacy Framework

In the following sections, findings are mapped under the seven dimensions of the can-
didacy framework [22], with a focus on identifying the enablers of and barriers to receiving
and providing perinatal mental healthcare for women with refugee or asylum-seeking sta-
tus. There was an overlap of enablers and barriers across the candidacy dimensions, which
was expected, as the process of seeking and receiving healthcare is not linear. However,
for this review, each dimension of the candidacy framework is presented separately in a
descriptive narrative form, with accompanying tabular representation.

3.2.1. Identification of Candidacy: Enablers and Barriers

Identification of candidacy is about recognising health symptoms and knowing when
professional attention is needed [22]. Six sources of evidence identified enablers of the
identification of eligibility for perinatal mental healthcare for refugee and asylum-seeking
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women (Table 5). Trusting relationships with friends, peers, or professionals enabled a sense
of ease and comfort in openly sharing perinatal mental health experiences and identifying
candidacy [43-45]. The importance of healthcare professionals and voluntary workers
advocating for perinatal mental health needs and supporting refugee and asylum-seeking
women in identifying candidacy was also an identified enabler [38,41,47].

Table 5. Identification of candidacy: enablers and barriers.

Enablers Examples from Data Sources

Feeling like someone cares reduces stress [45].

Support from a befriender/advocate who speaks the same language
can help reduce the sense of loneliness, and as a result one may be
more likely to reveal difficulties that would otherwise be hidden [43].
A befriender/advocate can listen to experiences and help with
signposting appropriate health services [43].

Women valued being a member of a trusted support group [44].
Women shared more about their perinatal experiences in one-to-one
settings compared to group settings [44].

Trusting relationships
and advocacy

Professionals picking up on perinatal mental health needs and
initiating care [41].
Low-threshold support such as psychosocial walk-in clinics at
Candidacy initiated by refugee centres can redpce barriers to perinatal mental health
others _screening an(?l Pe?rmatal men.tal health support [47] .
Professional support initiated by social workers, psychologists, and
midwives played a significant part in reducing psychological
stressors in accessing care [41].
Voluntary workers went out of their way to support women [38].

Barriers Examples from Data Sources

Fear of being exposed and vulnerable [40].

Avoiding talking about one’s own circumstances [40].
Sense of loneliness and feeling unable to share one’s plight [40].
Cultural beliefs that talking about oneself may invite the
‘evil eye’ [44].

Unwillingness to attend unfamiliar support groups at unfamiliar
premises without a trusted recommendation or companion [44].
Difficulties sharing very personal information in a group whilst
claiming asylum [44].

Of the 80 eligible refugee women identified to participate in this
study, only 39 (49%) completed the self-reported perinatal mental
health questionnaire [48].

Fear and avoidance

Loss of independence [40].
Difficulty talking about feelings [40].
Feeling bad when asking for help [45].
Shame and stigma The stigma of mental illness in women from diverse cultural
backgrounds [39].
Unwillingness to disclose mental health problems in the postpartum
period due to stigma of mental illness [39].

Due to linguistic barriers, women may be unwilling or feel unable to
seek help [52].
Less likely to disclose information with the use of an interpreter;
concerns regarding the lack of confidentiality and lack of code of
Language barriers conduct training for interpreters [43].
Results show that refugee women who resided in Denmark for <5
years faced language barriers, and this may explain why refugee
women were less likely to engage in perinatal mental health
screening [46].
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Table 5. Cont.

Barriers Examples from Data Sources

Self-rated perceptions of health are varied [37].
Different perspectives and expectations on how postpartum health
and wellbeing should be experienced [37].
Lack of understanding and awareness of postpartum depression [49].
Instead of identifying as ‘sick’, women would express a need for
practical help and support instead [49].
A significant association was seen between migration status and lack
of perinatal mental health screening. There are more barriers to
Perceptions of perinatal perinatal mental health screening for refugee women compared to
mental health Danish-born women [46].
Poor experiences in their country of origin led to avoiding maternity
care as a refugee or asylum seeker in a new country, e.g., deficient
care, dirty hospitals, and corruption where women only receive care
if money is offered to staff [52].

Of the 39 respondents, only 3 (7.7%) were assessed as having a
possible perinatal mental illness. This unexpectedly low result might
reflect a difference in expectations among the refugee women of how

the postpartum period should be experienced [48].

Ten sources of evidence identified barriers to the identification of eligibility for peri-
natal mental healthcare among refugee and asylum-seeking women (Table 5). Barriers
that affected refugee and asylum-seeking women in recognising perinatal mental health
symptoms and, thus, the need for help, were complex and involved feelings of fear, shame,
and stigma [39,40,44,45,48]. These feelings were related to their ‘refugee/asylum seeker’
status, as well as to culturally informed perceptions of mental health and perinatal ex-
pectations, with differing perceptions of what was acceptable and what was not; thus,
a sense of normalisation of perinatal mental illness symptoms occurred [37,45,48,49]. In
some cases, this was further compounded by women’s negative experiences of perinatal
healthcare in their countries of origin (e.g., deficient care, dirty hospitals, and corruption),
which led to avoidance in recognising the need for help and subsequently seeking help [52].
Language barriers were a challenge when anticipating seeking help, and concerns existed
around divulging information using interpreters, regardless of whether the interpreters
were friends, family, or professionals [43,46,52].

3.2.2. Navigating Services: Enablers and Barriers

Navigation is about awareness of services and mobilisation of practical resources
(e.g., transport, childcare, time off work, financial cost) to facilitate a person in receiving
services [22]. Five sources of evidence identified enablers of navigating perinatal mental
healthcare services (Table 6). Voluntary workers and people from local communities sup-
ported the navigation of perinatal mental healthcare services. Such support was received
through one-to-one friendships, local voluntary groups, or church/faith-based community
groups [38,41,43]. Signposting to community support services and referrals to health-
care services by healthcare professionals also supported the ease of navigating healthcare
services and continuity of follow-up care [47,50].

Six sources of evidence identified barriers to navigating perinatal mental healthcare
services (Table 6). Lack of awareness of the healthcare system and the roles of health-
care professionals presented as a barrier that could lead to misconceptions of what to
expect [37,50]. Being moved frequently to different geographical locations (e.g., for accom-
modation reasons) can lead to a loss of trusting relationships, support, and continuity of
care with healthcare professionals, resulting in a need to re-navigate new services [38,53].
Language barriers caused difficulties for refugee and asylum-seeking women in navigat-
ing services, as awareness and understanding were difficult to achieve with linguistic
barriers [37,41,52].
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Table 6. Navigating services: enablers and barriers.

Enablers Examples from Data Sources

A specialist antenatal support group run by the voluntary sector
provided the opportunity to gain support from peers [38].
A local church was a place of support and an opportunity to meet people
from the same background/country [38].
Women appreciated when people from the local community reached out
with support [41].
Volunteers helped refugee and asylum-seeking women to access health
services, including maternity care and mental health service support [43].

Community support

Clarifying healthcare professionals’ roles and responsibilities, clarifying
their influence on immigration proceedings, and clarifying their role in
helping access to free care can increase a woman’s engagement with
services [50].

Healthcare professionals referred women to specialist services; 74% of
the refugee women were advised to undergo outpatient psychotherapy
after transferring to municipal accommodation because of their severe
mental health problems [47].

Professionals providing psychosocial walk-in clinics for pregnant
refugees and new mothers referred patients to other care providers,
including specialists, midwives, mother—child facilities, support offers
provided by churches, and counselling and outreach centres, as well as
charitable organisations such as the German Caritas Association, when
necessary [47].

Referrals by
healthcare
professionals

Barriers Examples from Data Sources

Lack of knowledge of the role of healthcare professionals (e.g., midwives)
and lack of knowledge of the healthcare system [50].
Lack of awareness of ~ Unrealistic expectations of the health system due to misinformation or
the healthcare system excessive optimism, resulting in disappointment [37].
Lack of understanding of the policies and capacity of the country of
destination [37].

Moving location (e.g., due to accommodation issues) meant losing social
support and established relationships with healthcare workers such as
midwives, GPs, or doulas [38].
Moving locations Negative impact of moving during pregnancy, leading to loss of social
support and continuity of care with healthcare professionals [53].
Women must relearn how to navigate health services in the
new location [53].

It is very difficult to navigate healthcare services when you do not speak
the language [41].
Language barriers Due to linguistic barriers, women are often not aware of the services
available to them [53].
Language as a barrier to perinatal mental healthcare [37].

3.2.3. Permeability of Services: Enablers and Barriers

Permeability of services refers to the ‘ease” with which people can use healthcare
services, which takes into consideration the ‘cultural alignment’ between services and
the values and needs of service users [22]. Five sources of evidence identified enablers
of the permeability of perinatal mental healthcare services (Table 7). Engagement with
community voluntary services and the socio-cultural practical support received supports
cross-cultural mediation when engaging with healthcare professionals, which nurtures a
sense of ease [38,41,43,45,52].
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Table 7. Permeability of services: enablers and barriers.

Enablers Examples from Data Sources

Engagement with other services helps with understanding [45].
Engagement with community support and voluntary groups
Cultural mediation supports cultural mediation [38,41].
support Practical and social support is particularly beneficial [52].
Support from community volunteers is valued [43].
Engagement initiated by healthcare professional [41].

Barriers Examples from Data Sources

Limitations to approaches to perinatal mental health
screening [46,52].

Lack of meaningful engagement with healthcare professionals [36].
Perceptions that women do not meet Western diagnostic
criteria [36].

Services lack empathy and compassion for the lived experience of
refugee and asylum seekers [36].

Discriminatory attitudes of staff [36].

Over-focus on pharmaceutical interventions [52].
Experiencing neglectful care encounters [36,40].
Prioritising physical care at the detriment of emotional care [36].
Not being understood [38,40].

Unaddressed language barriers [36,39,41].

Women raised issues of safety and a lack of trust in healthcare
professionals [44].

Lack of cultural alignment
of services

Feelings of intimidation during care encounters [38].
Healthcare professionals’ prejudices [42].
Capabilities of healthcare Healthcare professionals” over-focus on cultural differences [42].
professionals IlI-prepared healthcare professionals [52].
Lack of awareness among HCPs of cultural and religious factors
that influence healthcare expectations [39].

Nine sources of evidence identified barriers to the permeability of perinatal mental
healthcare services (Table 7). The lack of cultural alignment of services in meeting the needs
of refugee and asylum-seeking women was frequently reported as a barrier to permeable
services. Approaches to care delivery that predominately adopted a “Western approach’
to perinatal mental healthcare and failed to acknowledge differing cultural norms nega-
tively impacted service permeability—for example, limitations in perinatal mental health
screening, over-focus on pharmaceutical interventions, and a lack of approaches to address-
ing language barriers [36,38-41,44,46,52]. Healthcare professionals’ lack of competence in
optimally responding to the needs of refugee and asylum-seeking women experiencing
perinatal mental health concerns also negatively impacts permeability [38,39,42,52].

3.2.4. Appearing at Services and Asserting Candidacy: Enablers and Barriers

Appearance at services is about a person presenting at healthcare services and the
actions that they must take to articulate and assert their candidacy and need for care
in interactions with healthcare professionals [22]. Three sources of evidence identified
enablers of the assertion of candidacy for perinatal mental healthcare services (Table 8). The
support provided by community volunteers and the role played by healthcare professionals
in advocating for refugee and asylum-seeking women when appearing at services and
asserting their candidacy were acknowledged [38,41,43].

Four sources of evidence identified barriers to the assertion of candidacy for perinatal
mental healthcare services (Table 8). Unaddressed cultural differences and language barri-
ers presented as barriers when appearing at services and asserting candidacy [36,37,39,52].
Gender issues were raised for women whose tradition or religion does not allow inter-
actions with men (i.e., interactions with male healthcare professionals). The busyness of
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healthcare environments led women to downplay their symptoms, designating themselves
as less eligible for care, which meant lost opportunities for discussions with professionals
about perinatal mental health and wellbeing [36].

Table 8. Appearing at services and asserting candidacy: enablers and barriers.

Enablers Examples from Data Sources

Healthcare professionals initiating professional support and perinatal
mental healthcare [41].

A
dvocacy support Supported by community volunteers [38,43].
Engagement with community support and voluntary groups supports
ease in appearing at services [38,41].
Barriers Examples from Data Sources

Cultural or religious notions may lead to perceiving healthcare as
unacceptable when not given by a same-sex care provider [39].
Gender was a barrier for women whose tradition or religion does not
allow interactions with men [37].

There were cultural barriers in the relationships between women and
healthcare professionals, with a lack of understanding of culture and
traditions related to pregnancy and birth [37].

Lack of attention to
cultural differences

Language barriers with women compromised their ability to articulate
their needs [36].
The language barrier posed a particular problem [39].
Difficulty in articulating needs [52].

Language barriers

The busyness of services and healthcare professionals meant a lack of
time spent with women, so less opportunity to share their mental health
Busyness of services worries [36].
Woman did not want to bother midwives with their problems, as they
appeared so busy [36].
Woman downplayed their symptoms, so as not to bother the busy
healthcare professionals, with a sense of being less eligible for care [36].

3.2.5. Adjudication by Professionals: Enablers and Barriers

Adjudication refers to the judgments and decisions made by healthcare professionals
that allow or inhibit continued progression through services and further access to care,
which may be influenced by operating conditions and resources [22]. Three sources of evi-
dence identified enablers of the judgments and decisions made by healthcare professionals
that influenced the progression of perinatal mental healthcare services (Table 9). Witnessing
healthcare professionals’ commitment to woman-centred care enabled positive experiences,
where women felt seen, heard, and validated [38,40]. Specialist maternity services tailored
to refugee and asylum-seeking women were also considered to be supportive [47].

Seven sources of evidence identified barriers to the adjudications by healthcare profes-
sionals that influenced the progression of perinatal mental healthcare (Table 9). Negative
attitudes among healthcare professionals towards refugee and asylum-seeking women
were informed by unaddressed prejudices and biases [36,38,39,42]. Fundamentally, the
provision of specialist education and training for healthcare professionals in the care of
refugee and asylum-seeking women was considered to be a way of negating many negative
adjudication experiences [36,37,50,52].
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Table 9. Adjudication by professionals: enablers and barriers.

Enabler Examples from Data Sources

Women felt respected, acknowledged, ‘seen’, and ‘heard’ by the
midwife [40].
Midwives come to your rescue and care for women [38].

Commitment to
woman-centred care

Specialist services for Specialist services at detention centres (in collaboration with
refugee and maternity care services) support women with perinatal mental
asylum-seeking women health concerns [47].
Barriers Examples from Data Sources

Intimidation by social workers implying that they would take
children from women [38].

Negative attitudes Intimidation implying that women were not entitled to public
towards refugees and funds [38].
asylum seekers Healthcare professionals lack cultural awareness of cultural factors

that influence perinatal mental healthcare expectations [39].
Healthcare professionals’ prejudices and biases [36,42].
Complex factors (e.g., the reason for migration, social situations,
and cultural constructions of mental health) can present challenges
for midwives who care for vulnerable migrant women [50].
Lack of preparation among healthcare professionals, with training,
preparation, and education inadequate for supporting pregnant
migrant and refugee women [52].

Minimal investment in the interdisciplinary and interprofessional
training of the perinatal mental healthcare team [37].
Midwives reported that women are seen as one-dimensional by
other professionals, with migrant status superseding mental health
needs [36].

l-prepared healthcare
professionals

3.2.6. Offers of and Resistance to Services: Enablers and Barriers

Offers and resistance are concerned with the idea that healthcare may be appropriately
or inappropriately offered, and that such an offer could be resisted, rejected, or declined by
an individual despite their candidacy [22]. Four sources of evidence identified enablers
of the offers of and resistance to perinatal mental healthcare services (Table 10). Refugee
and asylum-seeking women valued opportunities to engage with healthcare professionals
when they felt that they were being understood, which positively informed their decisions
about accepting or declining perinatal mental healthcare [40,41,45,50]. Continuity of care
helped women to engage with services, as familiarity and trusting relationships could be
established [50].

Table 10. Offers of and resistance to services: enablers and barriers.

Enablers Examples from Data Sources

Being understood by the healthcare professional [40].
Engaging in meaningful discussions about perinatal mental health [50].
Being understood Culturally competent healthcare professionals [41,45].
Continuity of care is more likely to lead to a trusting relationship and
the ability to have sensitive discussions [50].

Barriers Examples from Data Sources
Over-focus on Prescribed medicines that cannot be taken due to breastfeeding [40].
pharmacological Women present with somatic symptoms and tend to prefer practical
interventions help instead of pharmacological interventions [52].
Midwives expressed feeling responsible for finding a service that
Difficulty finding would accept a referral for a woman with refugee or asylum-seeking
appropriate services status; midwives often ended up using their personal contacts,
for referral networks, and experiences to source appropriate care offers for

women [36].
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Three sources of evidence identified barriers to the offers of and resistance to perinatal
mental healthcare services (Table 10). There was limited evidence in this scoping review
of identified candidates resisting, rejecting, or declining care. However, resistance to
medication use arose from two data sources, where some women resisted prescribed
medication for reasons such as breastfeeding or due to a general lack of understanding
about the medication [40,52]. Also of note were midwives’ views in the qualitative study
by Firth [36], where they expressed feeling responsible for finding an appropriate service
that would accept a referral for a woman with refugee or asylum-seeking status; midwives
often ended up using their contacts, networks, and experiences to source appropriate care
for women.

3.2.7. Operating Conditions and Local Production of Candidacy: Enablers and Barriers

Operating conditions refer to local specific influences, such as the perceived or actual
availability and suitability of resources, and the relationships between service providers
and service users, which develop over time through repeated encounters [22]. Two sources
of evidence identified enablers of operating conditions and local production of candidacy
for perinatal mental healthcare services (Table 11). Having dedicated time during care en-
counters to engage with women in meaningful and culturally responsive ways is an enabler
of the operating conditions of candidacy, as it supports the development of therapeutic
relationships [41,45].

Table 11. Operating conditions and local production of candidacy: enablers and barriers.

Enablers Examples from Data Sources

Structure, extra time, and training in cultural competence helped in
understanding and building trust with refugee and asylum-seeking
women [45].

Dedicated time during care encounters [45].

Dedicating time

Barriers Examples from Data Sources

Services not suitable for refugee and asylum-seeking women, who would
therefore be less likely to discuss their mood or disclose information [36].
Lack of screening for refugee women compared to women living in their
country of origin [46].
Culturally appropriate services, with high cultural understanding and
Lack of appropriate informed consent practices, are needed [37].
services Referral numbers for asylum-seeking mothers into perinatal mental health
services are low. Sensitive service models and referral mechanisms
responsive to the specific needs of vulnerable people are needed [44].
Lack of service integration and continuity of care [37].
If healthcare professionals lack cultural awareness and knowledge, then
cultural misunderstandings and conflicts occur [49].

There is evidence of the need to develop relationship-centred interventions

with refugee and asylum-seeking mothers and their infants, and this

requires resources in terms of time [44].
Pregnant asylum-seeking and refugee women often have complex health
Lack of funding for  and social care needs that midwives may have difficulty in meeting due to
time in the resources needed in terms of managing workloads and limitations of
consultations time [43].
Low engagement during crisis—healthcare professionals’” burnout due to
workload [37].
Limitations of allocated resources result in a lack of time to meet the
healthcare needs of women in a culturally appropriate manner [37].




Healthcare 2024, 12, 1742

15 of 22

Table 11. Cont.

Barriers Examples from Data Sources
Western diagnostic criteria used for acceptance into general perinatal
mental health services may not be suitable for refugee or asylum-seeking
Western diagnostic women [36].
and management Refugee women are less likely to engage in perinatal mental health
criteria screening [46].

Doctor-centred and patriarchal systems of care [37].
Focus on pharmaceutical interventions [40,52].

Midwives were cautious about who they sought support or guidance from,
due to the discriminatory attitudes of other staff members [36].
The asylum seeker is seen as different, and the difference is often expressed
negatively. A general prejudice against asylum seekers [39].
Poor attitudes and a lack of understanding of their needs [43].
Fear of financial charges for healthcare [50].
Migration status supersedes perinatal mental health needs [36].

Wider societal
influences

Ten sources of evidence identified barriers to operating conditions and local produc-
tion of candidacy for perinatal mental healthcare services (Table 11). These included an
underdeveloped service at the system level, which was not tailored to the needs of women
with refugee or asylum-seeker status [36,37,44,46,50]. This was mostly associated with
the limitations in resources [37,43,49], wider societal influences [36,39,43], and Western
diagnostic and management criteria [36,37,40,52]. A need for more culturally appropriate
and sensitive delivery of services that are responsive to the specific needs of refugee and
asylum-seeking women was highlighted. Resources and support for healthcare profession-
als were also highlighted as a necessity for the future development of perinatal mental
healthcare services for refugee and asylum-seeking women.

3.2.8. Summary of Findings

The findings of this scoping review were mapped to each stage of the candidacy frame-
work. Table 12 provides a summary of all of the enablers and barriers identified that influ-
ence access to and provision of perinatal mental healthcare for refugee and asylum-seeking
women in the WHO European Region. Although enablers and barriers were apparent
throughout the seven dimensions of candidacy, there was an overall lack of enablers at the
system level, which may impact appearance, offers, and local operating conditions.

Table 12. Summary of enablers and barriers in the candidacy, stages 1-7.

Operating
Identification Navigation Permeability gsﬁ:ﬁr;:::isc:; Adjudication g::fa;ry: Cli):cillhl’orﬁi:clgi;]:
of Candidacy
Trusting Commitment to
. 2 Community women-centred
relationships support care
and advocacy PP Cultural Ad d Bei
Enablers mediation vocacy an o . eIng Dedicating time
Candidacy Referrals by supports support Specialist services understood
initiated by healthcare for refugee apd
others professionals asyl&r(r)\:liikmg
Lack of appropriate
avodance
Lack of Lack of attention Over-focus on
Shame and awareness of the Lack of cultural to cultural Negative attitudes pharmacological ~ Lack of funding for
stigma healthcare alignment of differences towards refugees interventions time in
system services and asylum seekers consultations
Barriers Language Language Difficulty
ba giergs Moving locations Capabilities of barriers Tll-prepared providing Western diagnostic
healthcare healthcare appropriate and management
Perceptions of Language professionals Busyness of professionals services for criteria
barriers services referral

perinatal mental
health

Wider societal
influences
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4. Discussion

This review illuminates the interconnected individual-, organisational-, and structural-
level factors that influence healthcare access and healthcare provision for refugee and
asylum-seeking women experiencing perinatal mental illness in the WHO European Re-
gion. Although enablers and barriers were apparent throughout the seven dimensions of
candidacy, impeding factors were more frequently reported. Furthermore, there was an
overall lack of enablers at the system level, which may then impact the other dimensions
of the candidacy journey. At the individual level (micro-level), being understood, devel-
oping trusting relationships with healthcare professionals, and the support provided by
community volunteers were the main enablers identified. Language barriers and a lack of
attention to the diversity in culturally informed perceptions of perinatal mental illness and
perinatal mental healthcare were the main barriers to identifying candidacy, navigating
healthcare systems, ease of accessing services, and asserting the need for care. The lack
of culturally appropriate alignment of perinatal mental healthcare and the limitations of
healthcare professionals’ capabilities to respond to the needs of refugee and asylum-seeking
women were the key organisational (meso-level) barriers identified. The wider structural
and political contextual (macro-level) factors—such as a lack of funding for time in consul-
tations, over-focus on Western diagnostic and management criteria, and a lack of culturally
responsive, woman-centred services—negatively influenced the operating conditions and
wider production of candidacy.

The findings from this review echo findings from previous studies that also identified
the difficulties experienced by refugee and asylum-seeking women in accessing perinatal
mental healthcare [20,21,54-57]. However, this review adds new insights into the complexi-
ties of access to and provision of perinatal mental healthcare for refugee and asylum-seeking
women. Incorporating the candidacy framework in the mapping of evidence from the
perspectives of service users and healthcare providers helped identify enablers of and
barriers to perinatal mental healthcare access and provision that generally receive less
focus in the literature or are examined in isolation in individual studies. For example, the
individual-level barriers to perinatal mental healthcare access for refugees and asylum-
seeking women are acknowledged in the literature (i.e., challenges with accessibility from
the perspective of service users) [12,58]. Although this evidence is compelling, it does not
sufficiently examine ways of addressing the persistent and systematic barriers that refugee
and asylum-seeking women face when engaging with perinatal mental healthcare services.
Others have argued for a critical review of services to support refugee and asylum-seeking
women experiencing perinatal mental illness [20,21]. This requires a deeper understanding
of the complex interactions among refugee and asylum-seeking women, professionals, and
systems, as well as how these dynamic relationships are negotiated and navigated across
the perinatal mental healthcare journey. Through the lens of candidacy, this study reveals
that the challenges in accessing appropriate perinatal mental healthcare services for refugee
and asylum-seeking women persist. Moreover, it underscores the broader structural and
political factors that have been underexplored in the literature to date.

Healthcare professionals play a pivotal role in supporting women across the candidacy
journey. The World Health Organization [14] calls for the integration of perinatal mental
health screening, diagnosis, and management of perinatal mental illness in all healthcare
services that provide support to women. However, evidence in the wider literature indi-
cates limitations concerning perinatal mental healthcare capabilities among non-specialist
healthcare professionals, i.e., those not specialising in perinatal mental health [59,60]. The
findings of this review build on previous work in the field by highlighting how diffi-
culties in accessing perinatal mental healthcare are exacerbated by cultural differences
and language barriers, which are often inadequately addressed. Language and culture
play a critical role in influencing the candidacy journey for refugee and asylum-seeking
women. Although others have highlighted the importance of addressing language barriers
in perinatal mental healthcare services [52,61], this review illuminates the poignant impact
of systemic unaddressed language barriers. It also highlights how cultural beliefs and
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values shape culturally informed perceptions of perinatal mental illness and treatments,
which contribute significantly to the candidacy journey. While the literature asserts that
psychological categories and definitions of perinatal mental health are not universally
shared across different populations, including refugee and asylum-seeking women [20,56],
these discussions often fail to adequately position this knowledge within the context of
perinatal mental healthcare access and provision. The importance of understanding how
culture plays a fundamental role in shaping perceptions of pregnancy and perinatal illness,
health-seeking behaviour, and expectations of perinatal mental healthcare is acknowledged
in the literature [19-21,56]. However, the findings of this study indicate that healthcare
professionals were not culturally attuned to respond sensitively and appropriately to the
perinatal mental healthcare needs of refugee and asylum-seeking women. Although ex-
emplars of good practice were acknowledged, where women felt understood, respected,
and adequately supported, most of the evidence reviewed indicated deficiencies in stan-
dards of care due to a lack of attention paid to the language barriers and the fact that
there are different ways of defining and attending to perinatal mental illness, with the
Western psychological approach being only one of them. There is a need to pay greater
attention to the diversity of the lived experiences of refugee and asylum-seeking women
and the kinds of support and ‘treatment’ that would make sense for them, in addition
to traditional psychological/mental health support. Having dedicated time for building
trusting relationships during these highly sensitive cross-cultural encounters is paramount
whilst negotiating differing culturally informed perceptions and expectations of perinatal
mental healthcare.

Our synthesis indicates a need for better alignment of perinatal mental healthcare
services with the lived experiences of refugee and asylum-seeking women who come
from diverse cultural and linguistic backgrounds. Other studies have also questioned the
cultural appropriateness of perinatal mental healthcare delivery [52,62-65]. However, the
overly medicalised philosophy underpinning perinatal mental healthcare, which prioritises
diagnosis and pharmaceutical interventions and assumes that refugee and asylum-seeking
women will identify candidacy, is an area that requires further consideration. Similarly,
others have identified the need to address the Eurocentric approaches to mental healthcare
services more generally [66]. Eurocentrism, in this context, is defined as an approach
that ‘emphasises European concerns, culture, and values at the expense of those of other
cultures’ [67]. Negotiating treatment plans must take into consideration differing culturally
informed conceptualisations of perinatal mental health and associated treatment options,
as a means of tackling Eurocentric approaches to perinatal mental healthcare interventions.

This review signals the need for structural changes that embed culturally responsive
perinatal mental healthcare in all healthcare policies and practices. Others have asserted
the need for focused attention to address the hesitancy in exploring sensitive topics and cul-
tural influences informing perceptions of perinatal mental health [61]. Healthcare systems
need a model of perinatal mental healthcare that emphasises inclusivity, the importance of
advocacy, and continuity of care and recognises and responds to the lived experiences of
refugees and asylum-seeking women. This requires providing readily available resources
such as professionally trained interpreters, education and training for healthcare profession-
als, and targeted support to empower women in recognising perinatal mental healthcare
symptoms, seeking help, and addressing some of the barriers to identification of candidacy.
The importance of developing refugee- and asylum-seeker-responsive perinatal mental
health screening intervention programmes was highlighted, echoing findings from other
studies [20,68]. Having input from refugee and asylum-seeking women, as experts with
experience in the development of services and authentic engagement with community
and voluntary groups, is recommended [69]. This also necessitates a shift from traditional
healthcare service delivery mechanisms to more outreach services and social prescribing
interventions, facilitated through enhanced collaborations with community and voluntary
groups [61]. Social prescribing refers to community provisions that support the health and
wellbeing of people living with illness or requiring healthcare—for example, arts-based
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initiatives or physical group activities [70]. Such social prescribing models have been
found to increase self-esteem and empower refugees in seeking healthcare and navigating
healthcare systems [71].

The lack of empirical evidence exploring access to and provision of perinatal mental
healthcare services for refugee and asylum-seeking women in the WHO European Region
requires attention. There is a need for further research incorporating implementation
science to investigate how culturally responsive perinatal mental healthcare interventions
and community-based outreach programs can be developed and implemented across a
range of contexts. Incorporating participatory health research to engage refugees and
asylum seekers in the research process is important. Others have argued for the need to
combine participatory health research and implementation science as a means of accel-
erating improvements in the cultural responsiveness of healthcare services [69,72]. The
lack of empirical evidence about structural influences identified in this review re-affirms
the need for further research in this area, as determined by others [20,21]. Some evidence
indicates that the length of time spent in the host country is associated with increased levels
of health-seeking behaviour, suggesting the need for more longitudinal-type studies [73].
Enhancements in such evidence will inform the development and implementation of neces-
sary perinatal mental health interventions that encourage health-seeking behaviour and
are responsive to the perinatal mental health needs of refugee and asylum-seeking women.

Strengths and Limitations

The use of the updated scoping review method and the incorporation of the candidacy
conceptual framework to map the data add some conceptual depth to the analysis of
the included sources of evidence, representing key strengths of this review. However,
there are also some limitations to be noted. Firstly, only sources of evidence published in
English were included, which may have potentially resulted in missing important evidence
published in other languages. Secondly, as recommended by the Joanna Briggs Institute
and others, critical appraisal and risk-of-bias assessment of evidence was not carried out in
this scoping review, as the aim was to map the evidence rather than to provide judgment
on its quality [34,74]. Thirdly, as the narrative summary of the results is descriptive, caution
is advised when interpreting these results, especially considering the heterogeneity of the
included evidence. Finally, data on the country of origin, length of stay in the host country,
and residency type were not extracted due to reporting problems in the included papers,
and these would be worth close examination in future studies, given that these factors do
impact access to and utilisation of healthcare services for refugees and asylum seekers.

5. Conclusions

This scoping review illuminates the multilevel and interconnected complexities in-
fluencing access to and provision of healthcare services for refugee and asylum-seeking
women experiencing perinatal mental illness. At the meso level (organisational level), the
configuration of healthcare services and the lack of ‘cultural alignment’ of these services
were the key barriers identified. Providing ongoing education and training for health-
care professionals to understand and respect diverse cultural backgrounds, beliefs, and
practices related to pregnancy and mental health is a key recommendation. Ensuring
that language support services, such as interpreters and translated materials, are readily
available to non-native speakers is also a necessity in cultivating a better alignment of
perinatal mental healthcare services with the cultural and linguistic needs of women. At
the macro level (wider structural and political context), the Eurocentric approaches to
service delivery—which predominantly focused on medicalised approaches to treatment,
the lack of resources, and refugee- and asylum-seeker-responsive services—negatively
influenced the operating conditions and local production of candidacy. Consequently, there
is an urgent need to review the perinatal mental healthcare model, which overly focuses
on medicalised approaches to treatment. The implementation of policies that promote
inclusivity and non-discrimination in healthcare settings is also a key recommendation.
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Involving refugees and asylum seekers in the development of targeted interventions, aimed
at providing refugee- and asylum-seeker-responsive perinatal mental healthcare services
that are easily accessible, compassionate, inclusive, respectful, and culturally attuned,
is paramount.
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