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Abstract

Background: Canada has 2 main
streams of resettlement: government-
assisted refugees and privately spon-
sored refugees, whereby citizens can
privately sponsor refugees and provide
resettlement services, including health
care navigation. Our objective was to
compare receipt of adequate prenatal
care among privately sponsored and
government-assisted refugees.

Methods: This population-based study
used linked health administrative and
demographic databases. We included all
resettled refugees classified as female
who landed in Ontario, Canada, between

April 2002 and May 2017, and who had a
live birth or stillbirth conceived at least
365 days after their landing date. Our pri-
mary outcome — adequacy of prenatal
care — was a composite that comprised
receipt of a first-trimester prenatal visit,
the number of prenatal care visits rec-
ommended by the Society of Obstetri-
cians and Gynaecologists of Canada and
a prenatal fetal anatomy ultrasound. We
accounted for potential confounding
with inverse probability of treatment
weighting, using a propensity score.

Results: We included 2775 government-
assisted and 2374 privately sponsored

refugees. Compared with privately
sponsored refugees (62.3% v. 69.3%),
government-assisted refugees received
adequate prenatal care less often, with
a weighted relative risk of 0.93 (95%
confidence interval 0.88-0.95).

Interpretation: Among refugees reset-
tled to Canada, a government-assisted
resettlement model was associated
with receiving less adequate prenatal
care than a private sponsorship model.
Government-assisted refugees may
benefit from additional support in navi-
gating health care beyond the first year
after arrival.

There are currently about 32.5 million refugees in the world,
according to the United Nations High Commissioner for Refu-
gees,! and the gap between refugees and available resettlement
places is widening.? In 2020, the United Nations requested that
countries increase private sponsorship pathways.® A dozen coun-
tries are exploring private sponsorship,® and Canada’s private
sponsorship pathway has been used as a model for other
countries.*

Canada has 2 main streams of resettlement: government-
assisted and privately sponsored refugees. Government-assisted
refugees are selected by United Nations High Commissioner for
Refugees based on higher protection needs and, as a result, have
more language, education and health needs.® In the first year,
government-assisted refugees are connected to health care

services by government-selected and -funded organizations, but
privately sponsored refugees rely on a small group of individuals
or established community organizations without formal training
in navigating health care.’ Privately sponsored refugees are often
sponsored by family members, but those in a private settlement
pathway established in 2013, the Blended Visa Office-Referred
program, are resettled by nonfamily volunteers.®

Adequate health care is critical to successful integration for
refugees, and is particularly important for refugees who are
pregnant and at higher risk of adverse outcomes.” Both refu-
gees in the government-assisted and privately sponsored
(including those in the Blended Visa Office-Referred pathway)
categories are immediately eligible for provincial health care
insurance. Specific health considerations for refugees include
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premigration exposures and barriers to accessing health ser-
vices in the country of resettlement.®

Late access and inadequate prenatal care are associated with
poor maternal and infant outcomes.*® After adjusting for risk
factors, Canadian studies have found maternal and neonatal out-
comes to be poorer among refugees than among other immi-
grants and long-term residents.!1*?

Our objective was to determine whether refugee sponsorship
models in Canada are associated with receipt of adequate pre-
natal care services, comparing the experience of government-
assisted and privately sponsored refugees. Because government-
assisted refugees have access to health services facilitated by
government services, we hypothesized that, after adjusting for
confounding, they would be more likely than privately sponsored
refugees to receive adequate prenatal care. To provide context
for the findings, we include a comparison with nonrefugee immi-
grant and long-term resident populations.

Methods

Study design and setting

We conducted a population-based cohort study among reset-
tled refugees in Ontario from 2002 to 2017. We used administra-
tive health care databases for all individuals eligible for
government-funded health insurance?® at ICES, a not-for-profit
research institute (https://www.ices.on.ca/About-ICES). Ontario
is Canada’s most populous province (population around 14 mil-
lion) and receives about half of Canada’s refugees, of whom
more than 98% settle in urban areas.* Appendix 1, Supplemen-
tal Table 1 (available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.221207/tab-related-content) outlines selection criteria
used to categorize refugees and the support they receive in Can-
ada. We followed Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) and Reporting of Studies
Conducted Using Observational Routinely Collected Data
(RECORD) reporting guidelines for observational studies using
routinely collected data.'>!¢

Data sources

Data were available from Apr. 1, 2002, to Mar. 31, 2020. All data
sets were linked using unique encoded identifiers and analyzed
at ICES. Appendix 1, Supplemental Table 2 describes the valid-
ated databases we used.'?° We identified government-assisted
and privately sponsored refugees using the immigration cat-
egory in the Immigration, Refugees and Citizenship Canada
(IRCC) database. Deterministic and probabilistic linkage of fed-
eral immigration data to the Ontario Registered Persons Data-
base identifies 86.4% of all permanent residents and a higher
percentage of refugees.?!

Study population

We identified female resettled refugees who had arrived in
Ontario between Apr. 1, 2002, and May 31, 2017, and who had
conceived a pregnancy more than 365 days after the date they
arrived, which resulted in a live or stillbirth. The last date of data
collection was Mar. 31, 2020.

We restricted our study to include females with pregnancies
after 1 year of resettlement, to capture morbidity and primary
care affiliation from health care service use. For people with
more than 1 birth, we included only the first birth. We excluded
females younger than 13 years or older than 49 years, as well as
those with pregnancies conceived by assisted reproductive
therapy, as they typically receive extra prenatal care. We
excluded recipients of midwifery care because the Ontario health
plan billing data do not capture midwifery prenatal visits. We
included only individuals residing in an urban area, as they rep-
resent more than 98% of resettled refugees in Ontario, and
access to rural prenatal care may differ from urban access.**

To provide study context, we created 2 secondary cohorts
comprising urban nonrefugee immigrants and, separately, urban
long-term residents of Ontario. We included nonrefugee immi-
grants who arrived in Ontario between Apr. 1, 2002, and May 31,
2017, and long-term residents who conceived their first birth in
Ontario between Apr. 1, 2003, and May 31, 2019. See Appendix 1,
Supplemental Table 3 for cohort definitions and additional inclu-
sion and exclusion criteria.

Immigration categories

Our exposure was the refugee model (government-assisted or
privately sponsored refugee). Because people in the Blended
Visa Office-Referred programs receive private sponsorship and
comprise a small minority (1%-2%) of resettled refugees to Can-
ada, we assigned them to the privately sponsored refugee cat-
egory (Appendix 1, Supplemental Table 1).6

Outcomes

Our primary study outcome was receipt of adequate prenatal
care according to international and Canadian guidelines.?2? |t
was a composite of all 3 of the following: initiation of prenatal
care by 13 weeks’ gestation; receipt of a minimum number of
prenatal care visits, as recommended by the Society of Obstetri-
cians and Gynaecologists of Canada (SOGC);? and receipt of a
prenatal fetal anatomy ultrasound between 16 and 21 weeks’
gestation. We also analyzed each component separately as a
secondary outcome.

Although our composite outcome has not been validated,
this outcome reflects local practice guidelines and incorpor-
ates a measure of quality through inclusion of ultrasound
screening. Like other indices in the literature,27 it is predi-
cated on the undisputed benefit of early initiation of prenatal
care.?2% We use the SOGC minimum requirements of prenatal
visits (Appendix 1, Supplemental Table 4) to capture ade-
quacy.?? We used the total number of visits, regardless of the
trimester in which care was initiated. The sonographic screen-
ing recommended by the SOGC has been shown to reduce
adverse pregnancy outcomes.?22:2°

We defined a prenatal care visit as any visit to a family phys-
ician, obstetrician or nurse practitioner where a visit was billed
to the provincial health plan or identified using electronic med-
ical records at a community health centre. Community health
centres deliver primary health care and prioritize immigrant
and refugee populations.®® We used billing codes to identify
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prenatal care visits and receipt of fetal anatomy ultrasound,
according to Ontario Ministry of Health billing code defini-
tions®! and previously published work (Appendix 1, Supple-
mental Table 5).3%%

In addition to the individual components of the primary com-
posite outcome, secondary study outcomes included receipt of
adequate care as determined by the Revised-Graduate Prenatal
Care Utilization Index (R-GINDEX) and the Adequacy of Perinatal
Care Utilization (APNCU) index. The R-GINDEX is based on Amer-
ican College of Obstetricians and Gynecologists’ recommenda-
tions and includes the number of prenatal visits, gestational age
and initiation of first-trimester care.?*?>273* The APNCU index
categorizes adequacy based on initiation of care in the first tri-
mester and a ratio of the number of prenatal care visits to the
number of expected visits (we used minimum SOGC recommen-
dations to calculate the number of expected visits).?22

Covariates

We obtained patient demographics (age, parity, neighbourhood
income quintile) using hospital records for data accuracy, cap-
tured at delivery. Sociodemographic characteristics such as
education and ability to speak English or French (self-reported)
were captured at time of immigration to Canada using immigra-
tion records. The Johns Hopkins ACG System Aggregated Diag-
nosis Groups case-mix adjustment system (version 10) is com-
monly used as a comorbidity index.>®* We used this index to
determine Resource Utilization Bands (health care utilization)
and Aggregated Diagnosis Groups (i.e., presence of any major
morbidity) in the 1 year before conception, as described else-
where.’® We assigned primary care affiliation by billing and
rostering data in the year before conception.'® We assigned pre-
natal care provider based upon visits. Covariates, their def-
initions and their source databases are available in Appendix 1,
Supplemental Table 2.

Statistical analysis
Differences in baseline covariates were assessed using standard-
ized differences (SDs), with a value greater than 0.10 considered
potentially important.3

In assessing the study outcomes between the government-
assisted and privately sponsored refugee groups, confounding is
likely as the distribution of baseline characteristics that affect
the outcome differed between the 2 groups of refugees. Accord-
ingly, we used inverse probability of treatment weighting (IPTW)
using the propensity score to reduce the effects of confounding.3
The propensity score balances the distribution of measured
covariates between the groups. Inverse probability of treatment
weighting uses the propensity score to balance baseline patient
characteristics by weighting each individual by the inverse of the
probability of receiving the actual exposure that was received.
We derived propensity scores using a logistic regression model,
in which a binary variable denoting resettlement category was
regressed on the covariates.

Previous research has shown it is advantageous to include
in the propensity score model those variables that are prog-
nostic for study outcomes.®” Accordingly, we included these

variables that have been hypothesized or are known to be
associated with prenatal care:* maternal age at conception,
parity, time in Canada since immigration, year of delivery,
maternal education level at immigration, maternal ability to
speak English or French at immigration, secondary migration
(arriving from a country other than birth country — a proxy
variable for immigration through refugee camps), neighbour-
hood income quintile, primary care affiliation, Resource Util-
ization Bands and any major Aggregated Diagnosis Groups.
The justification for these variables is outlined in Appendix 1,
Supplemental Table 6.

We calculated individual weights using the propensity score:
1/propensity score for government-assisted and 1/(1 - propen-
sity score) for privately sponsored refugees. We estimated rela-
tive risks (RRs) in the weighted sample using a modified Poisson
regression with a robust variance estimator where confidence
intervals (Cls) were calculated using a bootstrap percentile inter-
val with 2000 bootstrap samples.

We did not include region of origin and prenatal care provider
in the propensity score, as we do not believe that region of origin
(given the diversity of countries and health systems within each
region) would be associated with the outcome, and prenatal care
provider was measured during the period in which outcomes
were ascertained. For comparisons of outcomes among
government-assisted versus privately sponsored refugees, and
the secondary cohorts, we used x? tests with significance set at a
2-sided p value, < 0.05.

We handled missing data (0.2% of the study population)
specific to each variable: we merged missing language ability
and missing education with the category of “none.” Institu-
tional policy required suppression of cell sizes less than 6 to
ensure there was no risk that patients could be re-identified.
Accordingly, we merged suppressed neighbourhood income
with the lowest quintile, as these neighbourhoods are mostly
marginalized.® Subsequently, we used a complete case analy-
sis approach.

We performed all statistical analyses in SAS version 9.4 (SAS
Institute, Cary, NC).

Ethics approval

The use of data in this project was authorized under Section 45 of
Ontario’s Personal Health Information Protection Act, which does
not require review by a research ethics board.

Results

The study included 2775 government-assisted and 2374 privately
sponsored refugees, the latter including 102 people in the
Blended Visa Office-Referred programs (Figure 1 and Table 1).
Before IPTW, privately sponsored refugees were more likely than
government-assisted refugees to have a higher education and
ability to speak English or French, reside in a higher income area,
and be less likely to have a major comorbidity. After IPTW, as
expected, baseline differences between the groups were small
(Table 1), which indicates that the propensity score model was
adequately specified.
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Female resettled refugees who landed in Ontario between
Apr. 1,2002, and Mar. 31, 2017, and who conceived a live

birth or stillbirth at least 365 days after their landing date
n=>5775

Excluded n=626

« Ruralresidence n=34(0.60%)

+ Multiple pregnancy n =94 (1.60%)

« Assisted reproductive therapy n=112 (2.00%)

+ Not eligible for provincial health insurance n =31 (0.50%)
+ Midwife provider n =332 (5.80%)

« Gestational age at birth <20 or>42 wk n=13(0.20%)

«» Maternal age < 13 or > 49 yr at conception n =13 (0.20%)
« Not a resident of Ontario at index date n=13 (0.20%)

« Missing parity n=13(0.20%)

+ Missing secondary migration n=10 (0.17%)

\ 4

Included
n=5149

Government- Privately
assisted sponsored
refugees refugees
n=2775 n=2374

Figure 1: Flowchart of participant inclusions and exclusions.

Primary outcome

The rate of receipt of adequate prenatal care was 62.3% among
government-assisted refugees and 69.3% among privately
sponsored refugees, corresponding to an unweighted RR of 0.90
(95% Cl 0.86-0.93) and a weighted RR of 0.93 (95% CI 0.88-0.95)
(Figure 2).

Secondary outcomes

The individual components of the composite outcome were
lower among government-assisted than privately sponsored
refugees, but neither receipt of a first-trimester visit nor the
number of prenatal care visits was significantly different after
IPTW (Figure 2). Findings were similar for receipt of prenatal
ultrasound.

The mean number of prenatal care visits for government-
assisted refugees was 12.0 (SD 4.3) and 11.4 (SD 4.7) for pri-
vately sponsored refugees (p < 0.01) and the mean number of
ultrasounds was 3.0 (SD 2.0) for government-assisted refu-
gees and 2.8 (SD 1.9) for privately sponsored refugees (p =
0.05). Government-assisted refugees were less likely to
receive adequate care than privately sponsored refugees, as
determined by the R-GINDEX (46.0% v. 50.7%; weighted RR
0.94, 95% CI 0.89-0.99) (Figure 2) and the APNCU index
(Appendix 1, Supplemental Table 8).

Adequate care in nonrefugee immigrants and
long-term residents

Characteristics in the secondary cohorts (557950 long-term
residents and 105099 nonrefugee immigrants) are shown in
Appendix 1, Supplemental Table 7. Compared with long-term
residents, government-assisted refugees were less likely to
have the composite prenatal care outcome (69.0% v. 62.3%; RR
0.90, 95% CI 0.88-0.93) and nonrefugee immigrants were more
likely (69.0% v. 71.6%; RR 1.04, 95% CI 1.03-1.04), with no dif-
ference for privately sponsored refugees (69.0 v. 69.3%; RR 1.01,
95% C1 0.99-1.04) (Table 2).

Using the R-GINDEX, we found that all refugee and non-
refugee immigrant groups were more likely than long-term resi-
dents to receive adequate prenatal care (Table 2); we saw similar
results for the APNCU index (Appendix 1, Supplemental Table 9).

Interpretation

This population-based study in Ontario, Canada, found that
government-assisted refugees were less likely to receive ade-
quate prenatal care services than privately sponsored refu-
gees, after we performed propensity score weighting to reduce
confounding potentially introduced by the immigration selec-
tion process.
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Table 1 (part 1 of 2): Characteristics of government-assisted and privately sponsored refugees

Before inverse probability After inverse probability of treatment
of treatment weighting weighting*
No. (%)t of No. (%)t of PercentageTt of Percentaget
government- privately government- of privately
assisted sponsored assisted sponsored
refugees refugees refugees refugees

Characteristic n=2775 n=2374 SD% n=2775 n=2374 Sh¥
Age at conception, yr, mean + SD 28.4+6.3 29.2+4.8 0.13 289+6.2 289+4.8 0.001
Parity, mean + SD 12+1.7 0.8+1.3 0.30 1.0+1.6 1.0+1.3 0.002
Duration of residence in Canada, yr, mean + SD 4.8+3.6 4.8+3.4 0.01 49+34 4.8+3.2 0.01
Year of index delivery

2003-2008 225(8.1) 126 (5.3) 0.11 7.3 7.4 0.005

2009-2014 810 (29.2) 669 (28.2) 0.02 28.7 30.5 0.04

2015-2020 1740 (62.7) 1576 (66.4) 0.08 64.0 62.1 0.04
Education level at landing

None 189 (6.8) 107 (4.5) 0.10 5.6 8,1 0.02

No postsecondary education 763 (27.5) 596 (25.1) 0.05 27.0 27.6 0.02

Postsecondary education below 83(3.0) 150 (6.3) 0.16 4.5 4.5 0.002

Bachelor’s degree

Bachelor’s degree or higher 105 (3.8) 185 (7.8) 0.17 6.0 5.9 0.004

College diploma or trade certificate 33(1.2) 40 (1.7) 0.05 1.4 1.6 0.009

Not applicable 1596 (57.5) 1277 (53.8) 0.07 55.5 55.3 0.003

(age was <25 yr at landing or was missing)
Official language ability§

English or French 766 (27.6) 1009 (42.5) 0.32 34.7 353 0.01

Neither 2001 (72.1) 1351 (56.9) 0.32 65.3 64.7 0.01
Secondary migration9 1648 (59.4) 1522 (64.1) 0.09 63.1 62.9 0.004
Neighbourhood income quintile

1 (lowest) 1840 (66.3) 1280 (53.9) 0.25 60.2 60.3 0.002

2 477 (17.2) 413 (17.4) 0.01 17.2 17.2 0.001

8 228 (8.2) 332 (14.0) 0.18 111 111 0.003

4 153 (5.5) 245 (10.3) 0.18 8.0 7.9 0.004

5 (highest) 75 (2.7) 104 (4.4) 0.09 Bi5 34 0.004
Primary care affiliation**

Community health centre 183 (7.6) 67 (2.8) 0.13 4.7 4.6 0.005

Comprehensive model 1745 (62.9) 1531 (64.5) 0.03 64.4 64.2 0.004

Fee-for-service or no model 741 (26.7) 672 (28.3) 0.04 27.0 27.4 0.008

None 105 (3.8) 104 (4.4) 0.03 38 39 0.003
Resource utilization bandtT

Non-user 247 (8.9) 204 (8.6) 0.01 8.4 8.6 0.01

Healthy user 142 (5.1) 150 (6.3) 0.05 5.6 6.1 0.02

Low morbidity 588 (21.2) 539 (22.7) 0.04 21.6 21.9 0.005

Moderate morbidity 1318 (47.5) 1128 (47.5) 0.00 48.1 47.5 0.01

High morbidity 463 (16.7) 344 (14.5) 0.06 15.9 155 0.01

Very high morbidity 14 (0.5) 7(0.3) 0.04 0.4 0.4 0.009
Any major morbiditytt 755 (27.2) 508 (21.4) 0.14 24.7 24.6 0.003
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Table 1 (part 2 of 2): Characteristics of government-assisted and privately sponsored refugees

Before inverse probability
of treatment weighting

No. (%)t of
government-
assisted
refugees
Characteristic n=2775
Region of origin§$§
Africa and Middle East 1762 (63.5)
Americas 83 (3.0)
Asia and Pacific 813 (29.3)
Europe 86 (3.1)
Stateless 28 (1.0)
Prenatal care provider9|
Family physician 458 (16.5)
Community health centre 18 (0.65)
Obstetrician 896 (32.3)
Obstetrician and community health centre 77 (2.8)
Family physician and obstetrician 1326 (47.8)

Note: SD = standardized difference.

After inverse probability of treatment

weighting*
No. (%)t of Percentaget of Percentaget
privately government- of privately
sponsored assisted sponsored
refugees refugees refugees
n=2374 SD} n=2775 n=2374 SD¥

1557 (65.6) 0.04 = = =

45 (1.9) 0.07 = = =
717(30.2) 0.02 = = =
13 (0.55) 0.19 = = =
43(1.8) 0.06 = - =
271 (11.4) 0.15 = - =
7(0.29) 0.05 = - =
826 (34.8) 0.05 = - =
38 (1.6) 0.08 = = =

1232 (51.9) 0.09 - = -

*Prenatal care provider and world region of origin were not included in the propensity score. All other characteristics in the table were included.

tUnless stated otherwise.
tStandardized differences with a value > 0.10 are considered potentially important.*
§Self-reported for Canada’s official languages of French and English.

Y Secondary migration indicates that country of citizenship was different from person’s country of last permanent residence.
**A Community Health Clinic is a primary health care delivery model that prioritizes immigrant and refugee populations. “Comprehensive” refers to enrolment in any primary care
model. “Fee-for-service” refers to physicians who are not part of primary care models such as solo practice or walk-in clinics. “None” refers to having no primary care visits in the

previous year.

tTResource Utilization Bands are a ranking system of overall morbidity level based upon expected use of the health care system.
$fAny major morbidity is based on the Johns Hopkins ACG System Aggregated Diagnosis Groups case-mix adjustment system. Any major morbidity was characterized as time-limited
major; chronic medical, unstable; psychosocial, unstable; progressive or likely to recur; or a malignancy.

§§Regions of origin were assigned based on country of citizenship.

Y9Prenatal care provider is the physician who provided > 70% of prenatal care visits, or if less, a mix is indicated.

Our findings suggest that private sponsorship plays a role in
facilitating prenatal care use, and that government-assisted refu-
gees may benefit from additional resettlement support related to
health care navigation. A lower proportion of government-assisted
than privately sponsored refugees had a first-trimester visit and
received a fetal anatomy ultrasound; however, after reducing con-
founding, government-assisted refugees had a relative risk similar
to that of privately sponsored refugees for both outcomes.

This attenuation in the weighted results suggests that
government-assisted refugees may have barriers to accessing
prenatal care related to factors included in the propensity score,
such as education and language ability. This finding could help
target services to improve health care access, especially after the
onset of the COVID-19 pandemic.

Although we found a statistically significant difference with
the composite score, none of the individual components were
different between the 2 groups after IPTW. This may be because
our sample size was too small to detect a difference and it may
also indicate that people who receive 1 component of care may
not receive another.

We found effect sizes with the composite outcome that
were close to that of the R-GINDEX. The R-GINDEX is driven
mostly by the number of prenatal visits, and the populations
most likely to have had an adequate number of visits also had
adequate care as measured by the R-GINDEX (Table 2) and
APNCU index (Appendix 1, Supplemental Table 9).

Privately sponsored refugees and nonrefugee immigrants
were more likely to have an adequate number of visits than long-
term residents. The indices do not capture the content of the
visits; however, increased visits related to perceived or higher
medical need or need for counselling may be reasons for more
visits in the privately sponsored refugees and nonrefugee immi-
grant populations. There is limited evidence on the relationship
of the R-GINDEX and APNCU index to outcomes.?’

Evidence suggests that private sponsors remain committed
after 1 year of resettlement and can act as cultural brokers.® A
single-centre study showed privately sponsored refugees were
more likely to complete cervical screening than government-
assisted refugees despite being offered this screening at the
same rate.” This suggests that our findings on ultrasound use
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No. with outcome/no. at risk
(overall rate [%])

RR (95% Cl)

Less likely ' More likely

Composite prenatal
care outcome I

Initiated prenatal care
within the first trimester

Received recommended
number of visits

Received prenatal fetal
anatomy ultrasound

Adequacy of prenatal
care by R-GINDEX

- ! <
1
|

—‘ 1

PSR 1644/2374 (69.3) 1.00 .
1
GAR 1728/2775 (62.3) 0.90 (0.86-0.93) [ !
'

L 0.93 (0.88-0.95) - !
1
1
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PSR 1959/2374 (82.5) 1.00 "
1
GAR 2146/2775 (77.3) 0.94 (0.91-0.96) — X
1

L 0.96 (0.89-1.01) f
'
'
|

— 1

PSR 2176/2374 (91.4) 1.00 "
1
GAR 2453/2775 (88.2) 0.96 (0.92-1.03) . :
1

L 0.97 (0.90-1.01) o !
1
1
|

PSR 2026/2374 (85.3) 1.00 "
1
1
GAR 2312/2775 (83.3) 0.98 (0.95-1.00) ——
1

L 0.99 (0.92-1.03) ;
1
I
1

PSR 1203/2374 (50.7) 1.00 L]
1

GAR1277/2775 (46.0) 0.91 (0.85-0.96) ° !
1

0.94 (0.89-0.99) !

1

|

0.85 0.90 0.95 1.00 1.05

Relative risk (95% CI)

Figure 2: Receipt of adequate prenatal care and related outcomes, comparing government-assisted refugees (GAR; circles) with privately sponsored
refugees, the reference category (PSR; squares). The composite prenatal care outcome comprised the receipt of a first-trimester visit, the recom-
mended number of prenatal visits and a prenatal fetal anatomy ultrasound. The black circles reflect the unweighted analysis, and the white circles the
inverse probability treatment-weighted analysis, the latter based on a propensity score that included maternal age, parity, year of delivery, education,
language ability, neighbourhood income quintile, primary care affiliation, resource utilization band and the presence of a major maternal comorbidity.
Note: CI = confidence interval, R-GINDEX = Revised-Graduated Prenatal Care Utilization Index, RR = relative risk.

may not reflect access to care alone. Our data do not allow us
to identify factors such as differing attitudes toward fetal
screening; this may affect the acceptance of fetal anatomy
ultrasounds.®>*# The same group studied refugees who were
pregnant upon arrival in Canada and showed that government-
assisted refugees received higher rates of first-trimester visits
than privately sponsored refugees.*? These findings likely
reflect higher screening rates in newly arrived government-
assisted refugees by refugee specialists who are aware of their
higher medical needs.

Limitations

We excluded those with pregnancy loss before 20 weeks’ gesta-
tion, estimated at 8%-10% in a Canadian population.** We
excluded them because of the shorter gestation period and the
complexity of factors associated with pregnancy loss.

Midwifery visits are not included in the billing data available
to us, despite midwives being an important source of prenatal
care in Ontario.* Patients with midwifery visits not documented
in the hospital delivery record may have been included, which
may have underestimated the extent of prenatal care; this is
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Table 2: Prevalence of adequate prenatal care, and related outcomes, among government-

assisted refugees, privately sponsored refugees and the secondary cohorts of nonrefugee
immigrants and long-term residents in Ontario*

Prenatal care outcome

Composite prenatal care outcome
Long-term residents of Ontario
Nonrefugee immigrants
Privately sponsored refugees
Government-assisted refugees

First-trimester prenatal care visit
Long-term residents of Ontario
Nonrefugee immigrants
Privately sponsored refugees
Government-assisted refugees

Recommended number of prenatal care visitsT
Long-term residents of Ontario
Nonrefugee immigrants
Privately sponsored refugees
Government-assisted refugees

Had a prenatal anatomy ultrasound
Long-term residents of Ontario
Nonrefugee immigrants
Privately sponsored refugees
Government-assisted refugees

Adequacy of prenatal care by R-GINDEX%
Long-term residents of Ontario
Nonrefugee immigrants
Privately sponsored refugees

Government-assisted refugees

No. with outcome/

no. eligible (%) RR (95% Cl)
384 940/557 950 (69.0) 1.00 (Ref.)
75239/105 099 (71.6) 1.04 (1.03-1.04)
1644/2374 (69.3) 1.01 (0.99-1.04)
1728/2775 (62.3) 0.90 (0.88-0.93)
458 855/557 950 (82.2) 1.00 (Ref.)
88522/105 099 (84.2) 1.02 (1.03-1.02)
1959/2374 (82.5) 1.00 (0.98-1.02)
2146/2775 (77.3) 0.94 (0.92-0.96)
490 079/557 950 (87.8) 1.00 (Ref.)
95 256/105 099 (90.6) 1.03(1.03-1.03)
2176/2374 (91.4) 1.04 (1.03-1.05)
2453/2775 (88.2) 1.00 (0.99-1.02)
495 249/557 950 (88.8) 1.00 (Ref.)
91673/105 099 (87.2) 0.98 (0.99-0.98)
2026/2374 (85.3) 0.96 (0.95-0.98)
2312/2775 (83.3) 0.82 (0.80-0.84)
219 653/557 950 (39.4) 1.00 (Ref.)
49 385/105 099 (46.9) 1.19(1.18-1.19)
1175/2374 (49.5) 1.27 (1.22-1.32)
1230/2775 (44.3) 1.14 (1.09-1.19)

Note: Cl = confidence interval, Ref. = reference category, R-GINDEX = Revised-Graduated Prenatal Care Utilization Index, RR = relative risk.
*The composite prenatal care outcome comprised the receipt of a first-trimester visit, the recommended number of prenatal visits and a

prenatal fetal anatomy ultrasound.

TMinimum number of visits, as recommended by the Society of Obstetricians and Gynaecologists of Canada for low-risk pregnancies.?
1R-GINDEX is based on American College of Obstetricians and Gynecologists’ recommendations for number of visits, and the trimester in
which prenatal care began. Prenatal care is deemed not adequate if initiated after 13 weeks’ gestation.

another reason that some patients may have received 1 compo-
nent of recommended prenatal care but not another. A minor
percentage (n = 88 [0.01%]) of patients had no physician billing
claims and a small percentage (n = 2320 [0.3%]) had no prenatal
visits despite having a hospital delivery, which may reflect
uncaptured prenatal care.

There have been no validation studies of the refugee category
variable in the immigration data. Our primary outcome and iden-
tification of prenatal visits by billing codes is not validated and
may misclassify visits as prenatal care, or under-capture visits
that included prenatal care content with alternative billing
codes; this could affect our estimation of timing of initiation. We
were unable to measure the content or quality of visits.

Conclusion

Among resettled refugees in Canada, those in the government-
assisted pathway were less likely to receive adequate prenatal care
than privately sponsored refugees. Government-assisted refugees
may benefit from longer-term resettlement support related to
health care navigation, even in a health care system that publicly
funds all physician care and hospital admissions.
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