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Abstract

Maternal health outcomes in Central and Easteroggu{CEE) compare unfavorable with those in Weskarrope, despite
macro-indicators that suggest well-designed matear@ systems. However, macro-indicators at tiséegy level only capture
capacity, funding and utilization of care and i fictual allocation of financial and human resesirthe quality of care and
access to it. It is these latter which are probtamia the CEE region. In this study service-rethtadicators of access to
maternal care in CEE are examined. These includiadnlity, appropriateness, affordability, apprbability and acceptability
of maternal care.

This study uses a qualitative systematic literatexéew, analyzing information of peer-reviewed@des published since 2004.
Other inclusion criteria included language, settamgd publication purpose. The included articlesewanalyzed using a
framework analysis technique and quality was assiegsing standardized evaluation checklists.

Results indicate improvements in maternal care. él@w availability of care is limited by outdatequgoment and training

curricula, and the lack of professionals and phaeuticals. Geographical distance to healthcaretitishs, inappropriate

communication of providers and waiting times are thain approachability barriers. Some mothers wer@ware of the

importance of care or are discouraged to utilizeltheare services because of cultural aspectsliysirmamajor barrier in

accessing maternal care in the CEE is the inahditay for it.

Our findings indicate that major gaps in evidenxisteand that more representative and better gquaddita should be collected.
Governments in CEE countries need to establishiable system for measuring and monitoring a slétalet of indicators, as
well as deal with the general social and economiblpm of informality. Medical curricula in the CEtgion need to be
overhauled and there should be a focus on improthiegallocation of medical staff and institutiors \&ell as protecting

vulnerable population groups to ensure universeg¢ssto care.
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1. Introduction

The maternal mortality ratio (MMR) in the WHO Eueam Region compares favorably with that in othetspaf the world,
such as South-East Asia and Africa (18 versus 180580 maternal deaths per 100,000 live birthseesgely, estimates for
2013) (WHO, 2014). This aggregated indicator howeawasks substantial disparities across the Europeantries and hides
the relatively high rates in Central and Eastemmofean (CEE) countries (UN, 2011; UNFPA, 2009)Albania, Armenia and
Georgia, the MMR estimates for 2013 amount to 30v#iernal deaths per 100,000 live births (WHO, 20Within the
European Union (EU), the MMR in countries such amhry, Latvia and Romania is about 2-4 times highan the EU
average (estimated to be 8 maternal deaths pe@dMave births in 2013) (WHO, 2014). A higher MM#®t only indicates the
more frequent occurrence of a tragic event but alggnests shortcomings in the maternal care sy@emvier-Colle et al,

2012; Wildman et al, 2004; Maruthappu et al, 2015).

Despite the higher maternal mortality in much oé ®6EE region compared with Western Europe, mangraona
indicators of maternal health care are similar ardm to suggest that maternal care systems in ©HEtries are well-
resourced. Macro-level indicators provide a broadupe of health through aggregate measures tleatiseful in monitoring
health trends and inequalities (Masseria et ab7P0CEE countries score well on macro-indicatoichsas coverage of prenatal
care (more than 95% of the pregnant women havitegat one visit to a prenatal care provider)sgnee of a skilled attendant
at birth (virtually always) and adequate availipibf emergency obstetric care (on average 4ifesiper 500,000 inhabitants)
(UN, 2011; UNFPA, 2009). CEE countries also spemtenon health care than many low-income counglsswhere in the
world. The contradiction between the relativelgthMMR and seemingly favorable health system indisain the CEE region
is not surprising since the above indicators arlymerate capacity, funding and utilization of maeé care, but provide no
information on the quality of care and the barrigraccess, which have been identified as majadolenas in CEE countries
(UNFPA, 2009).

Another drawback of the macro-indicators in the QEfion concerns misreported or underreported (&fibmoth et
al., 2012; UNFPA, 2009). Owing to this, the realaiion in the CEE maternal care systems cannéllyeunderstood if only
macro-indicators are taken into account (Columbial.e 2010). The use of micro-level indicatorssefvice quality and access
is needed in addition to macro-level indicators docomprehensive assessment of healthcare provisitronly in the CEE

region but also worldwide (Kelley and Hurst, 200@10, 2006; WHO 2011).



This study analyzes the barriers to accessing adeqguaternal care in CEE countries. For this pwrpibsystematically
reviews the empirical evidence on this topic frob®2 to 2016. Following the framework of Levesqug2013), we distinguish
five aspects of access:

- availability, which reflects the geographical Idoat distribution and number of healthcare sengots, opening hours,
services or providers that the patients can chivose

- appropriateness, which refers to the technical fnofessional aspects of care and their adequazywhat services are
provided and how they are provided,;

- affordability, which refers to patient paymentscliding various types of out-of-pocket paymentst blso indirect
payments that make care less affordable and licaitss to services;

- approachability, which reflects the awareness afise availability, transparency and informatiorgaeding available
treatments and services;

- acceptability, which refers to cultural, traditibreand informational aspects that determine whetmstitutionalized care is
accepted by individuals, as well as whether and bften the care being available, accessible anorddble will be
demanded.

We systematically searched for empirical studiesnaternal care in CEE countries that cover at leastof the above
aspects of access. The countries selected fordhisw are the countries of the WHO European redpeated in CEE, but
excluding the Central Asian countries because eff thpecific organization and outcomes in mateoaak. Thus, the review
includes Albania, Armenia, Azerbaijan, Belarus, Basand Herzegovina, Bulgaria, Croatia, Czech Répubstonia, Georgia,
Hungary, Latvia, Lithuania, Kosovo, Macedonia, Mnld, Montenegro, Poland, Russian Federation, Se8bhaakia, Slovenia
and Ukraine. The five aspects of access are usttames according to which we extracted and cladsiElevant information
from the publications included in the review. Thile study provides evidence to understand thd@imings in CEE maternal
care systems and in particular the barriers tossctigat exist in this region. This topic has natrbaddressed in a systematic
literature review before. It also identifies gapsour knowledge on maternity care in the CEE regionally, the review might
help in defining access-related indicators for @&issessment of maternal care provision not onlyEE €ountries but also in

other parts of the world.



2. Methods

This study applied the method of a qualitative exyedtic literature review to outline the evidenceaoness to maternal care in
CEE countries. By identifying and synthesizing évailable evidence based on the framework outlates/e, this study design
allowed us to gain in-depth insights into the coempproblem of accessing adequate maternal careEl ¢untries and to
outline research gaps in the field.

For the selection of relevant publications, a systic approach was followed. The literature wasdly searched in
May 2014 using six databases/search engines,ngtaxith PubMed and being expanded to EBSCO HOSNAEIL plus),
Global Health, Popline, and EMBASE, in order toumesthat all relevant articles were identified aavg time period of the
preceding 10 years (2004-2014). The search wasitegphe January 2016 to check for new articlesiphbt in 2014-2016.

The main keywords that were used for the articlra@dewere: maternal care, access and CEE. Thesekds were
chosen as they were in line with the main concepthe research objective. These keywords were irsdiferent variations
and combinations. Various keywords chains wereetesd identify the one that gave the most effectesults (with a low
number of irrelevant publications). The final keyd® chain used in the systematic literature searc@914 in PubMed with

titles/abstracts filter was as follows:

((((("Maternal Health Services"[Mesh]) OR *natal ORrenatal Care"[Mesh] OR Matern* OR "Reproductitiealth
services"[Mesh] OR Reproductive health care [TRlestract]) AND ("Europe, Eastern"[Mesh] OR "USSR'§bh] OR Albania
OR Baltic States OR Latvia OR Lithuania OR Estobi® Bosnia and Herzegovina OR Bulgaria OR Croatia Ofech
Republic OR Hungary OR Kosovo OR Macedonia OR MaldoR Montenegro OR Poland OR Romania OR Belarus O
Russia OR Serbia OR Slovakia OR Slovenia OR Ukr@iReArmenia OR Azerbaijan OR Georgia OR CEE OR iRuss
Federation OR Eastern Europe OR Yugoslavia) ANRdss OR availab* OR affordab* OR approachab* ORegtability OR
appropriat* OR informal payment* OR payment* OR ofipocket OR autonomy OR utilization OR utilisa}jp AND “last 10

years"[PDat]) AND English [Language] AND ("2004"[@& - Publication] : "2014"[Date — Publication]).

The final keywords chain used in the systematéarditure search in 2016 in PubMed was identicah&b in 2014 but

with an adjusted limitation for the date of pubtioa. The same for the search in the other datalsessrch engines.



The search strategy in EBSCO HOST (CINAHL) consisté the same keywords chain but was adjusted ¢o th
requirements in the search engine using the fiélabstracts or titles. The database Global Heaklk reviewed in all fields
following the given keywords chain and adjustedh® database-specific search engine. The same keywbain with extra
stratification for the European region was appliedhe Popline database. The search in EMBASE eghseveral inclusion
criteria, such as English language and reachl@stitbstracts.

Publication selection criteria included the folloi (1) only English language publications; literat in other
languages was excluded; (2) only peer-reviewedlestto assure the quality of the evidence reviei@dnly publications that
referred to geographical settings in the CEE redidnonly articles published in the period 2004:20n the first search in May
2014, and published in 2014-2016 in the secondckeisr January 2016, to gather the most up-to-datermation. The
relevance of the literature sources that focus atemal care access in the region was considerkfldged by the researchers.
Additionally, the reference lists of the collectigrature were reviewed to gather additional ralgvsources that had been
missed in the database search. The same inclusibmetevance criteria were applied. Two articless@hijevic et al., 2014;
Stepurko et al., 2013) co-authored by researchdigiteam, were indicated as ‘golden hits’ priothie review.

The content of the selected publications that mietligibility criteria was then reviewed. Firstsgential information
from each publication was summarized, then categdriand clustered according to the aspects of samattined above.
Information on study characteristics was also ext@ Finally, the publication characteristics éindings were synthesized in
the form of tables and further analyzed qualitdgiv®y pooling the results. The key findings wersaapresented in a narrative
manner.

The quality of the publications was assessed usiagdardized evaluation checklists. The checkligse developed
based on the CASP (qualitative) and EPHPP (quémélaquality appraisal tool checklists, which wedapted for the needs of
the review. Specifically, the validity and reliabjlof the publications was assessed by analyzihgresthe sources came from,
whether the source was valid and whether they fegh Ipeer reviewed (Gordis, 2009). Further assedsoniéeria included
questioning research objectives on which the study based and if the problem was clear, logicaliyes and appropriately
supported by the literature. Lastly, questionsrreféto whether there could be another explandtorthe relations between
variables, and if the findings of a study were afile to other settings and populations (Wood,620@/e also checked the

quality of our review using the Prisma 2009 chetKlsee Appendix A).



3. Results

The literature search in May 2014 yielded an ihlisa of 357 articles in PubMed that provided 2fevant articles after the first
screening of title and abstract. After the secamdening based on the full text, 15 articles wetained. The search in the other
databases also provided some relevant publicatiBBECO HOST - CINAHL plus (7 out of 57 articles)JoBal Health
database (9 out of 63 articles), Popline databaseit of 12 articles), EMBASE (10 out of 174 ari). However, only one of
the articles found in these databases was diffdrent the articles identified in PubMed and waseatitb the database. After
reviewing the reference lists of the 16 articlesnfd through the databases, 2 additional articles wdded, based on the same
inclusion criteria. Thus, in total 18 articles ntké inclusion criteria and were included in therkiture review. The second
search in January 2016 covering the time-periodtZT16 resulted in three additional articles. Feglimpresents a flow chart of
the systematic literature search.

The two articles suggested as ‘golden hits’ prithe review appeared during the search in 2014naaidthed the
inclusion criteria. This suggests that the seattdtegy was adequate. A detailed description ofdtiieles can be found in
Appendix B. In the next section, the key charastes of the articles are presented, followed Impaative description of their
findings related to availability, appropriatenesdfordability, approachability and acceptability ofaternal care in CEE

countries.

General description of the selected articles and quality assessment

The overall characteristics of the articles incllidie the review are presented in Table 1. The tablews that most articles
(67%) were published between 2009 and 2014, indigaip-to-date results and an increased intereshentopic. Despite
searching for publications in the entire CEE rediased on all selected countries (see Introductiom)eligible studies were
found for Armenia, Bosnia and Herzegovina, Crodtia, Czech Republic, Estonia, Latvia, Moldova, Mowgro, Slovakia and
Slovenia. This suggests that up-to-date evidenc¢hisntopic is lacking for a large part of the CE&untries. Most of the
evidence (71% of the studies reviewed) comes flwnQEE countries outside the EU. The majority ef dlata were collected

in healthcare organization settings while one eomemtry study does not mention any specific sgttiMore than half of the



publications directly aimed to examine the qualdgcess and/or patient payments for maternal caile wthers provide a
general view of maternal health service in CEE taes

Table 2 provides a summary of the methods of dalization and analysis used in the 21 articleswshg that a
gualitative study design was most often used. Thdies mainly includes mothers, healthcare profesds and to a lesser
extent key informants and secondary data sourdessample size ranged from a few dozen to a fewstnad participants, but
most studies include less than 100 participants, tdutheir qualitative approach. About 20% of thedes are narrative and
systematic literature reviews. The systematic resieover a diversity of issues and settings, andhatoinclude all studies
reviewed here. Interviews are the main data catlectource in non-review studies. About 30% ofghelies use questionnaires
or existing datasets. Table 2 also displays the diaalysis approaches that were applied.

The studies were appraised for internal and extenadality and reliability, based on the CASP appaa checklist for
qualitative studies and the EPHPP appraisal credkli quantitative studies. Only two qualitatitedies were found to be of
high quality (Arsenijevic et al., 2014; Janevicatt, 2011), while the rest was mostly of a mediwwvel of quality. Four
qualitative studies scored poorly on the checldisé to insufficient information (Straus et al., 30Homan et al., 2010;
Parkhurst, Penn-Kekana, et al., 2005; Parkhuratjdbhevski et al., 2005). No qualitative study added ethical questions or
the researcher’s role in the study. Quantitatiugliss mostly applied cross-sectional study desfgos-experimental designs),
leading to a lower quality score for these studi¢swever, the data analysis methods and validdgyds were also poorly
addressed in some of these publications, whicthdéuatowered their quality score. Articles reportioig mixed method studies
were appraised stepwise, i.e. the qualitative arahtitative part were assessed separately. Vakdlitymethodological aspects
in these studies were often poorly addressed ed itab positively by the authors in terms of gyalknother weakness was the
lack of discussion of study limitations and metHodg. Overall, the lack of transparency regardihg tesearch methods

applied was a key problem in the studies reviewstch however did not necessarily mean poor studlity.

Availability of maternal care

On the availability of adequate maternal care, dhticles reviewed suggest that most CEE countrde® fporoblems with
geographical accessibility of adequate servicepitéethegeographic diversity of these countrigsg. Parkhurst, Penn-Kekana, et

al., 2005). Such problems are reported in 70% ef dlticles. It should be noted however that evideao this issue is
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controversial. While for example in Serbia the maaé wards are spread all over the country andlabai even in small
villages (Arsenijevic et al., 2014), in Kosovo timaternal care provision is irregular, vehicle ovehgp in rural areas is rare and
transportation facilities between rural and urbasaa are lacking (Straus et al.,, 2013; Homan et28ll0). However, that
maternal wards are well distributed throughoutdhtre territory of Serbia does not ensure thasextVices offered are adequate
and of good quality. In Russia, although accessilfilas improved, geographical access to careria mareas can be difficult
(Shuvalova, 2015). Women living in rural areas imefbaijan and Ukraine are often late in seekingemat care due to
transportation problems (Stepurko et al., 2013;ibtah 2011). Lithuanians from Kaunas report mindstahce and time
barriers for visits but also indicate problems tlméusy work schedules of health professionals égane et al., 2009). Roma
populations in the Balkan countries (as has beeunrdented for Albania, Macedonia and Bulgaria) ofi@ee geographical
accessibility problems. This primarily refers tetlack of health professionals in the Roma setttasmand emergency care
providers refusing to travel to their place of desice (Colombini et al., 2012). However, as we digcuss below, challenges of
geographical accessibility tend to pale in comperigith the socio-economic factors that providerieas to approachability
and affordability. Accessibility problems in Belarare relatively minor due to the increased natibealthcare expenditure, but
transportation in case of emergency is still protatic (Danilovich, 2010).

In addition to problems with the availability ofrsies, problems related to waiting times are atgmworted. Serbian
women face time-related problems regarding refgrrahich they have to show in order to be admiitehaternity wards, but
referrals expire after a while and are often owdatue to the unpredictability of childbirth (Argenic et al., 2014). Women in
some CEE countries (e.g. Serbia and Russia) newaitdfor a free bed or necessary medical proced(#esenijevic et al.,
2014; Larivaara, 2012). However, Roma women in Balkountries frequently have to wait longer thamet due to their

ethnicity (Janevic et al., 2011).

Appropriateness of maternal care

Another problem in maternal care in CEE countrgethie unavailability of appropriate maternal caeviges. For example, in
Russia, evidence based up-to-date maternal camadsically absent especially in rural areas dua tack of diffusion of new

knowledge among professionals. Even students aightao work in an old-fashioned manner (Danichewtkal., 2008).
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Overall, the availability of adequate care is lidk® the education of health professionals and whericula are outdated,
professionals are unable to contribute to the imgment of services they provide (Karimova et abQ?). Substandard and
outdated care in CEE countries (e.g. Russia, SardaUkraine) includes performing routine enemaysiy and recruitment
bed position (Arsenijevic et al., 2014; Danishewvskial. 2006; Stepurko, 2013). A study in Serbgodhdicates an overall
unavailability of skilled nurses who could help thethers with immediate breastfeeding (Arsenijetial., 2014).

Some improvements have however been observed @ntrgears, mostly as a result of international qutsj. For
example, in some urban health facilities in Ukraimemen are offered a choice with regard to bidhposition, improved
facility conditions, easier access to necessaryicgs, occasional visits and partner’'s presencinguwhildbirth as well as
stimulation of breastfeeding (Stepurko et al., 9088nall-scale improvements in this direction agarted in other countries as
well, for example in Serbia (Arsenijevic et al.,120. Russia has undergone significant system clsaagd succeeded in
improving maternal healthcare system with an irmeea accessibility and quality evidenced by pesitthanges in maternal
and child health (more than 50% decrease in MMRuy&lova et al., 2015).

Another factor that hinders the availability of gdate maternal care in CEE countries relates tointb#icient
allocation of maternal care funding. Studies instauseport that about 10 years ago, there was erpmwision of maternal care
services, twice more midwifes than in Western Earapd an extensive infrastructure inherited fromS3bviet times, while still
having comparably poor health outcomes (ParkhDrajschevski et al., 2005; Parkhurst, Penn-Kekanal., 2005). However,
as reported in a recent article, there is a coralide decrease in MMR due to better trained meditzdf and introduction of
care standards. Furthermore, more than 20% of &agsopulation lives in rural areas, therefore, @eaneven distribution of
healthcare units in non-urbanized areas has |lédgooved availability of an appropriate care (SHava et al., 2015). At the
same time, public funds for necessary medicatioth mmodern equipment, especially in rural areas, iaseafficient. This
imbalanced resource allocation is reported not anlyRussia but also for example in Ukraine (Stepugk al., 2013;
Danishevski et al., 2006). Results from Kosovo alsow that the inefficient allocation of resourcesults in antenatal care
being available only in urban areas, a lack of darime services and limited primary care in ruraaar (Straus et al., 2013;

Homan et al., 2010).



Affordability of maternal care

The majority of the articles reviewed argue thdbralability of services is a key barrier to accegsmaternal care in CEE
countries. In many CEE countries, basic maternia sarvices are formally free of charge. In somentiies, however, formal
out-of-pocket payments are required for extra sestiln Poland for example, anesthesia and epglhaale to be fully paid out-
of-pocket (Mishtal, 2010). In addition, some popigla groups fail to obtain health insurance. Faaragle, the majority of the
Roma populations in the Balkan countries and 10%h@fpopulation in Russia (young mothers, migraats)being reported to
lack insurance coverage (Janevic et al, 2011; RaskhDanischevski, et al., 2005) and have to patemal care entirely out of
pocket (Colombini et al., 2012). In some CEE caestrmaternal care in general is not provided fiee ind women have to pay
formal charges. As a result, in 2003, maternal eaeess in Azerbaijan and Moldova depended on twdthvgradient (78%
out-of-pocket payments). Data from 2003 shows thainen in Georgia contributed up to 80% payments ajupocket.
Although the situation in these countries might enawproved during the years (no recent data fouadgrall the articles
suggest that in case of direct charges, maternatee become unaffordable for most women causamg mterruption or delay
(Belli et al., 2004). In the Balkan countries, li8erbia and Macedonia, additional charges at ltistitalized level exist for the
attendance of a ‘guest’ at birth (Arsenijevic et @014; Janevic et al., 2011). For the Roma mfmu, in particular, this
attendance seems to be extremely important, binigheable to pay, creates an unwillingness to Haedity-based births
(Janevic et al., 2011).

Informal payments are also prevalent in CEE ancosepan additional burden on poor population gromaking care
unaffordable (Mishtal, 2010). The reasons for thesmgments include low-paid medical staff and gapshaternal care funding
(Larivaara, 2012; Mishtal, 2010; Parkhurst, Danéscki, et al., 2005). A study in Poland reportssonial beliefs that access to
good services depends on the ability to ‘bribe’ltheare professionals (Mishtal, 2010). These infalrmayments seem to be
more common in the maternal sector due to the plnmature of care and the prolonged contact witdithheare providers
(Parkhurst, Penn-Kekana, et al., 2005). Belarusrteminor informal payments while such paymenésraported to be high in
Ukraine (Stepurko et al., 2013; Danilovich, 20M)omen have a rather negative attitude towards raonetformal payments,
but they do pay to avoid ‘substandard care’ ands&ure a child’s safety or quick access (Arsertjevial., 2014; Belli et al.,
2004; Larivaara, 2012; Stepurko et al., 2013). Thye®d specialists and necessary procedures cambegnaffordable for

people who cannot pay those informal costs (Stepetkal., 2013). In Ukraine, the amount of inforrpalyment is agreed
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through bargaining before birth to avoid inconvesies and is mostly paid to the obstetrician wherldivides the payment
among the hospital team present during the birtbp{8ko et al., 2013). In Hungary, the amount ébrimal payment is based

on income and education; therefore, people withdrigtatus appear to pay higher ‘prices’ (Bajilet212).

Approachability and acceptability of maternal care

In the studies reviewed, care acceptability proBl&mCEE countries are frequently attributed tdwal and ethnic differences.
Maternal care could be available and affordableidbabmetimes not accessible due to a variety yhadogical and individual
aspects including discrimination towards Roma wonfenreported in studies from Balkan countries, Romomen are often
denied services and have to give birth on their,omitich increases the risk of mortality (Colombétial., 2012; Janevic et al.,
2011). For example, in Bulgaria, Roma women haveritog their own consumables to the hospital wbileer women do not
have to do so. Discrimination is also a reasorvérbal abuse or denial of standard care for thasigrof women in healthcare
institutions. In Bulgaria, Roma women give birth@ipsy rooms’ with poor conditions. A discriminayoattitude toward Roma
women and a derogative attitude create stigma andecbarriers to the use of maternal care. Noghaicepted results in an
unwillingness to accept the care needed and prdlmngelay in seeking maternal care services (Coitoinet al., 2012; Janevic
et al., 2011). A recent study demonstrates a wmmésmagnitude of prenatal care underutilizatioRamania, which is mainly
due to demographic factors. The care that is adails unused by the most vulnerable groups ofespet the young, poor,
uneducated and members of ethnic minorities (Statial., 2014).

Psychological accessibility barriers also come frgmor communication and relationships between geidmals and
mothers even when the mothers do not belong t®Rtma populations. In Serbia for example, commuitinavith patients in
general is inadequate and derogative and provideks skills to interpret mothers’ needs and behavi@drsenijevic et al.,
2014). Poor bedside manners, disrespect for wonmivacy and cynical nicknames towards the motheesreported in other
countries as well, causing mistrust in the careviger (Larivaara, 2012; Colombini et al., 2012; &an et al., 2011; Parkhurst,
Penn-Kekana, et al., 2005).

Maternal care is also frequently expert-centeratitanhnically oriented, creating a distance inrtationship between
the physician and the expecting mother and leagiirgstions unanswered. For example, in Ukraine nanggwvomen experience

a lack of information about maternal services anithing in general, which pushes them to find answe blogs and other web-

10



based sources that are not always reliable (Steptrkl., 2013). Also in Russia, limits to womekisoowledge due to a lack of
information or generally low level of health litesaare reported as a barrier to accessing necessagrnal care (Graham,
2006). Even though the situation in Russia has avgnt, the most disadvantaged in this respect ar@rles living in remote
areas and/or being poor (Shuvalova et al., 2015).

Furthermore, the willingness of having a childnder equality and women’s autonomy is another ighae limits
maternal care acceptance and information seekingpfini et al., 2012; Habibov, 2011). A study irbAnia reports that
women receive maternal care at a lower level theewdnere in Europe, which is determined by womamgpowerment and
decision making at home. Roma women for examplenofack health education and are not always awktbeoneed for
maternal care (Sado, Spaho & Hotchkiss, 2014).eSim¢heir living environment the decision-makinga@omy is in the hands
of men and it is culturally acceptable to handlegmancy without a professional, the chances ofisgegikofessional care are
reduced (Colombini et al., 2012). Studies in Bedaaind Azerbaijan also indicated that lower edunag®ems to be a hindering

factor for seeking maternal care early (Danishegskil., 2006; Habibov, 2011).

4. Discussion and conclusions

The evidence obtained through our systematic titeeareview on barriers to accessing adequate nmeateare services in CEE
countries indicates a variety of access-relatedlpnes. These include problems with reaching thdtteme facility due to
distance, poor and derogative attitudes of progidématernal care and waiting times. Furthermibrere is a lack of evidence-
based care and in some instances, outdated equipmetack of pharmaceuticals. In some CEE couws)tdecess is limited by
mothers being unaware of the importance of care artliral aspects that discourage the utilizatidnhealth services.
Specifically, some population groups, such as Rumimen in the Balkans, are not well accepted bytheate providers and
face discrimination that limits their access toecatowever, a major barrier in accessing materaad o the CEE region is due
to the inability to pay for it. This widely prevalefinancial barrier can be seen in formal as wsllinformal out-of-pocket
payments.

It should be noted however that most of the studieshis topic have applied a qualitative desigd da not provide
nationally representative figures on the prevaleatebarriers to access. In addition, some studiewige contradictory

evidence. This is partly due to the ongoing refoamd changes. For example for the Russian Federa@olier studies reported
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substandard and outdated maternal care (Danichetski, 2008), while a more recent study repodedsignificant system
changes and improvements in maternal care (ShusaRB45). Furthermore, our review only included ljmaliions in English,
so that relevant articles in other languages wetéaken on board. There are also major gaps foryr@&EE countries for which
no studies were available. For those countriesvfoch we could identify previous work, some ofsthieginning to be outdated.
In view of these limitations, our findings cannat beneralized to the entire CEE region, but shaully be taken as an
indication of potential problems in accessing maécare.

Our findings indicate the major gaps in evidenca #xist and the need for the collection of moggresentative and
better quality dataThey also suggest the need for the further stremiply of research capacity in this part of Eurapeluding
the publication of research in international pesiiewed journals. Access-related indicators forabgessment of maternal care
provision could be sought in terms of the availghilappropriateness, affordability, approachapiltnd acceptability of
maternal care. The conceptual framework of Levesqug. (2013), which we applied in our search analysis of publications,
appears useful and relevant. Further researcheidedeto explore the relevance of alternative caineggrameworks and to
define a set of tangible evidence-based indicatbexcess that have policy relevance.

The systematic monitoring of these indicators cdddnstrumental for the acknowledgment of accesblpms in CEE
maternal care systems and could indicate relevaasdor improvement (Graham, 2006). The set dtatdrs that need to be
developed should be universal, to allow for crassatry comparisons and identification of progrdmg, also country-specific,
to allow for relevant assessment of maternal ctieeanational level. As indicated by our revieanme access-related problems,
such as geographical accessibility and affordgbdit care, are reported in several countries, wbtleer problems, such as
accessibility of Roma women to maternal care, aveengsountry-related. It is also important that ske¢ of indicators follows a
broader and more systematic approach toagsessment of maternal care as recommended bypyseawsearch (Countdown
Working Group on Health Policy and Health SysteRG08; Bhutta et al., 2010; Travis et al., 2004}i¢ators specifically
focused on access to maternal care among vulnegableps, such as ethnic minorities and poor wonskiould also be
considered.

Governments in CEE countries need to establishliable system for measuring and monitoring suitakdés of
indicators. As mentioned at the outset of this paggch systems are not yet in place, as misreportenderreported data in the
CEE maternal care sectors are still observed (Wthnet al., 2012,: UNFPA, 2009). The focus showd/éver not only be on

maternal care. Medical curricula in the CEE regieed to be overhauled to make sure that healtlessiohals are trained in

12



cultural sensitivity and interpersonal communicatskills. This will be especially important for dieg with problems such as
poor bedside manners and derogative communicaBonernments will also need to take the responsiliti deal with the

general social and economic problem of informatifywhich widespread informal patient payments aist pne expression.
Finally, governments in the region have to safegwainerable population groups, especially ethniwanities and those unable

to pay, by ensuring universal access to matermal ca
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Figure 1. Flow chart of the systematic literatuzarsh

Identification

Publications identified during ttinitial search in May 201

PubMed (n=357), EBSCO HOST - CINAHL plus (n=57)pt3dl Health database
(n=63), Popline database (n=12), EMBASE (n=174)

Screening

Publications included in the initiscreening (title/abstract screening) in May =z

PubMed (n=357), EBSCO HOST - CINAHL plus (n=57)pldl Health database
(n=63), Popline database (n=12), EMBASE (n=174)

Eligibility

Publications included in the secondary screening (full text screening) in May 2014

PubMed (n=29), EBSCO HOST - CINAHL plus (n=7), Global Health deaab
(n=9), Popline database (n=2), EMBASE (n=10)

Inclusion

Publications included in the final list for analysifter excluding duplicate
reviewing reference lists, and carrying out theoselcsearch in January 2016

PubMed (n=15), all others (n=1), reference list2jnsearch in Jan 2016 (n=3)

Table 1. Overall characteristics of the 21 artiahefuded in the review

Characteristic Number of Publication reference number

of the publication publications (%) (See Appendix C for reference list)
Year of publication
2014-2016 4 (19) [1; 19; 20; 21]
2009 - 2013 11 (52) [2,3,4,5,6,7,8 9,10,11, 12]
2004 - 2008 6 (29) [13, 14, 15, 16,17, 18]
Origin of the study
EU CEE countries 7 (29) [4,5,6,9,12, 14,2
(Bulgaria, Lithuania, Hungary, Poland, Romania,)
Non-EU CEE countries 17 (71) [1,2 3,4,6 7,8, 10, 11, 13, 14, 15, 1
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(Albania, Azerbaijan, Belarus, Georgia, Kosovo, ,

Macedonia, Russia, Serbia, Ukraine)

17,18, 19, 2!

Resear ch setting

Health care organization 13 (54) [1,2,7,9,10,11, 12,13, 14 15, 16, 19, 2
Rural areas and/or urban areas (e.g. households) 9 (38) [3,5,6,7,8, 16,17, 20, 21]
Other 1(4) (4]
Unclear 1(4) [14]
Study objective
To examine quality and/or access indicators andjor 12 (57) [1,8,3,5,18,6,7,9, 11, 12, 20, 21]
patient payments for maternity care
To construct a general view of the 7 (33) [4, 13, 14, 15 16, 17, 19]
reproductive/maternal health service situation
To explore the implementation of maternal health
guidelines 1(5) [2]
To implement family medicine based antenatal care
1(5) [10]

Table 2. Summary of the methods of data collectioth analysis used in the 21 articles reviewed

Characteristics

of the data collection

publications (%)

Number of

Publication r eference number

(See Appendix C for reference list)

Study design

Quialitative (interviews, open-ended questionnai
focus groups, consultation)

Quantitative (literature review, systematic litemat
review, cross-sectional)

Mixed method approach

Unclear

es,

7(32)

8 (36)

5 (23)

2 (9

[3,4, 6, 7, 10, 17, 18]

[5, 8,11, 12, 15,19, 20, 21]

[1,2,9,13, 16]

[14, 19]

Study population

—_
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Mothers, health care consumers 13 (37) [1,3,6,7,8,9,10, 11, 12, 15, 18, 20, 4
Health care providers 9 (26) [2,3,7,10, 13, 14, 15, 16, 18]
Key informants 6 (17) [2,3,7,13, 16, 17]
Review of published and unpublished literature 5(14) [1,4,16,17, 19]
Other 2 (6) [1,5]
Samplesize
Less than 100 respondents 6 (27) [1,2,3,6,7,13]
100-1000 respondents 6 (27) [9, 11, 12, 14, 18, 20]
More than 1000 respondents 5(23) [5, 8, 10, 15, 21]
Review of published and unpublished literature 5(23) [1,4,16,17, 19]
Method of data collection
Interview 9 (26) [1,2,3,7,9,13,16,17, 18]
Questionnaire, survey 6 (17) [2,9,11,12,15]
Focus groups 4 (11.5) [2, 6, 7, 18]
Patients records, administrative files, official 4 (11.5) [1, 10, 14, 19]
guidelines
Existing dataset (e.g., national surveys, publishe 7 (20) [1, 5, 8, 16, 17, 20, 21]
studies)
Literature review 5(14) [4,9, 16,17, 19]
M ethod of data analysis
Quialitative techniques (e.g. framework analysis 7 (33) [3,4,6,7,10, 17, 18]
Quantitative techniques (statistical analysis) 8 (38) [5, 8,11, 12, 15, 19, 20, 21]
Mixed approach (qualitative + quantitative) 5 (24) [1,2,9,13, 16]
Unclear 1(5 [14]

1]
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Highlights

- Skilled professionals, up-to-date care and equipment are lacking in CEE
- Distance and travel coststo facility is a barrier mostly in remote aress.

- Careisoften expert-centered with poor attitude towards patients.

- Women are lacking information, autonomy and trust of medical doctors.

- Magor barrier istheinability to pay the high (in)forma payments.



