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INTRODUCTION
According to UNHCR (2015), 17,494 refugees1 arrived in Malta by boat between the years 2002-2014, mainly hailing 

from Sub Saharan countries. Of these, 2,232 were women. The majority of arrivals were between the ages of 18-30 

years, that is, at the peak of their reproductive years. At the 1994 International Conference on Population and 

Development (ICPD)2, sexual and reproductive health rights (SRHR) were clarified and endorsed internationally and 

became recognised as a basic human right of all men and women, including children and adolescents, throughout 

life (United Nations, 1994). SRHR refers to:

the right of men and women to be informed and to have access to safe, effective, affordable 

and acceptable methods of family planning of their choice, as well as other methods of their 

choice for regulation of fertility which are not against the law, and the right of access to 

appropriate health-care services that will enable women to go safely through pregnancy and 

childbirth and provide couples with the best chance of having a healthy infant...Reproductive 

health care is defined as the constellation of methods, techniques and services that 

contribute to reproductive health and well-being by preventing and solving reproductive 

health problems. It also includes sexual health, the purpose of which is the enhancement of 

life and personal relations, and not merely counselling and care related to reproduction and 

sexually transmitted diseases (UN, 1994).   

RATIONALE

Kopin and Integra Foundation have both been engaged in refugee issues in Malta for a number of years. During the 

course of their work in the field both NGOs became increasingly aware of the problems experienced by refugee 

women and health care practitioners working in the area of pre and post natal care. In light of such challenges, Kopin, 

in collaboration with Integra Foundation, launched the Sexual and Reproductive Health (SRH) Project. The design 

was built on experience gained through the researchers’ direct involvement in the field as well as on a number of 

initiatives that had been implemented in Malta, including inter alia Kopin’s European Refugee Fund (ERF) financed 

project, Empowerment and Self-Reliance of Women Refugees in Malta  (2011-2013); the 2013 seminar, Exploring 

Cultural Competency of public staff working in the area of Midwifery and Obstetrics; and the Integra Foundation and 

UNHCR research project,  My Diversity: Age, Gender and Diversity Perspectives in the Maltese Refugee Context 

(2014-2015).

1 According to the 1951 Geneva Convention, ‘refugee’ specifically refers to a person who, ‘‘owing to a well-founded fear of being 
persecuted for reasons of race, religion, nationality, membership of a particular social group or political opinion, is outside the 
country of his nationality, and is unable to, or owing to such fear, is unwilling to avail himself of the protection of that country’’ (UN 
General Assembly, 1951). However, for the purposes of this project, the term ‘refugee’ refers to all of those who applied for asylum 
in Malta, regardless of the outcome.

2  At the ICPD, 179 countries adopted a 20-year Programme of Action (PoA) also known as the Cairo Consensus, which recognised 
reproductive health and rights, as well as women's empowerment and gender equality, as cornerstones of population and 
development programmes.
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OBJECTIVES

This project aimed to improve and develop the provision of SRH services for refugee women and their families 

residing in Malta. More specifically, the project sought to provide a holistic service that facilitates communication and 

strengthens relationships between refugee women and Mater Dei Hospital (MDH) staff in Malta.  Another objective 

was to explore and contribute to the learning needs of MDH staff with regard to the SRH needs of refugee women, 

as well as the SRH learning needs of refugee women.

 

This report comprises the following sections: 

t   Insight into the Bbackground of sexual and reproductive health and rights of refugees, forced 
 migration, cultural sensitivity, and FGM

t   Methodology used by that describing describes the research design with the its challenges faced 
 and its limitations

t   Main findings that have emerged throughout the research, and

t   Main conclusions and recommendations. 

BACKGROUND
SEXUAL & REPRODUCTIVE HEALTH RIGHTS OF REFUGEES: 
THE INTERNATIONAL CONTEXT VERSES THE EUROPEAN UNION

In many developed countries, refugee women in particular are more likely to face sexual and reproductive ill health; 

including pregnancy complications, unplanned pregnancies, STI/D3, complications arising from FGM/C4 and 

maternal mortality (Keygnaert et al., 2011: 20; Keygnaert, van Egmond, & Temmerman, 2009: 48). Oftentimes this is 

connected to women being denied certain services in their host country; however, in countries where refugee 

women are granted health insurance and full access to SRH services, inadequate SRH care still persists (Janssens, 

Bosmans, & Temmerman, 2005: 28).  

One major explanatory factor is the forced migration process itself (Janssens, Bosmans, & Temmerman, 2005: 23). 

Firstly, it results in the loss of one’s community, support, family, and steady sexual partner; secondly, it exposes 

women to violence, poverty, marginalization, rape, human trafficking, and transactional sex (Vella, 2008: 8, 19). All of 

these factors contribute to women’s increased vulnerability, putting their health at risk (Janssens, Bosmans, & 

Temmerman, 2005: 23). Thirdly, despite the challenges refugee women face with regard to their health, their SRH 

needs have been overlooked by many host countries (Keygnaert et al., 2011: 20). This setback is partly due to unclear 

policies and lack of research on the SRH and rights of refugees, leading to insufficient care (21).  

3  Sexually Transmitted Infections/Diseases are ‘spread primarily through person-to-person sexual contact…Several, in particular 
HIV and syphilis, can also be transmitted from mother to child during pregnancy and childbirth…’ (WHO, 2015).

4  Female Genital Cutting/Mutilation (FGM/C): FGM/C includes ‘…all procedures that involve partial or total removal of the external 
female genitalia, or other injury to the female genital organs for non-medical reasons’ (WHO, 2014).  There are four types of FGM/C; 
Type I (Clitoridectomy), Type II (Excision), Type III (Infibulation), and Type IV, which includes ‘…all other harmful procedures to the 
female genitalia for non-medical purposes, e.g. pricking, piercing, incising, scraping and cauterizing the genital area’.
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Five years after SRH was declared a human right at the ICPD, the Committee on the Elimination of Discrimination 

Against Women (CEDAW) expanded the SRHR definition to include refugee women (CEDAW, 1999: 2). Accordingly, 

the Committee recommended that all host countries develop policies and legislation to promote the SRH of refugee 

women (5). Despite these recommendations, as well as the EU’s own establishment of an international development 

policy on SRHR, the EU Parliament has failed to enact any official legislation with regard to each member state’s duty 

to protect the SRHR of refugees (Lanker, in Keygnaert, van Egmond, & Temmerman, 2009: 51). This is a critical task, 

as legislation of SRHR for refugees has been inconsistent amongst member states.   

 

EU Member States also have an obligation to promote the SRH of refugee women not only because it is a human 

rights concern, but also because SRH has an impact on the integration of refugee women into the host society, and 

vice versa (Janssens, Bosmans, & Temmerman, 2005: 28, 29). This was recognised at the 2004 Health and Migration 

Seminar in Geneva (2005: 29) and by UNHCR (2015), which aims to create programmes that positively impact 

women’s SRH, providing opportunities that allow women to transcend ‘economic or cultural barriers to their 

education’. Furthermore, by offering employment assistance to women, they are less likely to participate in 

transactional sex. Certainly, structural barriers impact the lives of refugee women, while education and employment 

can provide the skills and means to improve their life chances. It is thus imperative that structural barriers are 

recognized and removed.  

Sexual & Reproductive Health Rights of Refugees: The Maltese Context

In 2010, Malta’s first national sexual health policy was published using the World Health Organization (WHO) 

guidelines to define sexual health (SH)5 (MfHECC, 2010: 5). The policy recognises SRH as all-inclusive and 

non-discriminatory, as well as a human rights, social justice, and public health concern (21, 8). It also embraces the 

ever-evolving social, cultural, and political factors of SRH, recommending constant reassessment and appropriate 

training for any institution involved in sexual health (29). The policy also highlights Malta’s increasing cultural 

diversity and commits to addressing the needs of migrants in the future, by training medical staff in cultural 

competency6. 

Despite the Ministry’s commitment to SRHR, the SRH needs and rights continue to remain unmet for many refugee 

women living in Malta, especially those of Somali and Eritrean origin (Gilson, n.d.: 1). Although Malta has had success 

with the provision of some post-natal services (including home visits and a walk-in breastfeeding clinic), refugee 

women still face numerous barriers to SRH care (3, 6). Major areas of concern include difficulties accessing pre-natal 

care and insufficient interpreter services (9). Moreover, although FGM/C was addressed in Malta’s national SH policy 

(MfHECC, 2010: 29) and subsequently criminalised in 2014, formal protocol on the provision of care for affected 

patients remains unclear (Bonnici, 2015: 18, 133). 

FORCED MIGRATION AND 
SEXUAL AND REPRODUCTIVE HEALTH

Refugee women are especially vulnerable to sexual and reproductive ill health as they are more likely to have 

experienced numerous losses, community breakdown, unpredictability, severe physical, psychological, and 

emotional stress, trauma, and financial insecurity (Janssens, Bosmans, & Temmerman, 2005: 28; Squire & James,

5  See above WHO definition for Sexual Health (SH)

6  Abortion is illegal in Malta and punishable by law under Section 241-243A of the same Code.
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2008: 108). All too many refugee women have ‘lost their possessions, their jobs, their social status…personal 

dignity…their family, land and environment… [they have also been] cut off from support of traditional values, 

extended families, friends and familiar ways of life’ (Janssens, Bosmans, & Temmerman, 2005: 28). 

All of these factors can lead to increased vulnerability of refugee women, making them more reliant on external 

support services.

Keygnaert et al. (2011) suggest that SR ill health of refugee women occurs for a number of reasons. Seligman and 

Gielis (in Squire, 2008: 104) propose that trauma may decrease the motivation to seek care. Other evidence indicates 

that wariness towards medical providers may be rooted in refugee women’s experiences of persecution in their 

countries of origin. The Canadian Women’s Health Network (CWHN) (2000: 13) claims that women who have 

experienced political persecution tend to avoid doctors, arguing that they may associate the position of power held 

by doctors with the persecutors in their home countries. Beecher Bryant (2011: 10) provides parallel evidence, 

reporting that many of the refugee women with whom midwife interviewees worked ‘wouldn’t trust anybody in 

authority. They thought the [National Health Service] staff were working for the immigration agency’ (10).  Squire 

and James (2008: 105) also point out that during political upheaval many women experience betrayal even by their 

own friends and neighbours, which explains their reluctance or difficulty to trust in unfamiliar health care staff in a 

foreign country.  

Furthermore, refugee women may face structural barriers to care in their host country (Janssens, Bosmans, & 

Temmerman, 2005: 28). According to Caritas Europa (in Janssens, Bosmans, & Temmerman, 2005: 28), ‘unhealthy 

accommodation, prolonged inactivity, as well as…adaptation difficulties’ may lead to SR ill health. Recently displaced 

women in particular may be focused on their more pressing needs, such as finding accommodation, whilst asylum 

seekers may be preoccupied with legal concerns such as obtaining refugee status (Pisani, 2013: 82). There is also 

evidence that poverty prevents women from accessing care. Research has also demonstrated that in Malta, financial 

difficulties, unemployment, family reunification, and other survival needs have much more urgency in comparison to 

SRH (Pisani, 2013: 82). Squire and James (2009: 109) add that women may seem ‘distracted’ by their more pressing 

needs, and that health practitioners sometimes mistake women’s detachment for apathy; even though withdrawal in 

this case is more likely to be a coping mechanism. 

Squire and James therefore advise health care professionals to be patient and adaptable when treating refugee 

women, and to provide extra support if necessary. However, according to Squire and James (2008: 110), tangible 

support should not be the only focus; health providers need to show compassion and gain insight into the 

perspective of refugee women: 

The ability to discuss refugee topics with these women will be a step towards reducing the 

stigma attached to their position. It is also vital for the carer to understand the importance of 

survival issues to the refugee. It is pointless to assume that they feel safe now and therefore 

there is no longer a problem... Instead of fighting this, and trying to impose the healthcare 

professional’s own set of values on these women, it would be more productive to help them 

work through[these issues] (110). 

In the above passage it is implied that improved provision of care may be rooted in mindful, sensitive communication. 

The next section will delve into communication challenges faced by health practitioners and refugee women, as well 

as provide insight into how improved communication might remove some of the barriers to care. 
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COMMUNICATION, SENSITIVITY 
AND AWARENESS  

Research suggests that in order to better understand women’s needs and implement better provision of services, 

health practitioners must firstly recognise the heterogeneity of refugee women (Pisani, 2013a: 183). It is 

recommended that health providers improve cultural competency7 amongst staff, provide well-trained professional 

interpreters, and build stronger relationships with women (Beecher Bryant, 2011: 9). 

Heterogeneity of Women

In order to ensure effective, informed, and sensitive communication, it is important to emphasize that each woman 

is unique, with her own story and her own particular needs (Pisani, 2013a: 183). Pisani (ob.cit) maintains that ‘SSA8 

female asylum seekers… represent diversity and hierarchal divisions based on different languages, nationalities, 

ethnic groups, and class divides, amongst others. Furthermore, Keygnaert et al. (2011: 20, 21) advise that medical 

communities become cognizant of the diversity of women’s needs; that they vary according to their culture, 

socioeconomic backgrounds, their reasons for leaving their home country, as well as their level of integration within 

the host country, among others. 

Cultural Competence

Taking the heterogeneity of refugee women into careful consideration, it is imperative that health practitioners gain 

deeper insight into the diverse cultural9 backgrounds of their patients, in order to bridge the gap in communication 

(Betancourt, Green, & Carrillo, 2014). One study that explored Somali Bantu women’s SRH care experiences in the 

U.S. determined that health care providers were lacking in ‘cultural fluency’; thus failing to understand their patients’ 

needs (Gurnah et al., 2011: 341, 344). However, according to Betancourt et al. (2003: 118), it is not enough to simply 

gain awareness of the various cultural backgrounds of patients; health practitioners must also evaluate the 

interactions between the various elements of culture, ‘structural processes of care… [and] clinical decision-making’. 

Critically and reflexively assessing these interactions will help health practitioners to make informed decisions on the 

provision of care for refugee women.

7  ‘’Cultural competence’ in health care entails: understanding the importance of social and cultural influences on patients’ health 
beliefs and behaviours; considering how these factors interact at multiple levels of the health care delivery system (e.g., at the level 
of structural processes of care or clinical decision-making); and, finally, devising interventions that take these issues into account 
to assure quality health care delivery to diverse patient populations’ (Betancourt et al., 2003: 297).

8   Sub-Saharan African

9  Culture refers to ‘a system of beliefs, values, rules, and customs that is shared by a group and is used to interpret experiences and 
direct patterns of behavior. Culture plays a large role in shaping each individual's health-related values, beliefs, and behaviors, and 
clearly impacts clinical care’ (Betancourt, Green, and Carrillo, 2014).
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Cultural competence training aims to reduce attitudes based on stereotypes and eliminate discriminatory practices 

(Sookhoo, 2008: 89, 94). This is crucial, as Bharj (2007) found that healthcare professionals’ discriminatory beliefs 

not only taint the woman’s overall childbirth experience, but also lead to insufficient care (in Bharj & Cooper 2009: 

29). It is important that healthcare workers avoid imposing their values upon the refugee women they care for 

(Squire & James, 2008: 110). Furthermore, healthcare professionals are required to take a step beyond cultural 

competency by embracing ‘humanely sensitive’ values, such as ‘compassion, professionalism, and diplomacy’ 

(Mallack, 2000: 22). Acting upon these values transcends cultural competency, ensuring the highest level of 

support for all.

WHERE OUR PATHS CROSS: EXPLORING THE SEXUAL AND REPRODUCTIVE HEALTH 
LEARNING NEEDS OF REFUGEE WOMEN AND HEALTH PRACTITIONERS IN MALTA



08

FEMALE GENTILE MUTILATION/CUTTING
AND LABOUR COMPLICATIONS  

Many refugee women in Malta come from FGM/C practising communities, raising concerns about their SRH (Bonnici, 

2015: 16). Not only can FGM/C diminish women’s sexual pleasure, certain forms have been shown to lead to infertility, 

prevent certain diagnoses from being made during prenatal screening procedures, as well as interfere with childbirth 

itself (UNFPA, 2014: 4; CWHN, 2000: 7). Although Essén et al. (2005) dispute the claim that FGM/C delays delivery, 

other literature indicates that prolonged labour is a common outcome (CWHN, 2000: 7). According to CWHN, 

prolonged labour and other FGM/C related complications increase the likelihood of post-labour problems; including 

infection, maternal morbidity and mortality, physical and psychological trauma, as well as constant discomfort and 

pain throughout their lives. It is a vicious circle for the majority of women that suffer from the post-labour effects of 

FGM/C because they are impeded from working or studying to improve their livelihood; especially when they are 

living in a host country where the health methods to deal with these consequences of FGM/C are not always 

understood or known.

Some countries such as the UK have established standardized administration of maternity care for women affected 

by FGM/C, requiring doctors to deinfibulate10 pregnant women before the third trimester (Bonnici, 2015: 145). Still, 

other western medical services have faced challenges with regard to provision of care for FGM/C patients, such as 

lack of training (CWHN, 2000: 21). 

As a result of labour complications that may or may not arise from FGM/C, it is common for western obstetricians to 

intervene by performing Caesarean sections (Brown, Carroll, & Fogarty, 2010: 224). For many refugee women, this is 

unacceptable. Interviewees from Brown, Carroll, and Fogarty’s study believed that American healthcare professionals 

only resort to Caesarean section because they lack the skills that midwives have acquired in their home countries. One 

Somali interviewee added that midwives in Somalia are more adept at deinfibulating women who have been stitched.  

In 2014, Malta passed a law that aims to criminalise and regulate FGM/C (Bonnici, 2015: 16, 17).  However, awareness 

of women living with FGM/C in Malta is still a very recent phenomenon (126). According to the Jesuit Refugee Service 

of Malta (JRS Malta), some medical professionals are learning about the practice itself for the first time. Although 

informal training and seminars on the topic are being provided, within the standardised curriculum, training that 

addresses the provision of medical care for women living with the effects of FGM/C has yet to be put forth (126, 117, 

133).  

CWHN (2000: 21) suggests that medical personnel become more knowledgeable of FGM/C and of ways to treat 

pregnant women living with it, also recommending that they receive training on techniques such as deinfibulation in 

order to ease childbirth, as is the case in the UK. However, it is crucial that medical professionals avoid imposing their 

own values and beliefs about FGM/C upon refugee women (Pisani, 2013b: 86). Most importantly, medical providers 

should encourage women to participate in the management of their own health, and provide them with opportunities 

to have ‘a say’ in the kind of care they receive (91).

10  Deinfibulation refers to both surgical and non-surgical procedures that include ‘cutting open a woman who has been infibulated 
to allow intercourse or to facilitate childbirth’ (UNFPA, 2015). Deinfibulation is performed in FGM/C practising communities, and 
has also been medicalised in non-practising communities (Bonnici, 2015: 61). In the west, deinfibulation, also known as anterior 
episiotomy, is performed at various stages of antenatal treatment or labour to ease delivery (CWHN, 2000: 8).

EXPLORING THE SEXUAL AND REPRODUCTIVE HEALTH LEARNING NEEDS AND BRIDGING 
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09

METHODOLOGY 

This project aims to:

t  Provide a holistic service that facilitates communication and strengthens
 relationships between refugee women and Mater Dei Hospital (MDH) staff in Malta

t  Contribute to the learning needs of MDH staff with regard to the sexual and
 reproductive needs of refugee women

t   Contribute to the sexual and reproductive health learning needs of refugee women.

In order to meet the aims of this project, the project coordinators adopted a participatory approach that emphasized 

collaboration and ongoing analysis. As such, the approach was geared towards planning and conducting the research 

process with refugee women and healthcare practitioners. This type of research benefits all participants involved in the 

research process through the knowledge gained and action taken while it increases trust and bridges cultural gaps 

between partners (Integra & UNHCR, 2015: 16). A participatory approach hopes to give persons from marginalised groups 

a voice; hence it requires a great willingness on the part of participants to disclose their personal views, opinions, and 

experiences. Consequently, it also hopes to enable the participants, who are also co-researchers, to engage in a reflexive 

process. Similarly the methodology calls on Integra and Kopin to engage in a reflexive and critical dialogical process that 

is aware of power relations and their possible impact on the research process (op.cit). The research design (see below) 

was innovative in that data collection was an ongoing process, grounded in the needs of the research participants. 

This approach is useful when it comes to dealing with issues of a sensitive nature, often involving contradicting views and 

what may be perceived as taboo topics. The type of data collected in this way is fundamental for the process of 

knowledge production. Since participatory research requires openness, which can only be elicited when there is trust, it 

is essential to establish rapport between interviewer and interviewee and to create a safe space where participants feel 

confident to express themselves openly with no fear of judgement. 

This approach not only privileges the knowledge base of refugee women and their families, but also provides for their 

learning needs in a meaningful way that promotes dignity and well being. In this way, female refugees and their families 

were engaged throughout the learning process as active agents – knowledge producers rather than knowledge consumers. 

At the same time, the project aimed to provide for the learning needs of the health practitioners as well as to facilitate a 

dialogical and democratic relationship with them, more specifically with practitioners working in the area of Midwifery and 

Obstetrics, for a more sensitive, engaged, competent, and holistic practice. The research design is outlined below. 

The research process also produced a number of concrete outcomes:

The themes that emerged throughout the process laid the ground work for the content 

and publication of a multilingual video ‘New Home, New Baby’ that seeks to address 

the pre and post natal care needs indicated through the research process, including 

service provision at MDH and SRH care in general. The video was developed and filmed 

in collaboration with the Midwives Association and the Migrant Women Association. It 

is hoped that in the future this video will be used with small groups of refugee women, 

cultural mediators, and midwives in order to address the learning needs in a holistic 

and sensitive way. The video will also be uploaded online free of charge so that refugee 

women can access educational material in their own space and time.  
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The provision of a list of phrases indicated by both refugee women and healthcare 

practitioners translated into four languages, namely; Somali, Tigrinya, French, and 

Arabic. The phrases (including general topics and more technical terms) are listed 

chronologically according to how certain issues are expected to emerge through 

the patient/practitioner relationship.

A cultural competency workshop is planned to take place in 2016. The workshop 

will address key concerns that emerged in the workshops with the midwives, 

including issues related to trust, communication, and transnational health care 

practices. 

The present research project and its findings will be shared with Midwifery students 

at the University of Malta. The workshop will be co-facilitated with midwives who 

have also conducted research in the field. Organized by the Midwives Association, 

and planned for early 2016, the workshop aims to ensure continuity and the sharing 

of knowledge.

As a result of this research process and the activities implemented therein, the 

MMA are planning to commence visits to the open centres in 2016.

RESEARCH DESIGN 

The methodology used throughout this project is outlined in this section. Figure 1 presents the research process. The 

initial data collection was conducted via a parallel process. The process included ongoing analysis, bringing the key 

themes that emerged from both data collection streams together.    

Health Practitioners: The Midwives and other healthcare professionals played a vital role throughout this 

research process and the implementation of the overall project. Once Kopin and Integra built rapport with different 

members of staff throughout MDH, collaborative and participatory relationships were established. The Malta 

Midwives Association (MMA) were not only involved in the planning of workshops but helped in the recruitment of 

participants and dissemination of information to midwives working in the community as well as MDH. It was also 

through this connection that we were able to adequately explore the learning needs of midwives and other 

healthcare professionals working in the area. The language tool was developed together with the midwives to 

include different words and phrases that both expectant mothers and healthcare practitioners can use to make the 

pre and post natal visits more accessible. In addition, the MMA also played a main role in the development of the 

multilingual video ‘New Home, New Baby’ addressing areas of pre and post natal care including information on 

service provision and SRH care.

The research process involved several informal meetings with MDH practitioners and a number of workshops, 

namely:

A familiarization process with different departments and wards throughout MDH; 

namely, with midwives and practitioners from Obstetrics 2, Gynae Out-Patients 

(GOP), Bereavement Midwifery Clinic, and Genitourinary Clinic (GU). Although we 

did not formally visit all departments at MDH related to pre and post natal care, we
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engaged with several midwives working in different sections throughout MDH such 

as Central Delivery suite and breast feeding clinic. Throughout this process there 

was also a constant consultation process with the Director of Midwifery and 

Nursing as well as the Chief Midwifery Officer. 

Two workshops with different groups of practitioners, Introductory Workshop: 

Discovering and learning the lived realities of a refugee and gendered forced 

migration (US Embassy in Ta’ Qali and MDH) in collaboration with the Migrant 

Health Liaison Office and Parentcraft Unit. 

One workshop, Accessing protection: Forced Migration and Sexual Health (MDH) in 

collaboration with UNHCR and the Parentcraft Unit.

Two workshops with different groups of practitioners: Viewing of ‘Suspended 

Lives’, a Jesuit Refugee Service (JRS) documentary, followed by a discussion 

(Midwives Association). 

The research team was approached by the coordinator of the community Nursing 

Programme to share their experience and lecture the students. This took place at 

MDH medical school. 

One discussion group at a nearby cafeteria following the Midwives’ visit to Balzan 

Open Centre.

These two interviews adopted a collaborative process whereby future actions were also discussed. 

Refugee Women: The process commenced with participant observation and unstructured interviews with the 

refugee women; namely from Syria, Somalia, Libya, Eritrea, Ethiopia, and Ivory Coast. Five focus groups were held to 

cover the themes that emerged throughout the process including pre and post natal care, sexual health, 

contraception, and expectations. Focus groups were facilitated with the help of cultural mediators and took place at 

different locations including the interviewees’ private residences. 

One with a Syrian and a Somali woman

One with three Libyan women

Three with four Somali women  

These were followed up with two in-depth unstructured interviews:

One with a Somali couple with young children 

One with a single mother from Ivory Coast. 

Actions taken to bring midwives and refugee women participants together:   

A familiarization visit at the Good Shepherd home (Malta Emigrants’ Commission, 

Balzan) whereby a group of midwives informally interacted with a group of refugee 

women present. This visit was also followed up by a focus group to reflect on the visit. 
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One referral was made for  a one-to-one Parentcraft session (MDH) in which the 

Integra and Kopin team were present. This session included testing the language 

tool developed with the midwives. 

One referral to a midwife for a one-to-one session (MDH) in which Integra and Kopin 

were not present; that was not successful because the refugee woman who did not 

speak English did not find her way around MDH to meet the midwife, and left. 
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ACTION 1:   Referral to parentcraft : 
SUCCESSFUL

ACTION 2:   Referral of refugee 
woman tour of antenatal care : 

FAILED

ACTION:   Two (2) Workshops: 
Introductory workshop; 

discovering and learning the lived 
realities of a refugee and gendered 

forced migration.

Unstructured interviews with 
healthcare practioners from 

different departments at Mater Dei 
Hospital. Identified learning needs 

and themes for workshops.

ACTION:   Two (2) Workshop: 
Viewing of ‘Suspended Lives’ 
followed by discussion with 

Midwives Association.

INTERVIEW:   Consultant.
Info on research; invitation to 
participate, discuss concerns, 

learning needs and future actions.

ACTION:   One (1) Workshop: 
Protection; Forced Migration and 
Sexual Health with midwives and 

healthcare practitioners

INTERVIEW:   Midwife. 
Evaluation of Workshops, 

concerns and future.

Two (2) in-depth 
interviews with refugee 

women.

Five (5) focus groups with 
different refugee women. 

Themes that emerged 
throughout the process; 

ante/postnatal care, sexual 
health, contraception, 

expectations.

Ongoing participant 
observation with refugee 
women and unstructured 
interviews, with ongoing 

analysis throughout.

Development of 
Video content 

and publication

1

Development of 
Language tool

2

Cultural 
Competency 

Workshop

3

MMA workshop 
with Midwifery

Students

4

MMA visits to 
Open Centre

5

Publication of 
report and 

shared with key 
stakeholders

6
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CHALLENGES 

Accessing MDH was difficult in terms of having to first grasp the system: it was found 

to be very bureaucratic and quite complex in nature. Contact with the Director of 

Nursing and Midwifery Services was made, while the Deputy Chairman of the 

Department of Obstetrics and Gynaecology requested a meeting following a referral 

from a nurse who had attended one of the project’s workshops. These connections 

led to contacting, via email and in person, heads of different wards and departments 

to organise meetings and visits. At times it took long to receive replies and plan visits, 

while at other times many midwives reached out immediately. 

For the recruitment for workshops and project activities, persistence and very 

frequent visits were necessary and worked as an effective outreach exercise for 

linking with more members of the staff, as well as for recruiting new practitioners to 

our workshops, some of whom might not have attended otherwise. If it had not been 

for these frequent visits and relation with MMA, the number of participants at 

workshops would have remained low. 

Accessing the AWAS11 Open centre, where women and their families reside was 

denied. The reason for this was not forthcoming. 

LIMITATIONS

Working with refugee women who did not speak English proved problematic 

becauseit was not always possible to engage cultural mediators throughout the 

fieldwork due to the availability or scarcity of female cultural mediators. Recruitment 

of cultural mediators had to be restricted to workshops and focus groups and on 

occasion when it was deemed necessary.

Lack of professionally trained and committed cultural mediators.

 

Limited time and resources.

The multilingual DVD ‘New Home, New Baby’ was not piloted during the research 

process since it was not finalised. It will be piloted in 2016. 
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ETHICAL 
CONSIDERATIONS

During the time spent with refugee women and their families, trust was gradually 

built. The researchers were able to bring in their expertise of the field, including using 

their own social capital to ensure reciprocity throughout the process. Direct referrals 

were made and followed through.

The imbalance of power relations between the researchers and the participants 

cannot be ignored; they influence decisions relating to several components of the 

research process including informed consent, confidentiality, and the research 

methodology among others (UNHCR & Integra, 2015). Throughout the research 

process confidentiality was emphasized. Written consent was provided by the health 

practitioners and the interviews were audio recorded and later transcribed. Whereas 

in the case of refugee women, verbal consent and hand written notes were sufficient 

to maintain informality and respect the sensitive nature of the interviews.

14
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F INDINGS

This section highlights the key themes that emerged throughout the project’s fieldwork. The report begins by 

discussing expectations of both refugee women and of health care professionals, mainly regarding communication 

difficulties. The next section addresses the challenges of navigating and understanding the healthcare system. The final 

section presents some of the implications of working with cultural mediators and concludes with a section on cultural 

sensitivity and competence. 

EXPECTATIONS 

Expectations and Beliefs

The findings demonstrate that women did experience a great deal of uncertainty and confusion while trying to 

navigate an unfamiliar healthcare system with some leaving and feeling disappointed with their first visits, thus 

affecting the quality of the healthcare provided to them. It was also interesting to note that, for the majority of refugee 

women, sexual and reproductive health was perceived as limited to pregnancy. As such, they only made contact with 

gynaecologists during pregnancy. None of the refugee women participating in this project had contacted health 

services in relation to family planning. 

Communication 

The language barrier emerged as an obstacle to healthcare service provision for refugee women and their families. In 

a focus group with Somali women, they expressed frustration with not being able to communicate with their 

practitioners. One Somali participant stated:

‘I am not getting all the information I need because I don't understand when there is no 

interpreter. For many Somalis, the reasons [for not attending their antenatal visits] are not 

cultural, but because there is disappointment from their experience in hospital; they feel they 

were ignored and neglected due to waiting for several hours, and then visited by doctors who 

they feel do not care about them, and they do not give the information they need because 

they cannot communicate in their language’.  

During a session with a six-month pregnant Ethiopian woman, she pointed at her antenatal card12 and her appointment 

card to explain that she had missed one specific appointment and was clearly upset about it. She explained, with the 

help of a cultural mediator, that she was referred to this clinic during a Gynae Outpatients visit. After attempting to find 

the clinic, and not being able to communicate in English to ask for directions, she gave up and left.

During one of the workshops at MDH, a Libyan woman, who was accompanied by a Libyan cultural mediator, stated 

that she had initially been referred to the Diabetic Clinic since she was diabetic yet, did not know that she had to also 

go to Antenatal appointments at the Gynaecology Outpatients clinic. The practitioners, who dealt with this woman 

and were present at the workshop, stated that the information was also written down, and they had assumed it was 

understood. This misunderstanding resulted in a very complicated delivery with severe repercussions. The woman 

WHERE OUR PATHS CROSS: EXPLORING THE SEXUAL AND REPRODUCTIVE HEALTH 
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revealed that she found it strange that the medical staff only checked her blood, while seemingly ignoring her 

pregnancy, yet she did not question them. The cultural mediator then added that, ‘Many Libyan women are 

conservative and do not ask questions’. This participant might not have tried to question what was happening for the 

above reason. Moreover, as the cultural mediator implied, this woman could have had an interpreter with her, but might 

still not have voiced her concerns. 

A participant from Ivory Coast missed her first appointment since she did not know which bus to take to get to MDH 

from Ħal Far, and could not find her way around MDH. Eventually, AWAS provided her with an interpreter, who 

accompanied her on some visits and instructed her on what bus to take to attend further visits including how to switch 

buses as well as how long the commute took to MDH. At a later stage, she recounted her postnatal experience 

following a Caesarean section. She did not understand what was going to happen with the stitches because they did 

not communicate in a language that she understands. MDH never provided an interpreter orcultural mediator, even 

though this woman speaks French, a European language.  

On the other hand, the consultant gynaecologist expressed his concern and frustration in the following passage:

‘You never know whether this patient will come back for a visit, whether this blood test will be 

taken, you never know whether you give advice for medicine if it is taken, whether you have 

given a date for Caesarean Section or induction of labour whether they will come...Whether 

you tell them you should feel the baby everyday if they will adhere to this and come if the baby 

hasn’t moved for one full week. The uncertainty if whether your communication is going 

through or not… All this makes me feel very uncomfortable’. 

This consultant goes on to say that often there is ‘partial understanding’, when it would have been assumed that the 

patient has understood, because they might speak a little English. This can get highly confusing for both and is 

highlighted in the following passage:

‘I would have expected that the receiver, the patient, would have understood most of what I 

said. What really worries me is that at times the actual information given was completely 

reversed... If you tell someone ‘‘you need to take this medication’’, ‘’you need to come for these 

visits’’, ‘‘you need to have this intervention’’... It never crossed my mind that someone would 

understand the actual contrary. There is also a great danger of partial understanding; like I 

inform the patient to use three medications and they use only one. So that puts us in a very 

difficult situation where you don’t know where you stand. There is the doctor-patient contract. 

If we are to attain the whole trail of excellent medical care, without any doubt requires some 

contribution from the patient’. 

The above excerpts reflect the discourse of several practitioners who participated in the project activities, specifically, 

that refugee women are not committing to the antenatal visits in hospital and to the care that was being advised to 

them. Yet, it is worth noting that discourses such as the one above blame the patient for miscommunication, rather 

than acknowledging it as an obstacle that both individuals are struggling with. Too often refugee women are depicted 

as not contributing to their own healthcare, or are bringing on their own health complications. Yet, it appears that there 

is very little awareness of how intimidating it can be for these women in a context where communication is not 

facilitated due to the language barrier and a very complex system.
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It stands to reason that the challenges experienced by health practitioners and refugee women will have negative 

effects on the delivery of services and relationships between service provider and service user. Providing information 

in a way that is understood with time and space to clarify and bring up one’s concerns is crucial. A practitioner’s role 

includes educating their patients and ‘demands a critical awareness that does not assume universally shared concepts, 

and is attentive to and respectful of the knowledge and epistemological claims of historically disenfranchised groups’ 

(Pisani, 2013a:184). Yet, health care professionals are seemingly unaware of their educational role. The transmission of 

knowledge should not be an end in itself but rather a dialogical process geared towards developing mutual trust and 

understanding. It requires a process of mutually inclusive learning, wherein the practitioner teaches, but also learns and 

vice versa. 

Female Genital Mutilation/Cutting (FGM/C) 

During the fieldwork, when asked about concerns related to FGM, the refugee women discussed their fear of having to 

undergo Caesarean sections. It is common practice for western obstetricians to perform Caesarean sections when 

complications arise but at times also to avoid complications (Brown, Carroll, & Fogarty’s, 2010: 224). The Somali 

participants explained that, from their own experience, C-sections could be avoided with no complications. One 

woman said, 

‘They are not cutting properly. In Somalia, during labour, they cut a little before for good and 

faster delivery. In Malta they don’t do that, so labour is longer and more painful because the 

opening is tiny and they end up tearing the skin’. 

Many of the women expressed a common fear that practitioners resort to an emergency Caesarean section which is 

stressful for the woman since, as they believe, there would not have been any need for it had the obstetricians known 

how to deal with it. For this reason, they explained, many Somali women go to Norway or Sweden to deliver since they 

say that Caesarean sections are rarely performed in these countries. For post delivery one Somali participant said: 

‘Some [women] don’t like to be stitched and some want to be stitched but with bigger 

opening; they do not ask us how we want to be after. They should ask how we want in first visit 

and write in file’. 

This last point was also brought up in a local study by a Somali interviewee who was critical of the Maltese healthcare 

system in that women who had undergone FGM/C were not asked whether they would want to be re-infibulated after 

delivery or not (Bonnici, 2015: 93). 

Conversely, the consultant asserts that women should be able to be clinically examined during the first visit for them 

to be better prepared to avoid operating. He added that there have been occasions when women did not give consent 

for the procedure to take place and the consultants had to call the Magistrate to go ahead with a Caesarean section. 

‘Hopefully she doesn’t come to the labour ward first time about to pop. The majority can 

deliver vaginally. Then for those with 4th degree, where everything is closed up, you are at risk 

that the baby might split the bladder, you may have to opt for Caesarean section. Even for that 

you have to be prepared because you don’t want that on the day, while she is in labour, she 

refuses the caesarean section. If she is warned and advised before she will be prepared’ 

(Consultant Obstetrician). 
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Yet the above is in contrast to what the women are saying as explained earlier in this section. The findings suggest that 

it is crucial that all this should be discussed at an earlier stage and that their requests should be written in their file. 

THE MATER DEI
HOSPITAL SYSTEM

Difficulty navigating the complex system 

A concern that was raised by many refugee women that needs to be included here was related to the fact that MDH is 

a teaching hospital. The University of Malta’s Faculty of Medicine and Surgery and the Institute of Health is housed at 

MDH where medical teaching includes the practical aspect; a new concept for the participating refugees who were 

under the widespread misconception that inexperienced students are left by the consultants to ‘practise’ on refugees. 

A woman gave an example of one of her last antenatal visits when she was suffering from many complications towards 

the end of her pregnancy:

‘I was in a lot of pain, nine months and very, very big and going to hospital every week. Once 

a big group of students were in the room, and one at a time came to touch my belly. I was very 

uncomfortable; they did not tell me to stay in a good position so I had to lie down and I was 

in so much pain like that. They did not help me, but just touched me. Then the nurse came and 

she did my ultrasound and they stayed there looking’. 

This practice was misunderstood and further complicated by the fact that refugee women may be more accustomed 

to receiving health advice from elders or other dependable members of their community, whom they have been 

separated from involuntarily, rather than medical professionals. (see also CWHN, 2000: 12; Janssens, Bosmans & 

Temmerman, 2005: 28).

Hereunder are a few examples brought up by several practitioners highlighting the women’s difficulties in grasping 

how the system works: refugee women expecting several ultrasounds to see ‘computer baby’ when two or three is the 

norm; not bringing their urine sample to each visit; not keeping their urine cup that is provided to them on their first 

appointment (it was specified that only refugees are given a urine cup); losing their blue card; and not preparing their 

list of items for delivery, among others. These are all examples of how not understanding the way the healthcare 

system works leads to misunderstandings, which frustrates both the patients and practitioners and can also lead to 

burn out of practitioners while their patients might not attend their visits. As a practitioner said, some just ‘give up’. This 

can also potentially have irreversible consequences for the patient as well as for the practitioner/s involved.

Hereunder are a few examples brought up by several practitioners highlighting the women’s difficulties in grasping 

how the system works: refugee women expecting several ultrasounds to see ‘computer baby’ when two or three is the 

norm; not bringing their urine sample to each visit; not keeping their urine cup that is provided to them on their first 

appointment (it was specified that only refugees are given a urine cup); losing their blue card; and not preparing their 

list of items for delivery, among others. These are all examples of how not understanding the way the healthcare 

system works leads to misunderstandings, which frustrates both the patients and practitioners and can also lead to 

burn out of practitioners while their patients might not attend their visits. As a practitioner said, some just ‘give up’. This 

can also potentially have irreversible consequences for the patient as well as for the practitioner/s involved.
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No time for rapport with health practitioners 

It has been found that communication that enhances practitioner-patient relationships positively impacts refugee 

women’s self-esteem and their interpretation of the information they receive, leading to better health outcomes 

(Briscoe & Lavender, 2009: 17). Accustomed to having rapport with their doctors, some Somali women said that they 

had different expectations from the Maltese healthcare system and feel disillusioned with the short visits. One Somali 

participant said:

‘The doctors here do not even talk to me...He just touches my stomach, checks it, and then 

gives me a piece of paper... and then I have to leave... Yes I know women need to know about 

the importance of prenatal care. I know many think one visit is ok and no need to go to all 

appointments, but it is not because of how they know it in Somalia, but because they are not 

happy with the visits. The doctors do not care because all is fast, fast and they do not 

understand us’.  

The participant affirmed that she is well aware of the frustration experienced by practitioners who want to give their best 

service, but, she felt, the practitioners need to understand and be patient because all this can be very overwhelming. She 

added that many women feel anxious and frustrated since they can and want to communicate but they cannot. One 

participant described being embarrassed to discuss intimate issues, such as a vaginal infection. Another participant who 

can communicate a little in English said that at times she does not speak up because ‘Sometimes I don't feel comfortable 

so I don't ask what I want to know because I feel uncomfortable and that is no good’.

Effective communication builds trust. Women who are listened to feel worthy of their doctor’s time, and in a context 

where most have very little control over their lives, they can be empowered to feel more control over what they are 

experiencing during the pregnancy. It is crucial that refugee women understand what is being said to them and are given 

the space to ask questions and discuss their situation with their consultant and practitioners. There needs to be 

recognition that education is taking place here and knowledge is related to empowerment; positively engaging these 

women in this learning process will lead towards their active participation in their own healthcare. 

Building rapport and trust is a lengthy process. The system does not allow the time for rapport to be established, 

since as the Consultant explained, the Gynae Outpatients has three consultants who are working with limited 

resources and a heavy workload: ‘who each have to see around hundred patients each day so there isn’t much time 

to listen to fears and concerns’.  

The Consultant explained that as there are many more midwives he is trying to get a system into place where they 

can work on outreach prenatal visits. The midwives too, during one of the workshops brought up this suggestion 

explaining that they were fully qualified to follow a woman from the first day of pregnancy to the end, assuming the 

pregnancy is a healthy one; a practice that is commonly followed in other countries. They also went on to say that 

they would be willing to facilitate prenatal visits where the refugee women reside, just as they do for their post natal 

care. This would not only reduce cost but build rapport and trust while providing outreach to women who would, 

most likely, have missed their appointments due to misunderstanding the system or not having the means to get to 

MDH. Such an approach would reduce the complications later on in pregnancy. 
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Cultural Mediators 

Attempts to communicate effectively may also be stalled due to the language and cultural barrier, necessitating the 

presence of a cultural mediator (Gurnah et al., 2011: 342-344).  Refugee women are often accompanied by their 

husband/partner, or a friend, and too often practitioners rope in ad hoc interpreters, including hospital cleaners, due to 

lack of cultural mediators or interpreters employed with the hospital. Practitioners also raised concerns that often, 

when the male partner is present, the woman tends to remain silent. In conversations with the refugee women, they 

commented that their partner would accompany them to hospital visits. When they were asked about family planning 

they felt uncomfortable discussing this in the presence of their partner. It is worth noting that they expressed no 

discomfort discussing it with the researchers, on the contrary, they were eager to receive information and asked a 

number of questions. 

One Somali participant said that her husband who is fluent in English accompanies her to most antenatal visits. This 

woman went on to say that when her husband could not attend, he often asked a friend to accompany his wife. On one 

hand it is positive for women to have support from their partners and/or community, but on the other, as she admitted, 

one can feel uncomfortable voicing her concerns via male interpreters. Furthermore there is the fear of gossip within 

the community since the various refugee communities are relatively small. Hence, in situations such as these, where 

women may be asked to share their history (which may include for example, rape, miscarriage, and Sexually 

Transmitted Infections, amongst others), the importance of confidentiality cannot be underestimated. 

Notwithstanding the fact that many health practitioners insist upon women attending with a husband or a friend to 

interpret, they are becoming aware that this is not working. In support of this, and highlighting the importance of 

employing professional cultural mediators, a midwife pointed out that: ‘There always remains that question mark in our 

head. When we break bad news we remain unsure whether this family friend is really going to break this news. Are they 

saying what we are really trying to say?’ 

Furthermore, it is important to be aware that using ad hoc interpreters for conveying intimate and important 

information poses its own problems when it comes to issues regarding power relations, confidentiality and sensitivity, 

and privacy. 

Interpreter, Patient, and Health Practitioner: A Complex Dynamic

As one course of action, some hospitals and maternity services abroad provide face-to-face interpreters in order to 

address the communication barrier. At the time of the project, MDH employed one cultural mediator, a Somali male, on 

a part-time basis for the entire hospital. MDH has not fully invested in this service and these findings highlight its 

urgency. Having one part-time interpreter means that very few refugee patients, and only Somalis, may be fortunate 

to have an interpreter during their visit. This also means that most times another appointment had to be set, generally 

two days later. Health practitioners revealed that cultural mediators are constantly being trained by the Migrants Health 

Liaison Office, yet, very few vacancies, if any, open up. During a workshop, some practitioners criticised cultural 

mediators for being unreliable because they do not turn up for work but it later transpired that these trainees are asked 

to work on a voluntary basis. 
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There was wide agreement among practitioners that although the cultural mediators are trained, they lack specialised 

training to work in the medical field with the medical jargon that comes with it. Too often they are not getting technical 

terms translated properly. At times as Briscoe and Lavender (2009: 168-169) assert, ‘straight verbatim interpretation’ is 

not always possible if a particular word does not translate. This necessitates extra explanation and interaction between 

interpreter and patient. This might possibly be an explanation for the concern raised by several practitioners that at 

times patient and cultural mediator speak for over a few minutes and then merely give a one word reply. This often 

raises doubts among the practitioners as to whether the correct information is relayed to the patient, leading to 

mistrust. It has also been demonstrated that misunderstanding and mistrust can be exacerbated when neither 

interpreter nor health provider are trained to manage these types of situations (op.cit).  

Another concern raised is that there may be the suspicion that a professional interpreter belongs to a rival ethnic group 

(see also Squire & James, 2008: 105). Likewise, there have been incidents where the patient and the cultural mediator 

belonged to the same, tight-knit community (as is often the case in Malta), and there was a breach of confidentiality 

(see also CWHN, 2000: 14).  

As can be seen above, engaging a cultural mediator, be it family member or a professional individual hired for the 

purpose, poses its challenges because the relationship among patient, health worker, and interpreter is often 

complicated by mistranslation, mistrust, bias, and power relationships (Squire & James, 2008: 105; Briscoe & Lavender, 

2009: 168-169). In addition to this is the fact that such sensitive and intimate information is conveyed among three 

different people. As Pisani (2013a: 188) notes, 

Three individuals enter the room shaped by the ideologies and gendered cultural norms of 

their historical context, indeed, the ontological space each of these individuals occupy may 

not converge. Just as language and knowledge are constructed and taken on unchallenged, 

so too is the historical hierarchy of power and its assumed normality and natural way of being. 

Bharj and Chesney (2010: 167) assert that in order for the ‘triad’ dynamic to work, the practitioner needs to trust in the 

interpreter’s ability ‘to make a judgment on how the information is best managed’ (2010: 169). The findings suggest 

cultural mediators that are not trained professionally are rarely impartial and often a power dynamic comes into play, 

weakening communication among the three parties. 

Lack of Female Practitioners and Cultural Mediators

During the fieldwork both practitioners and refugee women revealed that the lack of female doctors and cultural 

mediators was a huge concern for refugee women. Gurnah et al., (2011: 342) found that after the communication 

barrier, the second biggest reason why Somali women avoided appointments was because they had (or were afraid 

to get) a male doctor. Similarly, some practitioners stated that some male partners/husbands appear to be 

uncomfortable in the presence of a male doctor. During the discussion, the practitioners suggested that a 

recommendation may be to sensitize and better prepare refugee women (and their partners) to the presence of 

male doctors. One of the refugee women did state that at first she felt uncomfortable with a male doctor, but that 

over time she has come to trust him and feel comfortable. This would appear to highlight the importance of building 

a relationship and trust during the medical intervention. 
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CULTURAL AWARENESS 
AND SENSITIVITY 

Several practitioners attributed cultural differences to most of their problems when dealing with refugees, seemingly 

oblivious to the vast diversity, including hierarchal divisions, ethnicity, and language. (see Pisani, 2013a). An exclusive 

focus on culture and ethnicity fails to capture any human being’s complex reality, and also leads to misunderstandings 

and miscommunication. For example, the findings suggest that the refugee women lacked information on family 

planning, whilst the health care practitioners were unsure how to address this issue for fear of causing some kind of 

offence – a belief perhaps based on stereotypes. In relation to the use of condoms and other forms of contraception, 

the refugee women were eager to receive more information - but were uncomfortable discussing this issue in the 

company of their partner – a reality that a lot of women (gendered norms) of different ethnicities will be able to relate 

to. Social class and educational attainment also plays an important factor here, particularly in relation to the possibility 

of accessing reliable information.  

A particular incident highlights the importance of not reverting to stereotypes. During one of the focus groups with 

refugee women and healthcare practitioners, the latter assumed that a woman was disposing of her breast milk 

because 'African' women do not believe the colostrum is healthy for the newborn. It transpired that the woman had 

taken the decision to suspend breastfeeding because she had experienced ABO incompatibility in the past.

When discussing maternity, a midwife  discussed an openness to different ways rather than the ‘right’ way, and 

recounted that she learnt that there are different ways of viewing and experiencing it: 

‘It is a rite of passage so every culture is going to go about it differently. It is more than just a 

medical thing’. 

Acknowledging this diversity is crucial and hence raises the importance of engaging in dialogue with the patients to 

better understand them as individuals. Yet, other practitioners appeared to be less open to diverse practices; as a 

gynaecologist participant asserted, though he is aware of differences in dealing with antenatal care in different 

European hospitals regarding the number of visits and the involvement of midwives, however: ‘Birthing practices can 

be diverse to a point’.

Migratory and refugee context 

For practitioners, having some knowledge as to where refugees come from, the difficulties they escaped from and 

the tough journey, as well as the asylum procedure and their living conditions in Malta may help to better understand 

their patients’ views and behaviours. The consultant revealed this understanding in the below passage:

‘Only recently, a completely different facet came to my knowledge, when we had that workshop, 

that these people live in such an adverse environment that whatever they say and what they 

divulge about themselves, there is the constant threat that it can be used against them. This never 

occurred to me. Now thinking about it things are falling into place when, for example, we had 

situations when we asked patients for their signature for consent for an emergency C-Section 

because the baby is going to die if they don’t do anything. I remember a case when they called me 

on a Sunday morning because of the baby being in severe foetal distress and this woman didn’t 

want a C-Section, so I had to go to hospital. I involved the magistrate on call so that we actually had 

to force this patient to do an emergency C-Section... This is all completely new to us’.
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Such awareness, however, must be open to diverse experiences. The refugee context in Malta is dynamic. Cultural 

competence requires being open to change, heterogeneity and dynamic experiences as the following passage citing a 

midwife highlights: 

‘Whereas until three years ago when people were coming mainly from a set of countries, now they 

are coming from everywhere... everywhere... so we were finally grabbing on to some cultural norms 

and as soon as we started getting used to them, there are so many new ones... The women we are 

taking care of now are completely different’. 

In our conversations on family planning, Somali participants stated that sexual relationships outside of marriage were 

not the norm in Somalia. Such findings reflect research conducted elsewhere, highlighting how the forced migration 

process contributes to the breakdown in social norms and protection. Poverty, isolation, and a lack of social support 

can also contribute negatively to sexual and reproductive health. In addition, forced migration also impacts the 

decision to have children. The following passage captures this point and also highlights the importance of education 

and information on family planning:  

  

'Big families are normal in Somalia, but children are expensive in Malta, and we don't have the 

extended family to help us.'

Such a reality highlights the need to engage in dialogue on of the issue of family planning, and the need to provide 

information that is culturally sensitive and accessible. The sessions with the women were conducted very freely, 

emphasizing that, given the appropriate context, the women are very willing to discuss such issues, and are eager to 

learn more about the local context and what options are available to them. 

Spiritual competency 

A midwife narrated an experience she faced when a Syrian woman had a miscarriage. This experience had clearly 

shaken her; especially since it happened soon after this family arrived in Malta. She explained:

‘Something like that is difficult to deal with no matter where they are from. I think I just felt really 

sad because she had to leave her country, and then lost a baby... I was really upset for her. They 

were really nice, respectful people and because of the lack of cultural sensitivity we couldn't give 

them 100%. Even when it comes to these things, sometimes we don't even become aware of their 

religion, and when it comes to bereavement, it is an issue. Usually we call a priest in... As in whom 

do you call?’ 

This concern was also raised by a bereavement midwife who attended one of the workshops, who asked for a 

separate meeting with the researchers since she was feeling at a loss about how to deal with such situations. She 

explained that in cases of bereavement, MDH offers specialised counselling. For many refugees, religion plays a very 

big role in building resilience (Hutcinson & Dorsett, 2012:70). Spiritual competency (a component of cultural 

competency) requires engaging in conversations regarding spirituality (Singer, in Hutcinson & Dorsett, 2012:70) as 

well as being aware of one’s own spiritual values, beliefs, and biases and how they can influence one’s engagement 

with others. 
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The passage not only highlights the practitioner’s distress but also suggests the need for more awareness vis-à-vis 

refugee women’s lives, beyond the SR health context. Such lack of awareness is understandable given the relative 

homogeneity of Maltese patients in the recent past. Nevertheless, beyond the refugee community, the Maltese 

population is becoming increasingly diverse, thus requiring cultural competency on the part of the health practitioner. 
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CONCLUSION 

The following research findings highlight a number of emerging themes that can be summarised as follows:

The research findings highlight communication barriers as a key concern for refugee women, 

their families, and health care practitioners. Many of the participants expressed a sense of 

being overwhelmed by such challenges. Communication needs to be dialogical and must not 

be limited to delivery of information with no confirmation of full understanding. 

Communication barriers can contribute to medical complications and the quality of 

healthcare: the refugee women might give up attending their antenatal visits and simply turn 

up in hospital to deliver. This might be too late for some and complications that could easily 

have been avoided can ensue; causing practitioners to resent these patients, feel frustrated, 

and misinterpret their behaviour as negligence.

The healthcare system is complex and in a setting where language is often an obstacle it can 

be very challenging for refugee women to access and navigate it. This has negative 

repercussions for both refugees and health practitioners.

The system lacks full time professional cultural mediators and engages ad hoc interpreters. 

This raises concerns about confidentiality, power relations, sensitivity, and correct 

transmission of information.  

Cultural sensitivity and awareness as a mutually inclusive process both practitioners and 

refugees engage in. The research process indicates that dialogue, information sharing, and 

building trust can be achieved providing there is adequate time and attention to context. It is 

also vital to point out that many of the participants’ concerns cannot be related to 'culture', 

in fact the risk of stereotyping and homogenizing migrant women comes to the fore. Culture 

and ethnicity intersects with poverty, social class, and gender therefore an exclusive focus on 

'culture/ethnicity' will not capture the multifaceted reality of any human experience. 

The health care practitioners who engaged in the research were eager to share their rich 

experiences and also their frustrations. The research highlights the need for ongoing support 

and training for health care practitioners, in order to support them in working with what is a 

dynamic and multifaceted issue.
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RECOMMENDATIONS

The following research findings highlight a number of emerging themes that can be summarised as follows:

Need for investing in full time qualified and experienced male and female cultural mediators 

by offering long term security incentives for them to stay in Malta.

Specialised training for health professionals to work with cultural mediators and vice versa.

Cultural sensitivity and competency training for all health practitioners to work with diverse 

populations; sensitization of male doctors and to the presence of male doctors is indicated.   

Tailor-made concise word and image books and videos in multiple languages for both 

practitioners and patients to consult.

FGM/C specialised training using a sensitive approach on how to deal with FGM/C medically 

where requests and concerns regarding FGM/C are explored as part of routine questions in 

taking patient history.  

A statistical collection of disaggregated data including inter alia ethnicity, nationality, age,  

how many went through FGM/C.

Outreach and community engagement whereby a pool of health professionals providing pre 

and post natal education and basic information on the healthcare system  in the community. 

The need to engage with different faith communities in order to provide emotional and 

spiritual support when indicated.

Sexual and reproductive health education focus groups, including pre and post natal 

outreach, awareness raising activities using videos regarding preventative care, STIs and 

family planning, preconceptions and concerns, and basic information on the healthcare 

system. Such outreach activities can also be linked to groups within the hospital and other 

health care services in order to familiarize refugee women with the healthcare system. 

Likewise, outreach activities familiarize healthcare practitioners with the forced migration 

context and realities. 

Ongoing dialogue between healthcare professionals, stakeholders, policy makers, refugee 

women and practitioners working in the field of migration.  
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