Supplementary table 1: Key features of included studies
	First Author, Publication year,
Title
	Country
	Study Type
	Data collection method/source
	Main Outcome and Finding
	Future research/ Recommendations

	Adjei Boakye
2023
Pregnancy Complications Among Resettled Refugees in Illinois
	USA 
(Illinois)
	Quantitative (Retrospective analysis of hospital record)
	Hospital discharge data of Afghan women from Jan 2016 – Dec 2017, merged with Refugee Health Assessment Program in Illinois (ReHAPI) (n=283)
	46 (7.2%) of Afghan women who presented to the hospital, had complications mainly due to pregnancy. 
	Increase education and awareness on prenatal care; address barriers to access; prompt referrals; use community health workers or cultural ambassadors; facilitate insurance enrolment and healthcare system navigation.

	Azizi 
2019
Lived Experience of Afghan Refugees in Iran Concerning Primary Health Care Delivery
	Iran 
(Saveh, Arak)
	Qualitative
	In-depth, semi-structured interviews (n=18) with Afghan women who could speak Persian, between 2016-2017. 
	Afghan refugees in Iran faced primary health care (PHC) access challenges: lack of insurance and high costs for diagnostic scans or specialist referrals, language barriers, low reproductive literacy, transport difficulties, discrimination by healthcare providers, difficulty with childcare arrangements limiting reach, and delayed services. Some beliefs impacted reproductive outcomes, such as simultaneity of pregnancy and breastfeeding. A few praised free and quality services.
	Designing a scheduling system for crowded facilities; improving transportation; station, use of trained Afghani nurses as personnel; birth control programs; using translators; early initial screening, and prevention of illegal entry.

	Badshah
2011
Maternal risk factors in Afghan-refugees compared to Pakistani mothers in Peshawar, NWFP Pakistan
	Pakistan
(Peshawar)
	Quantitative (cross-sectional, prospective analysis of hospital records)
	Structured questionnaire and hospital records (n=122 Afghan women, n=917 Pakistani women)
	Afghan refugee mothers had 2.6 times higher odds of low birthweight compared to Pakistani mothers. 30.3% of Afghan mothers reported miscarriages/abortion. The odds of abortion/miscarriages and short inter-pregnancy interval was also significantly higher in Afghan refugee mothers compared to Pakistani mothers (OR=1.56, 1.73, p<0.05). The proportion of diabetic and hypertensive mothers, and mothers with short stature were significantly low in Afghan refugee mothers (OR=0.278, 0.548, p<0.05; and 0.485, p<0.01) respectively, compared to Pakistani mothers; Key risk factors for low birthweight were residence in tribal areas, older maternal age, and unregistered pregnancies.
	Enhance maternal healthcare access in tribal areas; disseminate information regarding the risks involved in non-registration and old age pregnancies. Further studies are recommended to explore specific maternal health risk factors in Tribal areas, causes of old age pregnancies and reasons for non-registering pregnancies for
Afghan refugees compared to Pakistani mothers in this region

	Balsara
 2010
Reproductive tract disorders among Afghan refugee women attending health clinics in Haripur, Pakistan.
	Pakistan (Haripur)
	Mixed-methods (Quantitative and Qualitative)
	Fieldwork and interviewer-administered questionnaires, physical exams, lab tests, and qualitative interviews in-language (n=634 Afghan women) between Jan to mid-March 1999
	One hundred sixty-six (26.1%) of the 634 respondents had problems conceiving a child or carrying a pregnancy to term. One hundred ten (66.3%) of this group were primarily infertile, i.e. they had no living child. The remaining one-third of the women with infertility had secondary infertility and had been unable to conceive for at least the past year. 
	Need to develop informational and educational programs and packages that inform women about the signs, symptoms, and sequelae of RTIs and other reproductive health-related morbidities. Educational messages should target both, women returning to Afghanistan from Pakistan, and those remaining in the refugee camps in Pakistan. Possible behavioural risk factors can be studied further. Given the high rates of infertility in this study cohort, and previously stablished relationships of IPVs and RTIs, a further study can explore the role of IPV in the development of RTIs and the role of RTIs in the incidence of IPV.

	Bartlett
 2002
Maternal mortality among Afghan refugees in Pakistan 1999-2000
	Pakistan (12 Afghan refugee settlements near Hangu)
	Mixed methods (Population-based retrospective cohort)
	Census data from reproductive age mortality survey (RAMOS) and in-language verbal autopsies/interview data between Jan 1999 to October 2000, (n=27 death records of Afghan women)
	For the 1197 death records, there was maternal mortality ratio of 291 (95% CI 181-400) per hundred thousand livebirths for Afghan women. 66 deaths were among women of reproductive age, with 27 (41%, 95% CI 29–53%) deaths due to maternal causes (haemorrhage, sepsis, and pregnancy-induced hypertension).  All deaths occurred among women who had delivered a liveborn or stillborn infant or in women who were pregnant. 16 liveborn and nine stillborn infants were born to women who died of maternal causes; six of the liveborn infants died after birth. Therefore, 60% (15 of 24) of infants born to these women were either born dead or died after birth. although not significantly different, both the maternal mortality ratio and lifetime risk of maternal death indicate a higher risk of maternal death among Afghan refugees than the Pakistan population. Most maternal deaths were deemed preventable and associated with multiple barriers to care (lack of knowledge of danger signs, inability to decide to seek care once issue identified, distance to facility and lack of transport, lack of timely or quality treatment)
	Address barriers across all levels (awareness, access, quality); strengthen maternal health services in refugee camps; make maternal deaths a notifiable event in in surveillance programs; documentation of the reproductive health status of refugees in acute and non-acute settings, and comprehensive maternal death reviews for policy development.

	Blackmore
2022
Validation of a Dari translation of the Edinburgh Postnatal Depression Scale among women of refugee background at a public antenatal clinic
	Australia
(Melbourne)
	Quantitative (Cross-sectional, Validation study)
	Edinburgh Postnatal Depression Scale (EPDS) and Structured Clinical Interview with Afghan women for the Diagnostic and Statistical Manual of Mental Disorders (SCID-5) (n=52) administered at a public antenatal clinic
	The Dari version of EPDS showed strong reliability (α=0.79) and excellent accuracy in screening for depression (0.90; 95% confidence interval [0.82, 0.99]) and anxiety (0.94; 95% confidence interval [0.88, 1.00]) diagnosis. A cut-off of 9 for depression and 5 for anxiety optimized sensitivity and specificity.
	Use the validated Dari EPDS for routine antenatal screening; apply adjusted cut-offs for culturally and linguistically diverse populations; improve mental health support pathways for refugee women.

	Blackmore
2021
Identifying post-traumatic stress disorder in women of refugee background at a public antenatal clinic
	Australia
(Melbourne)
	Quantitative (Cross-sectional diagnostic study)
	Harvard Trauma Questionnaire (HTQ) and SCID administered with consensus diagnosis by expert panel with Afghan women (n=52) with in-language translation
	Three women (5.8%) met full DSM-5 criteria for PTSD, and eleven (21.2%) had subthreshold PTSD. HTQ with a cut-off of ≥2.25 had good sensitivity and specificity; a cut-of score of ≥2 provided the best balance of sensitivity 1.00 (95% CI 0.72–1.00) and specificity 0.80 (95% CI 0.65–0.91) when assessing for subthreshold PTSD.
	Incorporating perinatal PTSD screening into maternity care for refugee women; use culturally validated tools; provide trauma-informed mental health interventions.

	Celik 
2019
Neonatal outcomes in Syrian and other refugees treated in a tertiary hospital in Turkey
	Turkey
(Ankara)
	Quantitative (Retrospective cohort)
	Hospital birth records, neonatal intensive care unit (NICU) data (n=32) from August 2013 – September 2016
	32 of 907 births among refugees (out of total 49413 births) were births of Afghan women. 43.8% of Afghani women made at least one antenatal visit, higher than Syrian and Iraqi women. NICU costs were covered by Turkish government. Refugees required fewer cesarean sections but exhibited greater small- and large-for-GA rates (P < 0.05). Refugee and Turkish infant mortality rates did not differ significantly.
	Highlight need for continued national and international support; improve access and antenatal care awareness to reduce neonatal complications among refugees.


	Dadras 
2020 
Barriers and associated factors for adequate antenatal care among Afghan women in Iran - findings from a community-based survey
	Iran
(Tehran)
	Quantitative (Cross-sectional survey)
	Face-to-face questionnaire with Afghan women (n=424) conducted by Afghan medical students (in-language) between June to August 2019 
	15.1% of women had < 4 ANC visits, 49.1% had 4 to 7 visits, and 35.8% of women received ≥8 ANC visits. The women in older age group, those with higher education and family income, women with longer length of stay, those of legal status were more likely to have adequate ANC. The main barriers included poor knowledge and attitude toward ANC, the poor quality of services, and to some extent, the difficulties in access.
	Interventions and health education for Afghan women to improve knowledge and attitude towards ANC; enhance service quality and accessibility; increase collaboration between government and international agencies.

	Dadras 
2020
It is good, but I can’t afford it- potential barriers to adequate prenatal care among Afghan women in Iran_ a qualitative study in South Tehran

	Iran
(Tehran)
	Qualitative 
	Face-to-face interviews with Afghan women (n=30) at community health centers conducted by Afghan graduates 
	Thirteen women were illiterate, and nine were illegal refugees. Only four of legal refugee had private health insurance. Primary barriers to prenatal care included financial constraints and lack of affordable health insurance with adequate coverage of prenatal care services, particularly the diagnostic and screening tests. In addition, patriarchal barriers, transportation issues, waiting time, stigma and discrimination, cultural concerns, fear of deportation for undocumented migrants were also mentioned as the source of disappointment and inadequate utilization of such services.
	Recommendation for inter-agencies collaboration to promote the coverage of existent insurance for refugees with adequate coverage of prenatal and delivery services; addressing the issues of fear and concern of deportation for at least illegal Afghan mothers

	Dadras
2021
The prevalence and associated factors of adverse pregnancy outcomes among Afghan women in Iran; findings from community-based survey
	Iran
(Tehran)
	Quantitative (Cross-sectional)
	Face-to-face in-language interviews with Afghan women (n=424) conducted by Afghan graduates between July to August 2019 
	200 women (56.6%) reported at least one pregnancy complication. Preterm labor observed in 88 (20.8%) of women in this study. Gestational hypertension (15.1%), gestational diabetes (13.2), intrapartum haemorrhage (12.7%), early rupture of membrane (11.3%), stillbirth (7.5%), and abortion (5.7%) were the other reported obstetric complications. Gynaecologic infection was reported by 168 (39.6%) of women. Sixty-five women (15.3%) reported being physically, emotionally, or sexually abused during their recent pregnancy. Undocumented, illiterate, and unemployed Afghan women with lower socioeconomic status are more likely to experience adverse pregnancy outcomes. Food insecurity [Adjusted OR = 3.35, 95% CI (1.34–8.36)], poor antenatal care [Adjusted OR = 10.50, 95% CI (5.40–20.39)], intimate partner violence [Adjusted OR = 2.72, 95% CI (1.10–6.77)], and poor mental health [Adjusted OR = 4.77, 95% CI (2.54–8.94)] were significant predictors of adverse outcomes.
	Incorporate psychosocial support and mental health counselling into maternity care; ensure universal access to antenatal care through insurance regardless of legal status.

	Delkhosh 
2019
Prevalence of intimate partner violence and reproductive health outcomes among Afghan refugee women
	Iran
(Semnan)
	Quantitative (Cross-sectional population-based)
	Household survey in Semnan refugee settlement, using validated IPV and reproductive health tools (n=188)
	79.8% of Afghan refugee women reported IPV in past 12 months. IPV was significantly associated with poor reproductive health outcomes such as unintended pregnancy and reduced contraceptive use.
Caesarean-section rate was 23.4%, home delivery was 28.7%. One-fifth (26.1%) of women had experienced lifetime unwanted pregnancy (25.5% of unwanted pregnancy were due to contraceptive method failure) and 19.1% had experienced at least one terminated pregnancy in their lifetime (67.7% of terminated pregnancy were spontaneous abortion). The contraceptive prevalence rate was 79.6%, including 53.8% modern methods and 25.8% natural/traditional methods. The most common contraceptive method used by women was the condoms (28%), abstinence/withdrawal methods (25.3%), oral pills (16.1%), injectable (5.9%), IUD (3.2%), female sterilization (0.5%), and Lactation Amenorrhea Method (LAM) (0.5%). 98.5% of partners were aware of women's contraceptive use.
	Incorporate targeted interventions and screening and family planning counselling in reproductive care appointment and services to prevent IPV in refugee settlements, engaging men and women; use of media and increased international policy and programming to address IPV.

	Gibson-Helm
2015
Maternal health and pregnancy outcomes among women of refugee background from Asian countries
	Australia
	Quantitative (Retrospective cohort)
	Birth records from Monash Health, Jan 2002 – December 2011
	Women from South Asian humanitarian source countries (Afghanistan) were more likely to have poor or no prenatal care, late bookings, and post-term births. They required an interpreter during prenatal and maternal care in Australia, and their general health was poorer. They were less likely to have caesareans or low-birth-weight babies, but had higher rates of overweight, anaemia, and teenage pregnancy.
	Target health services to improve early and adequate prenatal care in refugee-background women; tailor support to the risks identified in specific ethnic groups.

	Inci 
2020
Unmet family planning needs among female refugees and asylum seekers in Germany – is free access to family planning services enough_ Results of a cross-sectional study
	Germany
(Berlin)
	Mixed-methods (Cross-sectional)
	Fifty focus groups discussion with registered refugee women and semi-structured questionnaires (n=90) with Afghan women between December 2015 to December 2017
	From 307 refugee women taking part, 90 (29.3%) were Afghan. Afghan women reported the following: Unmet need for family planning (n=23), use of contraception (n=33), contraceptive method traditional (n=11) and modern (n=21), parity was 2.6, 73% natural birth, 22%C-section, 2% vacuum-assisted Vaginal delivery, and 2% unspecified birthing method. 25.5% of Afghan women had unmet needs for family planning, despite access to free contraception. Barriers (not population specific) included lack of knowledge, childcare, language support, and trauma.
	Further research needs to be carried out to evaluate the access gap and clearly identify and implement action plans to address possible causes such as language barriers, lack of childcare and traumatic experiences (not population-specific).

	Kashanian
2024
Risk factors and clinical features of pre‐eclampsia in Iranian and Afghan mothers_ A comparative study
	Iran
(Tehran)
	Quantitative (Cross-sectional comparative study)
	Hospital records for 822 women with pre-eclampsia (n=201 records for Afghan women) between March 2021 – February 2023
	Afghan mothers with pre-eclampsia (n=201) had higher gravidity, delivered at greater gestational ages, had lower age at delivery, higher levels of alkaline phosphate, and had lower obesity and hypothyroidism rates than Iranian mothers with pre-eclampsia (n=621). Differences in clinical and lab features point to varied risk profiles.
	Implement culturally tailored care models; enhance antenatal screening and risk management for Afghan refugee women in Iran.

	Khan
2022
THE REPRODUCTIVE HEALTH ISSUES & PRACTICES AMONG THE AFGHAN REFUGEE WOMEN (WITH THE ESPECIAL REFERENCE TO AFGHAN BASTI IN KARACHI AND QUETTA
	Pakistan (Karachi and Quetta)
	Quantitative (Exploratory study)
	Simple random sampling using questionnaire and observation of refugee women (n=120 Afghan women)
	25 (35%) of first deliveries of Afghan women were between ages 15 to 19, 37 (39%) Afghan women used contraception, 39 (55%) had a 1-year pregnancy gap, and the rest had two or more years, 41 (34%) knew about family planning, 38 (40%) had experienced abortion. 
	Raising awareness and education of women and husbands about family planning and reproductive health in a culturally appropriate way.

	Kirkendall 
2023
Refugee women's pregnancy and childbirth experiences in the US Examining context through a reproductive justice framework
	USA 
(Georgia)
	Qualitative 
(Focus groups)
	4 focus groups with 13 refugee women from 4 ethnicities (n=2 Afghan women) in-language (community interpreters) 
	Our findings are organized into three themes: (1) isolation and alienated knowledge: In the Afghan focus group, Nazia said, “I was alone too, and I did not have enough experience on how to raise the babies.” This quote is part of a conversation in which the women shared that being alone was one of the greatest challenges of their pregnancy and childbirth. In Nazia’s quote, being alone and having knowledge about how to navigate pregnancy and birth are connected, (2) gendered disparities and structural inequities, Amina, an Afghan woman, explained: “For me also language [was a difficulty] when I was in the hospital. Everyone came to ask me a question, I couldn’t answer them. And my husband wasn’t there to interpret or translate [the questions].” AND reports of lack of any available interpretation at medical sites', (3) community support and precarity (No Afghan women data). Barriers (not population specific) included language, cultural mismatch, and limited healthcare access, showing systemic impacts on agency.
	Promote systemic change to increase refugee women’s agency and access to reproductive health; support culturally responsive and community-led care models (not population specific)

	Korkut
2022
An Evaluation of Obstetric Characteristics and Contraceptive Use Among Refugee Women
	Türkiye
(Karabuk)
	Quantitative (Retrospective cross-sectional)
	23-question form applied to clinic data from refugee women (n=208 Afghan women) between 2018 – 2020
	From 400 records, 208 (52.2%) were for Afghan women. 70.8% of women had 3 or more pregnancies, 46.9% were 18 or under at first birth. 23.9% of women had 1 miscarriage and 4.8% had 2 or more, 15.8% had one or more stillbirths. Afghan women had lower family planning counselling rates. Overall contraceptive knowledge and type varied but no difference for most to other refugee groups. Tubal ligation was used most by Afghan women.
	More services for refugee women, who are exposed to many inequities due to economic, psychological, and social pressures.

	Kuru Alici
2024
Knowledge, Beliefs, and Cultural Practices of Sexual and Reproductive Health Among Afghan Refugee Women in Türkiye
	Türkiye
	Qualitative (Descriptive phenomenological)
	In-depth, semi-structured interviews (n=18) with Afghan women between September and November 2022
	Afghan women reported continuation of conceiving until they have a male child; lack of knowledge about contraception methods, limited reach to health services; gender-based violence - physical (if unable to perform chores due to pregnancy), mental (lack of support by husbands and family) abuse and domestic violence (by family or elders) - during pregnancy; limited access to SRH services in Iran due to provider attitudes and fee, but mostly satisfied with services in Turkey but not fully utilised; unsafe termination of unwanted pregnancies as abortion is considered a sin. 
	Offer sensitive, supportive, and respectful care, offering health literacy in own language and using written and visual resources; improve provider cultural competence; inform about reliable source of information; address sociocultural barriers to SRH services.

	Malik
2019

Disease Status of Afghan Refugees and Migrants in Pakistan
	Pakistan
	Quantitative
(Descriptive epidemiological)
	Retrospective analysis of health record from January 2012 to December 2018, provided by Commissionerate Afghan Refugees 
	Still birth ratio was 1.29 for 7 years. Crude birth rate reported among refugees was 2.51/1000 population. Neonatal Mortality Rate (NNMR) and Maternal Mortality Rate (MMR) reported were 2.33/1000 births and 13.70 per 100,000 births, respectively. Overall disease burden was greater in females than males in Afghan refugee’s population.
	Findings can help develop policies related to healthcare of refugees and migrants.

	Marsh
2002
Identification of Model Newborn Care Practices through a Positive Deviance Inquiry to Guide Behavior-Change Interventions in Haripur, Pakistan
	Pakistan (Haripur District)
	Qualitative action research (pilot)
	Positive Deviance (PD) inquiries including in-depth interviews, focus groups, and situation analyses in Afghan refugee (n=18) and Pakistani communities, between January and February 2001
	PD inquiry identified effective newborn care practices among Afghan caregivers (better use of health services, handwashing, feeding colostrum). The Afghan caregivers showed better use of services and some household practices than their Pakistani counterparts. Better practices were consistent with duration of Save the Children (US) presence (Afghan 15 years vs. Pakistanis 18 months, respectively). Areas of improvement for both Afghan and Pakistani groups included poor immediate newborn care and low paternal involvement. The practices of both Afghan and Pakistani women for clean delivery, thermal control, immediate and exclusive breastfeeding, and fathers’ involvement were weak.
	PD approach for newborn care in Pakistan may inform PD methods and, and together with newborn PD curricula, help with improving household newborn care practices.

	Metusela
2017
“In My Culture, We Don’t Know Anything About That”. Sexual and Reproductive Health of Migrant and Refugee Women
	Australia and Canada
	Qualitative (Interviews and focus groups)
	84 individual interviews and 16 focus groups (n=169 women) from diverse refugee backgrounds including Afghani (n=35), conducted in multiple languages between July 2014 to March 2016
	Afghans women had inadequate sexual and reproductive knowledge prior to marriage. Talking or thinking about sex is taboo. For many participants, talking about sex as an unmarried or married woman was not permitted. Even thinking about sex before marriage was considered as "harming your religion", as culture and religion dictated remaining virginal until marriage. Some undesirable outcomes included contraception misconceptions and unplanned pregnancy and abortion.
Barriers included stigma, language, shame, gender norms, and misinformation about menstruation, contraception, and STIs. Need for sexual and reproductive health information was highlighted. 
Relevant quotes by Afghan women: 
"So you don’t get enough information about it, especially sexual relationships, especially if a girl is not married, no-one will talk to you about these things.” 
"I never thought about it [sex], the woman shouldn’t know all these things, that’s not appropriate". 
"So all those periods just stay in, and they gather up, right?"
"My husband would try to pull out to not get pregnant, but despite that I got pregnant." 
"Groups would be the best. Some ladies are not educated and will not understand leaflets and booklets." 
	Provide culturally safe, accessible SRH education and services; treat women holistically and address socio-cultural constraints; ensure information reaches both married and unmarried women.


	Mohammadi
2017
Experiences of inequitable care among Afghan mothers surviving near-miss morbidity in Tehran, Iran_ a qualitative interview study
	Iran 
(Tehran)
	Qualitative 
	Semi-structured interviews with Afghan women (n=11) and husbands (n=4), identified as maternal near-miss survivors, between April 2013 to May 2014
	Afghan women reported disparity in care (some hospitals in Iran do not admit Afghans even if they had residence permits; nurses treated Afghans and Iranians differently, when Iranians questioned something in relation to care services, nurses did not react defensively, but if Afghans did so, nurses shouted and cursed them; insufficient medical attention; pre-hospital and hospital-level delays; delay in recognizing obstetric complications despite repeated care-seeking); mistreatment (verbal abuse was experienced by women during sensitive times such as near misses); discrimination or racism (due to poverty or Afghan identity); poor communication in maternal healthcare (women generally had received inadequate information about complications that could potentially affect a pregnant mother and her baby; many women were illiterate and could barely understand what professionals advised them during the visits); gaslighting. Barriers included low literacy; financial constraints, high cost and no insurance (inadequate funds to pay for costs of treatment or burdened participants with huge debt); and sometimes in-laws delayed visits to hospital/doctors for treatment.
	Provide equitable care with dignity; and improve communication skills with caring attitudes toward ethnic minorities; utilize antenatal visits for SRH education and health illiteracy in Afghan women.

	Purdin
2009
Reducing maternal mortality among Afghan refugees in Pakistan
	Pakistan (Hangu District)
	Mixed-methods Program Evaluation
	Health Information System (HIS), reproductive mortality surveys, and community feedback from 
11 refugee camps are served by 8 Basic health Unites (BHU) and 2 International Rescue Committee Emergency Obstetric care (EmOC) facilities
	Improved facility-based birth can help detect complications and higher rate of caesarean when needed. Community education around danger signs of pregnancy and EmOC facilities were pivotal facilitators. Around 330 Community Health Workers (CHW) and 325 Female Health Workers (FHW) are active in raising awareness regarding primary health care, including reproductive health. BHU and EmOC staff, volunteer health workers, and an additional team of 4 IRC staff (2 male and 2 female) provide regular training to CHWs, FHWs, health committee members, teachers, and religious leaders about reproductive health. Maternal mortality among Afghan refugees dropped from 291 to 102 per 100,000 live births (2000–2004); neonatal mortality rate fell from 25 per 1000 live births in 2000 to 20.7 per 1000 live births in 2006; skilled birth attendance rose to 67% by 2007; complete prenatal care coverage increased from 49% in 2000 to 90% in 2006, and postnatal coverage more than trebled from 27% in 2000 to 85% in 2006. A follow-up survey (2006) revealed 40.6% of women knew 6 danger signs during pregnancy, and 55.9% knew at least 2. 
	Importance of health program management as well as clinical care - expand EmOC services; engage community members; strengthen prenatal education and referral systems; integrate monitoring and HIS for sustained impact.

	Raheel
2012
Knowledge, attitudes and practices of contraception among Afghan refugee women in Pakistan- a cross-sectional study
	Pakistan (Karachi)
	Mixed Methods (Cross-sectional)
	Knowledge-attitude-practice (KAP) questionnaire, observation and interviews with married Afghan refugee women (n=650, 325 with subsidized healthcare, 325 without) in 2008
	Knowledge and use of contraception were significantly higher in the subsidised healthcare group (24.9% contraceptive prevalence rate among women who were not given any healthcare subsidy and about twice (54.5%) the rate in the group receiving healthcare subsidy). 89% of the women in the health subsidy group had heard of family planning, compared to the 45 percent in the non-subsidized group. Healthcare subsidy group: 96% less likely to consider family planning to be against their religion, 89% of women reported having discussions with their husbands about the number of children, and more likely to have better contraception knowledge and use when compared to those not receiving healthcare subsidy. Tubal ligation and oral pills were most used. Subsidy and education were key predictors of family planning uptake.
	Provide healthcare subsidies and improved public and private sector partnerships to improve reproductive health outcomes; advocate further studies in both rural and urban settings concurrent with the introduction of universal subsidies in order to facilitate development of effective and acceptable programs with measurable outcomes.

	Rakhshani
2002
Knowledge, attitude and practice of Afghan refugee women residing in Zahedan about family planning
	Iran (Zahedan)
	Quantitative (Descriptive cross-sectional)
	Structured interviews with married Afghan refugee women (n=397) using a knowledge-attitude-practice (KAP) questionnaire
	Low awareness and usage of contraception methods, 48.6% percent were using no contraception; Unwanted pregnancy was reported by 20.4%; 51.8% believed it was important to have a son in the family, and 57.3% thought it was necessary for daughters to get married early. 40% had experience of. 41% believed that it was not possible to fall pregnant while breastfeeding. Age of marriage and pregnancy was low, and there was high rate of pregnancy and illiteracy. Most Afghan refugee women had knowledge about oral contraceptives, and they most commonly used oral and injectable contraception. Some had no contraception use due to intention to have more children, being pregnant or husband’s disagreement. Unwanted pregnancies were mainly due to improper use of contraception. There was a significant relationship between knowledge, attitude, practice with literacy, husband’s literacy, ethnicity, and their religion (P<0.001). 
	Provide culturally sensitive education and family planning services; address male opposition and gender norms; offer free or subsidized contraceptives.

	Riggs
2020
Afghan families and health professionals access to health information during and after pregnancy
	Australia (Melbourne)
	Qualitative (Exploratory)
	Semi-structured interviews with Afghan parents (n=16 mothers and n=14 fathers) and health professionals (n=34)
	Verbal communication with a health professional with interpreters was preferred, but access to dialect-appropriate interpreters was limited. Written materials were inconsistently available, and health professionals occasionally used pictures to support explanations. Health literacy, previous education, cost of childbirth education classes and fear of community gossip was reported as system and individual-level facilitators and barriers to reproductive health outcomes.
	Health professionals need to be supported with adequate alternatives to written information and access to appropriate interpreters; clarify healthcare roles and pathways for Afghan families.

	Russo
2015
A qualitative exploration of the emotional wellbeing and support needs of new mothers from Afghanistan living in Melbourne, Australia
	Australia (Melbourne)
	Qualitative 
	Two focus groups and 10 in-depth interviews with Afghan women (n=38 Dari/Hazaragi speakers), supported by a bicultural worker
	Participants consistently discussed experiencing emotional challenges following birth, identifying symptoms commonly associated with postnatal depression. Women largely attributed this emotional state to separation from family and culture of collective caring, leading to loneliness, isolation, and disconnection. Different postpartum experiences due to separation from traditional practices (10–40-day post-birth rest period, the assistance of female kin and/or a local community birth attendant, ritual celebrations at the end of the rest period, and traditional foods). Participants expressed resistance towards professional support due to cultural stigma associated with mental illness. Partner support was seen to be positive but difficult to negotiate. Religion, strong relationship with child, forming friendships, education, and utilising childcare were identified as positive influences on the emotional wellbeing of women.                             
	Invest in culturally appropriate, community-based mental health models; reduce stigma and enhance informal social support mechanisms. Findings confirm the need for innovative community-based models to support the mental health of Afghan women. This is particularly pertinent given the identified hesitations around discussing emotional wellbeing with healthcare professionals. Further research and investment is required in this area

	Russo
2020
Family planning and Afghan refugee women and men living in Melbourne Australia - new opportunities and transcultural tensions
	Australia (Melbourne)
	Qualitative (Community-based participatory research)
	Six focus groups and 20 semi-structured interviews with Afghan women (n=28) and men (n=29) conducted between 2016 – 2017, in-language if preferred
	The majority of participants indicated a preference for two or three children and were open to using modern contraception. However, many women described experiencing negative side effects when using hormone-based contraception and expressed difficulty negotiating condom use with their husbands as an alternative. Some women described how these difficulties resulted in inconsistent contraceptive practices and, at times, unintended pregnancy. Participants recognised that health professionals have an important role in addressing their family planning needs. It was highlighted that Afghan women and men are changing in relation to their family planning beliefs and practices, and the opportunities, challenges and transcultural tensions they experience as they navigate these issues in Australia.
	By gaining further insights and understanding of where family planning opportunities, challenges and points of tension are, health professionals can start to navigate this territory, alongside them, with greater sensitivity.

	Sadeghi
2017
Effect of educational intervention based on health promotion model (HPM) on promoting behaviour in safe delivery among Afghani pregnant women refugees in Sirjan, Iran
	Iran 
(Sirjan)
	Quantitative (Quasi-experimental)
	Pre- and post-intervention surveys with Afghan pregnant women (Total n=120, intervention n=60, control n=60); structured questionnaire using Health Promotion Models (HPM) constructs, conducted in 2016
	The average scores of both groups indicated that health-promoting behavior, perceived self-efficacy, perceived barriers, perceived benefits, perceived social support and interpersonal norms, had no meaningful differences before the intervention. But after education, the average scores of all variables increased meaningfully in the intervention group (P<0.001). But there was no increase or significant difference in the control group (Safe delivery behavior in the intervention group increased from 23% to 57% after the educational intervention)
	Use HPM for education programs can be used to improve the safe delivery in Afghan women.

	Shaikh
2004
Census survey for a primary health care programme
	Pakistan (Karachi – Sikanderabad)
	Quantitative (Census-based needs assessment)
	Census of 2,033 households in squatter settlement near PHC center; structured questionnaire administered by medical students
	High fertility rate reported. 53% of population under 15 years among predominantly Afghan and Pathan population. Overcrowding, poor literacy, lack of education and unavailability of family planning facilities, strict observance of parda by the females of Sikanderabad, meaning they were unable to seek health care and educational facilities according to their needs. The main population of Sikanderabad is made up of Pathans - a cultural group where the practice of modern methods of contraception is likely to be less and is generally considered to be inappropriate
	Emphasis on prioritising maternal and childcare, including antenatal and postnatal care and family planning 

	Sharma
2024
“When a story gets a face…”. Visual elicitation of Serbian perspectives on Afghan refugee women’s maternity experiences in Serbia
	Serbia
	Qualitative 
(Visual elicitation and thematic analysis)
	Online survey of Serbian health professionals and members of women’s Civil Society Organisation (CSO) members (n=38) using a co-produced webcomic, data collected between September to October 2022
	Participants had low prior awareness of Afghan refugee women's perinatal challenges. Most (27, 71%) described themselves as having no or little awareness of the experiences of Afghan women around the childbearing time, prior to viewing the webcomic, and the majority (31, 82%) said their awareness had increased quite a lot or a lot. Just over half of the respondents (20, 53%) thought that it is very important that maternal health providers understand the experiences of Afghan women around the childbearing time, with all others except one stating that it is quite important for Serbian maternal health providers to understand these experiences (17, 45%). Visual tool (webcomic) raised empathy and understanding. Key themes included inadequate care, postnatal care gaps, hardship, and solidarity. 
	Use visual methods like webcomics can play a valuable role in increasing empathy and awareness of refugee women’s perinatal experiences among citizens; integrate cultural understanding into provider training and community advocacy.

	Sharma
2024
The nexus between maternity care and bordering practices_ A qualitative study of provider perspectives on maternal healthcare provision for Afghan women migrating through Serbia to Western Europe
	Serbia
	Qualitative (Thematic analysis using Critical Border Studies lens)
	Semi-structured interviews (n=21) with perinatal care and support providers for Afghan women in Serbia, conducted between August 2021 to October 2022
	Bordering practices and legal exclusions shaped the provision of maternity care, especially for Afghan women not living in formal camps. Five themes emerged around mobility, access, risk, and constant change. There is an NGO and some support and programs are available (for example the Mother and Baby Corner), but generally participants noted that Serbia’s health system is underfunded and not prepared for refugees, yet women expected similar healthcare as in the EU.
	Non-exclusionary systems of care are needed to ensure women on the move receive adequate maternity support. Develop inclusive maternity systems not contingent on legal status; recognize how geopolitical borders affect health access and design responsive health policies.

	Tober
2006
Fewer children, better life or as many as God wants- Family planning among low-income Iranian and Afghan refugee families in Isfahan, Iran
	Iran 
(Isfahan)
	Qualitative ethnographic
	Fieldwork from 2001–2004 and semi-structured interviews (n=101) with Afghan refugees and Iranian families; and interviews (n=20) with health workers, physicians, and health officials; and participant observation
	Hazaras were divided on the use of contraception. Nurses explained that longer-lasting methods that they do not have to worry about will work better for them. Pashtun were least likely to use family planning; There were many children in Afghan refugee families. In particular, rurally settled Pashtuns, were less likely to use family planning than Iranians due to cultural norms, limited autonomy, and religious interpretations. Iranian women embraced the national slogan ‘Fewer Children, Better Life.’ Differences in perception were shaped by ethnicity, sect (Shi’a vs. Sunni), and marginalization. Some factors influencing: Hazara women's fear that husbands would take a second wife if woman did not bring more babies; and those who used contraception used injectable ampul secretly so could not be detected by husbands. Nurses reported on skills of Afghan women and that will not use the pill properly and cannot get their husbands to use condoms; there were little or no primary education, Pashtun cultural identity of wanting many kids, and against Islam to prevent. Some continued having children until they had a son; there was report of bride price, and women having children to help alleviate husband's depression from effects of war eg death of a child.
	Tailor family planning promotion strategies to different ethnic and cultural contexts; use community-based education; address power dynamics in reproductive decision-making; employ trusted community members as educators.

	Tran
2021
A Denver Refugee Clinic Blood Lead Level Analysis in Refugee Females of Reproductive Age, 13–45 years, 2014–2019
	USA 
(Denver, Colorado)
	Quantitative (Retrospective quality improvement)
	Analysis of blood lead level (BLL) data from refugee women (Total n=312, Afghan women n=53) who attended Denver community health center from August 2014 – March 2019
	5% of refugee females of reproductive age had elevated BLLs (≥5 mcg/dL). Afghani origin was significantly associated with higher BLLs (PR: 6.90, p < 0.0001), even after adjusting for age. Pregnant refugees also showed elevated BLLs.
	All Afghan refugee females of reproductive age should be screened for BLLs at initial health checks, regardless of pregnancy or breastfeeding status. 

	Ussher
2017
Negotiating Discourses of Shame, Secrecy, and Silence_ Migrant and Refugee Women’s Experiences of Sexual Embodiment
	Australia and Canada
	Qualitative (Intersectional thematic analysis)
	interviews and focus groups with migrant and refugee women (n=169) including Afghans (n=35) between July 2014 to March 2016
	Across cultural groups, dominant discourses of sexual shame, secrecy, and lack of agency were pervasive. Women showed resilience and negotiated degrees of sexual agency while maintaining cultural/religious identity. A number of women reported that contraception was forbidden within their religion, as women were expected to bear children, suggesting that contraception use would be associated with shame:‘‘ To reject having a baby is forbidden in Islam’’ (Afghani, age 20) AND Others said that they needed permission from their husband: ‘‘I think the men should decide…in our culture every decision…you have to get permission from the male’’ (Afghani, age 28); AND ‘‘taking a pill every day will get to your blood’’ (Afghani focus group), which ‘‘may damage your next baby…it may affect the next generation’’ (Afghani, age 28) AND ‘it creates a whole lot of other damages’’ (Afghani focus group)
There was low use of contraception and unwanted pregnancies. Barriers included limited SRH knowledge, cultural stigma, and limited autonomy in fertility control. 
Not using contraception: One of the consequences of poor or incorrect knowledge was unwanted pregnancy. For example, an Afghani focus group participant told us, ‘‘two of my children are a mistake.’ 
Some women talked of seeking contraceptive advise from ‘‘older women in the community’’ (Afghani focus group), AND many women wanted more sexual and reproductive health information, such as [name] (Afghani, age 23).
	Deliver culturally safe, rights-based sexual health education and services; address intersecting influences of culture, gender, and migration in promoting women’s sexual wellbeing and autonomy.

	Wahidi
2016
Fatherhood in a New Country - A Qualitative Study Exploring the Experiences of Afghan Men and Implications for Health Services
	Australia (Melbourne)
	Qualitative (Interviews and focus groups)
	Interviews with Afghan men (n=14), women (n=16), and health professionals (n=34) conducted by Afghan community researchers.
	Afghan men supported partners during pregnancy and postnatal care (transport, language). Despite their involvement, men’s concerns were rarely addressed by healthcare providers. Services focused narrowly on women, overlooking men’s social and emotional needs. Perinatal health professionals queried whether it was their role to meet the needs of men.
	Antenatal and postnatal care to encompass a broader preventive and primary care approach to supporting refugee families through the period of pregnancy and early years of parenting. Pregnancy and postnatal care to be tailored to the social and psychological needs of families of refugee background, including men, and incorporate appropriate language support, in order to improve child and family health outcomes

	Worabo
2024
It's different here Afghan refugee maternal health experiences in the United States
	USA 
(South Texas)
	Qualitative (Descriptive content analysis)
	Semi-structured interviews (n=20) with Afghan refugee women who gave birth in the US within the past 2 years
	Participants shared positive experiences but also expressed uncertainty from poor outcomes. Factors included language (not knowing the language, preference for husband to interpret, keeping things to themselves), gender preferences and health information seeking (Not comfortable with males in the room, shameful topics to talk about, seek female family’s advice), relationship with husband (Husband being the biggest support, consulting husband first), transportation, responsibility with childcare, un/familiarity with US maternity system, health professional satisfaction, and financial stress. Cultural values shaped communication and care-seeking behaviour. 
	Tailor maternity care to Afghan women’s cultural needs. The voices of Afghan women should guide healthcare providers in delivering patient-centered, culturally sensitive maternity care that promotes healthy families and communities.

	Yelland
2014
How do Australian maternity and early childhood health services identify and respond to the settlement experience and social context of refugee background families
	Australia (Melbourne)
	Qualitative (Participatory)
	Interviews with Afghan parents (n=30), interviews/focus groups with health professionals (n=34) between 
	Afghan women and men reported significant social hardship during the period before and after having a baby in Australia but were rarely asked about their social health by maternity and early childhood services. Most health professionals recognised that knowledge and understanding of their client’s migration history and social circumstances was relevant to the provision of high-quality care. However, inquiring about refugee background, and responding to non-clinical needs of refugee families was challenging for many health professionals. Factors that made it more difficult for health professionals to engage with Afghan families in pregnancy included limited understanding of the context of migration, dependency of many Afghan women on their husband for interpreting, short appointments, and the high likelihood of seeing different health professionals at each antenatal visit. Community-based maternal and child health nurses had more scope to work with interpreters, and build relationships with families, providing a stronger foundation for identifying and responding to complex social circumstances.
	The limited capacity of public maternity services to identify families of refugee backgrounds and provide tailored service responses are contributing to inequitable maternal and child health outcomes for families of refugee background. 

	Yelland
2016

Compromised communication - a qualitative study exploring Afghan families and health professionals' experience of interpreting support in Australian maternity care
	Australia (Victoria)
	Qualitative 
	Interviews with Afghan women (n=16), Afghan men(n=14), midwives (n=10), doctors (n=5), and health professionals (n=19)
	Language barriers and inconsistent interpreter use compromised maternity care. Midwife and medical informants concurred that accredited interpreters are generally booked for the first pregnancy visit, but not routinely used for other appointments. Very few Afghan participants reported access to on-site interpreters. Men commonly interpreted for their wives. Provider difficulties managing interpreter-mediated care contributed to inequity. There was minimal professional interpreting support for imaging and pathology screening appointments or during labour and birth. Health professionals noted challenges in negotiating interpreting services when men were insistent on providing language support for their wives. Failure to engage interpreters was apparent even when accredited interpreters were available and at no cost to the client or provider.
	Improving identification of language needs at point of entry into healthcare, developing innovative ways to engage interpreters as integral members of multidisciplinary healthcare teams and building health professionals’ capacity to respond to language needs are critical to reducing social inequalities in maternal and child health outcomes for refugee and other migrant populations.

	Yeo
2024
A qualitative study exploring the factors influencing maternal healthcare access and utilization among Muslim refugee women resettled in the United States
	USA
	Qualitative (Content analysis using Social Cognitive Theory)
	In-depth interviews with Muslim refugee women (n=17) including Afghan women (n=8) using semi-structured guides between May and December 2022, available in-language
	Access to and utilization of maternal healthcare were influenced by micro-level (attitudes, skills), meso-level (cultural norms, social support, provider traits), and macro-level (health system complexity, insurance) factors. Language and navigation challenges were critical. Some of the factors reported by Afghan women included: Only seeking care when sick; Low life skills and illiteracy (It appeared that some illiterate women, particularly those from rural areas, lacked basic life skills. For instance, they were unfamiliar with maps and had little idea how to use them, which may hinder their ability to navigate their way to a clinic or hospital); Preference towards female health care provider and interpreters (Except for one woman, all women (including Afghans) preferred female health care providers and were all seen by female health care providers); Cultural norms about birth control and family planning (the decision seems to be dominated by men or other family members rather than women);  Other support, such as making an appointment or providing training to navigate life in the country, appeared to vary; lack of awareness of specific coverage and entitlements.  

All women had Medicaid insurance and did not pay out of pocket for maternal care services, but they did not have knowledge of other complementary services or frequency of coverage.
	A more nuanced understanding of refugee maternal health is required, as are more tailored programs for the most vulnerable groups of refugee women.

	Yoosefi Lebni
2022
Exploring the Challenges of Afghan Refugee Women Facing COVID-19 - A Qualitative Study in Iran
	Iran 
(Tehran)
	Qualitative 
	Semi-structured interviews with Afghan refugee women (n=30) in-language?
	Main challenges included low COVID-19 knowledge, reduced access to birth control, reduced access to care due to fear of COVID-19, poor nutrition due to reduced income during COVID, home births, intensified family violence, economic hardship, health service injustice, and burial challenges. Structural vulnerability heightened physical and psychological risks during the pandemic.
	Social and health institutions and organizations to provide more support to these women so that they can protect their health and that of their families against COVID-19 and the damage caused by it



