Young Women’s Childbearing & Maternal Healthcare Use Across Migration Streams:
Evidence from sub-Sahar an Africa

Cassandra Cotton
Department of Sociology, M cGill University
February 3, 2016

**Draft — Please do not cite without per mission of the author .**

Abstract

Young adulthood is a vulnerable life-stage where gkann environment and family support
resulting from migration may put youth at increaskdlihood of early transitions to adulthood,
including early childbearing. Pregnant youth haveeased risk of poor maternal health
outcomes, and frequently have lower rates of matémathcare utilization, including less
frequent and later prenatal care and childbirth witisiiuled assistance. Migrant youth may be
even more vulnerable given stresses of migration atehpal difficulties in obtaining care in a
new community. Using data from 27 Demographic andltieSurveys across sub-Saharan
Africa, | determine odds of skilled prenatal card aelivery assistance by migrant streamon-
migrant, lateral (urban-urban, rural-rural) and non-laterddgurural, rural-urban) migrant.
Preliminary results suggest certain streams of migraategly rural-rural migrants, are more
vulnerable to inadequate maternal healthcare whiéegdhand non-lateral migrants to urban
areas benefit from an urban advantage in accessihepstaternal healthcare.



I ntroduction

Young adulthood is a particularly vulnerable perioderenmigration and the associated changes
in environment and family structure can put young womieincreased likelihood of early
transitions to adulthood and potentially negativecomes. Young migrants in sub-Saharan
Africa have been found to experience earlier sexualid@ uke et al., 2012; Mberu & White
2011), earlier marriage (Chalasani et al. 2013; Clark & Cot@h33}, and early childbearing
compared to non-migrants (Clark & Cotton 2013; XuleR@13). Young women who give birth
in adolescence and early adulthood are often at ripoaf health outcomes (World Health
Organization 2015), which may be aggravated by tiperence of migration, particularly when
migration involves significant disruption or stre¥ghile previous research on adolescent
migrants emphasizes how migration brings significdi@nge in the lives of young women, the
implicationsof migration on young women’s health as they make certain transitions — like
pregnancy- are unclear.

Each year, more than seven million girls under theead 8 give birth in developing countries
(UNFPA 2013). Childbearing among young women is highrestib-Saharan Africa, with more
than 50% of girls giving birth by age 20 (UNFPA ZQOPregnancy and childbearing in young
adulthood have significant health implications fothbmothers and infants. Pregnant adolescents
are at increased risk of morbidity and are twice aa¥iko die in childbirth compared to older
mothers in many African countries (World Health Orgatian 2015). The children of young
mothers are more likely to be premature and havebiow weight, and have a significantly
increased risk of mortality compared to babies horolder mothers- deaths within one month

of birth are 50 to 100% more common among babies tmadolescent mothers compared to
older mothers (World Health Organization 2015). SHileaternal healthcare, including prenatal
care by a doctor, nurse, or midwife, and skilled deinassistance, can help reduce morbidity
and mortality for mothers and infants, and can imptbedikelihood of positive birth outcomes
(World Health Organization 2011; Abou-Zahr & Wardl2@03; de Bernis et al. 2003).

In recent decades, female migration has increaseainy ifrican countries (Beguy et al. 2010;
Roig et al. 2008). While migration in sub-Saharan Afrecaften conceptualized primarily as
rural migrants moving to big cities, a variety of migoatistreams are common depending on a
country’s level of urbanization (Bilsborrow 1993; Oucho & Gould 1993). Migrants might move
laterally (urban-urban or rural-rural) or non-laterally (urbararor rural-urban), or they may
become international migrants by crossing their country’s borders. Different streams of

migration may result in diverse patterns of maternaltheare utilization among young women
based on the different experiences and consequenoagration. For some, migration may be a
positive change, increasing access to employmdatagion, and improved services, especially
in urban areas. For others, migration may be drivepdwerty and migrants may find
themselves at a disadvantage following migratiornag struggle to adapt to their destination
community. Where migrants move from and migrate tg significantly impact whether they
access maternal healthcare following migration inngpadulthood.

In this paper, | use data from 27 Demographic andtHé&alrveys across sub-Saharan Africa to
determine how different streams of internal migrationaasociated with the use of skilled
maternal healthcare among migrant youth. | focus amganigrants aged 15 to 24 as rates of
migration among women in sub-Saharan Africa typicpégk in adolescence and early



adulthood, with young women migrating at higher raf@s young men from age 15 to 24
(Beguy et al. 2010; National Research Council and uistibf Medicine 2005). examine tle

use of two key maternal health servieeskilled prenatal care and skilled delivery assistan
following migration for both lateral (urban-urban, rural-lyend non-lateral (urban-rural, rural-
urban) migrants, seeking to answer the central quegti@nthere significant differences in
skilled maternal healthcare utilization by mother’s migration stream? | explore differences first
by migrant stream, then by controlling for potentiadyrant selectivity, and finally by
investigating the role of duration of residence arajptation in increasing or decreasing use of
maternal health services by migrant stream. By exangitiie relationship between migration
stream and use of maternal healthcare, | offer newtitssigto how migration affects young
women’s health-seeking behaviors as they transition to adulthocsub-Saharan Africa.

Deter minants of M ater nal Healthcar e Utilization in sub-Saharan Africa

In much of sub-Saharan Africa, fempregnant young women seek prenatal care and far few
give birth in a hospital or under the supervision tthened medical professional compared to
older mothers (Guliani et al. 2014; UNFPA 2013; Mdigat al 2007). In some African countrjes
fewer than half of pregnant adolescents receive pakoare from skilled healthcare providers
and in many countries less than one-third of youngien deliver in the care of a skilled
attendant (Kothari et al. 2012). In Kenya, a sizegbdgortion of young mothers do not initiate
prenatal care in their first trimester and subsequéatie lower likelihood of using a skilled
birth assistant than older mothers (Ochako et al. R@ctoss sub-Saharan Africa, adolescent
mothers are more likely to begin prenatal care latpregnancy and to receive inadequate eare
less than four visits throughout pregnancy (Magadi.€2007). Throughout the sub-continent,
more educated, wealthier adolescents living in urlbeasareport increased use of maternal
health services (Rai et al. 2QXachako et al. 2011; Magadi et al. 2007).

Young women may have lower rates of maternal hegtihice utilization for a variety of
reasons, including lack of financial resources, éagareness of the importance of prenatal care
for maternal and child health, late discovery of paagcy (due to denial of pregnancy risk or
failure to recognize symptoms of pregnancy), or higirggnancy from parents or community
members. Young women, especially unmarried adoléscrquently report that their
pregnancies are unintended or unwanted (Mumah 20&4), and those with mistimed or
unwanted pregnancies may be less likely to seelytiprenatal care (Pell et al. 2013).
Migration, given the associated changes in familycstire, support systems, and environment
that occur as part of the process, is likely to cocapt the use of skilled maternal care (Kusumu
et al. 2013; Subaiya 2007), particularly among yourmghers. While a number of studies have
examined factors promoting or inhibiting use of maathealthcare among women in sub-
Saharan Africa (Ochako et al. 2011; Gage 2007; Magfaali 2007), none have thus far looked
at the role migration may play in increasing or dasneg use of skilled maternal care.

Significant differences between use of maternal healthservices in rural versus urban areas
are noted in sub-Saharan Africa and other developgigms. Urban women are twice as likely
to receive four or more prenatal visits (Abou-Zahr &\iaw 2003), and urban residents across
wealth gradients are generally more likely to seek patieare compared to their rural
counterparts (Guliani et al. 2014). Delivery in a be#cility similarly varies across urban
wealth quintiles, with rural mothers of all wealthimfiles much less likely to deliver in a facility
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compared to urban counterparts (Guliani et al. 201QubiSaharan Africa, the poorest urban
residents are, however, significantly disadvantagedaternal health outcomes compared to
wealthier urban mothers (Magadi et al. 2003). In ruraliMnadequate maternal healthcare use
is linked in part to low access to health servicew@lsas personal barriers such as distance to a
facility (Gage 2007). Though studies in sub-Saharfiic@& have highlighted urban-rural
differentials in maternal healthcare utilization, féany have included migrant status as a
potential determinant, and none have explored hagvants of different streams use maternal
health services following migration. As urban areastahigher proportion of healthcare
facilities and skilled medical personnel versus rarabs in much of sub-Saharan Africa, urban
mothers are expected to have better access to skiéelnal healthcare, but access may be
limited for new migrants, who are often poorer and esgidnformal settlements where fewer
health services exist (Fotso et al. 2008). Migrantsital areas may also experience
disadvantage in access to maternal healthcare,ietrezy have migrated from a location where
skilled maternal care is the norm, as a result wefenealth facilities, greater distances to
facilities, and other barriers.

Migration & Maternal Healthcare

Research on women’s migration and health in sub-Saharan Africa has primarily focused on the
relationship between migration and child health, nathen maternal health. This body of
research highlights some of the potential mechanismserning how migration affects health
outcomes. Studies on maternal migration and childatity in Africa and other low-income
countries indicates, for example, that child motgadimong children of rural-urban migrants is
often higher compared to children of non-migrantsrivan areas and lower compared to rural
non-migrants (Omariba & Boyle 2010; Brockerhoff 1995, 19890). Similarly, evidence from
Haiti suggests children of non-lateral migrants hdegated risk of mortality compared to
children of non-migrants, while children of lateralgnaints have decreased risks of mortality
(Smith-Greenaway & Thomas 2014). Migration has a 8ant positive effect on child survival
only for children of urban-urban migrant mothers igaldda, likely due to selectivity in the
migration process (Ssengonzi et al. 2002), while Barcamd colleagues (2011) find that
migration is advantageous particularly for children rseun-rural migrants whose risk of
mortality decreases after migration in sub-Saharan &feich findings may result from urban-
rural differentials in availability of health servicesiggesting those migrating to urban areas
increase their access to better healthcare througiation, but are not able, at least initially, to
match the mortality rates of urban natives due to gtssn of the migration experience, while
urban-rural migrants may benefit from leaving poor urbamditions that put their children at
risk (Bocquier et al. 2011; Brockerhoff 1990).

Mother’s migration within sub-Saharan Africa is also linked to child health omes beyond
mortality, including immunization, which providesmse evidence about how migration may
impact health-seeking behaviors. In Benin, Smitlegdaway and Madhavan (2015) find that
children born after mothers migrate have significahtgher odds of vaccination compared to
children of non-migrant mothers, while children berior to migration are less likely to be
immunized. Studies elsewhere in ssdharan Africa, however, suggest women’s migrant status
has a negative effect on health outcomes and hezd#firgy behavior after migration. The
children of rural-rural migrants in Ethiopia are signifidg less likely to be fully immunized
compared to non-migrants, poteityaresulting from mothers’ disconnection from their host



community (Kiros & White 2004). Antai (2010) similarlynfis that children of rural non-
migrant mothers had significantly higher rates of ilmimunization compared to children of
rural-urban migrants, suggesting migrants have difficattyessing health services, even when
moving to an area where such services are plentiful.

To my knowledge, no research has thus far examiregdrmal healthcare use among migrant
women in sub-Saharan Africa. Work on maternal hedlternale migrants or women affected
by migration in other developing countries suggestgation experience may improve levels of
maternal healthcare use for some types of migrant®wliiler migrants may experience
disadvantage after migration (Zhao et al. 2012; Sab2007; Lindstrom & Munoz-Franco
2006). Lindstrom and Munoz-Franco (2006) find that hottan migration experience, as well
as ties to migrant family members, remove obstaoescessing adequate maternal healthcare
for rural women, largely through remittances and tlfi@sion of norms that emphasize the
importance of skilled maternal care. A study of runddaun migrants in Shanghai finds that less
than half of migrant women giving birth in hospitateered adequate prenatal care, and young
mothers under age 25 are significantly less likelgdwee had at least five prenatal visits, though
they make no comparisons to non-migrants (Zhao 204R). Compared to married urban non-
migrants and urban-urban migrants, rural-urban migrar®eru are significantly less likely to
receive sufficient prenatal care, indicating migragsperience from rural areas may leave
migrants unable to fully capitalize on available ema&l health services in their destination,
particularly if they are younger or poorer (Subaiya 208@).rural-urban migrants in Delhi,
India, use of antenatal care was low, but moreeskttiigrants used maternal health services
much more than recent migrants, suggesting an isededuration of residence improved access
to maternal healthcare (Kusuma et al. 2013). Anathaty suggests the poorest migrants in
urban India are significantly less likely to recesade delivery care compared to wealthier non-
migrant counterparts, suggesting that rural-urban migrxperiencing higher poverty and those
new to their destination communities are at a digathge in accessing adequate skilled
maternal care (Singh et al. 2012). While these stud#esonstrate how migration may affect
maternal health-seeking behaviors, none focus osuheSaharan African context, which may
be quite different.

Migration Selection & Disruption

Research on migration and other outcomes, such as mfgrtlity, have highlighted the
importance of considering both the selectivity ofgrants as well as the potential disruption that
migration may cause in the lives of migrants and tteptation process that follows migration
(White et al. 2008; Chattopadhyay et al. 2006). Seskarch suggests that migration is highly
selective, meaning that migrants are often positivelyegatively selected for migration based
on their socio-demographic characteristics. Comparétketo non-migrant peers, migrants tend
to be positively selected on a number of charactesigticluding having better health prior to
migration, higher levels of education, increased wealtlkl higher rates of employment or
greater skills necessary to gain employment. Thpgrsicularly true for migrants to urban areas,
who may rely on these positive socioeconomic chanatits to pursue new opportunities after
migration. These positive socio-demographic charatiEsismore common among migrants are
also often those characteristics associated withipesiealth behaviors and outcomes, hence
why migrants may experience reduced fertility aftegnaion (White et al. 2008; Chattopadhyay
et al. 2006; Brockerhoff 1995) or better health outcomesHibdren (Ssengonzi et al. 2002).



Conversely, other streams of migrants such as thosengnéra@m urban to rural areas may be
negatively selected on key characteristics, with losegioeconomic status, poorer health, and
lower educational achievement than other urban resd®espite the disadvantaged status such
migrants may experience in urban areas, they may fergblves with better socioeconomic
status compared to their new rural counterparts aftgratnon.

Given that migration is typically viewed as a disiu@tphenomenon, it is often argued that
migration may interfere with migrants’ knowledge of and access to healthcare services, at least

in the period following migration (Smith-Greenaway & s 2014; Ssengonzi et al. 2006).
Migrants may be socially and economically disadvgethin their place of destination, and may
not have the resources to find and use healthcariesg when necessary. Migration is likely to
affect young women’s family support and social networks (Clark & Cotton 2013; Brockerhoff &
Biddlecom 1999). Young migrants may be isolated iir thew community, especially if they
are not in close contact with those who may adwisenton the importance of maternal
healthcare such as family and female friends. Evearnvwoung women know of the need for
pregnancy care and the location of such servicegjigtuption of migration may interfere with
her health-seeking behaviors. Young women separatadtfealitional sources of support may
have difficulty affording skilled care if they cannotyrein family to assist with the financial
costs. In addition, the destination may alter migrants’ access to healthcare services if the new
community lacks healthcare facilities, as may leedfise in rural areas with high levels of
poverty or in particularly disadvantaged urban areals agslum settlements (Fotso et al. 2008;
Magadi et al. 2003). In the case of those who becaegngnt shortly before or after migration,
the disruption of migration may decrease their likadith@f accessing prenatal healthcare.

Migration stream is also likely to affect use of matéhrealthcare as a result of different
adaptation processes. Migrating laterally may nasdisruptive to migrants, as the destination
environment will likely be more familiar to the migrant’s place of origin. The process of

adapting to a new community may thus take placekdyifor those moving to similar
environments. Lateral migrants may even experien@lgantage to non-migrants or non-lateral
migrants as they may be positively selected for migmah terms of key characteristics (age,
education, wealth, etc) that also affect their likebiti@f using healthcare. Migration to
dissimilar environments, however, may place non-latargrants at a disadvantage with regard
to healthcare use, as they may move to an areawvithaternal health services (as is likely for
urban-rural migrants) or they may not initially have asc® health facilities as they adjust to
their new community. The change in environment, \théh associated potential changes in
family support and economic status, may lead tang bdaptation process for non-lateral
migrants. Unlike their lateral counterparts, non-ldtergrants may be worse off, in terms of
socioeconomic characteristics, compared to non-migyantting them at a disadvantage when
they arrive in the destination. In particular, young rumdan migrants entering a new labor
market, potentially with fewer skills and a smalletwark, may face unemployment or low-
paying jobs which would negatively affect their econostatus.

While migration may be stressful and disruptive forrguigrants, it also presents enorraou
opportunities and potential benefits for mobile yotbung women who migrate into urban
areas, whether their origins are rural or urban, argylikeincrease their access to maternal
health services, including skilled doctors or mide@\to assist both with pregnancy care and
delivery. Some pregnant young women may migratetiescexpressly to access better



healthcare for themselves and their babies. Thosetimig from rural areas where skilled
maternal care is not widely used are likely to enteunew norms and behaviors through their
interactions with non-migrants in their new communrétgd over time may adopt these practices
themselves (Lindstrom & Munoz-Franco 2006). Urban-rungramts may bring these norms for
pregnancy care as they move to rural areas, and raag phportance on seeking this care to a
greater extent than young women who have alwawgsl lim rural areas, though their use may be
limited by a dearth of health facilities in theirstieation.

Data & Methods

In this paper, | use data from Demographic and Hé&altlveys (DHS) from 27 countries in sub-
Saharan Africa. Data were collected between 2003 @0€;2hese are the most recent surveys
collecting information on respondents’ childhood or previous residence and duration of stay in
current location. Demographic and Health Surveys arsétmld-based surveys which use two-
stage probability sampling to provide nationallyregentative samples of women of
reproductive age (ages 15 to 49). | draw from these larggplea to create samples of young
women aged 15 to 24 in each country. Due to relgtismall sample sizes for several countries,
| pool data and examine differences by approximate regiast Africa (Ethiopia, Kenya,
Madagascar, Tanzania, and Uganda); West Africa (B&urkina Faso, Ghana, Guinea, Liberia,
Mali, Niger, Nigeria, Senegal and Sierra Leone); Cénthaca (Cameroon, Congo, Democratic
Republic of Congo, Rwanda, and Sao Tome & Principg),2outhern Africa (Lesotho, Malawi,
Mozambique, Namibia, Swaziland, Zambia, and Zimbaow

I rely on maternal health utilization data for mothers’ most recent birth in the previous five years

to create two separate dependent variables. Thelépgndent variable, skilled prenatal care,
codes those who receiveekbpatal care from a health professional as “1”” and those who received

no care or whose care was provided only by traditional birth attendants coded as “0.” The second
dependant variables measures determines the othdsiofy a skilled birth attendant at delivery,
with those indicating their birth was attended hjoator, nurse, midwife, or community health-
worker coded as “1” and those whose birth was attended by a traditional birth attendant, relative,
friend, or who had no assistance coded as “0.”

The independent variable for all models is migrantsire that is, a categorical variable with
rural non-migrants as the reference group, comparing urbasmigrants, urban-urban, rural-
rural, and urban-rural migrants. The DHS does not sgadificollect migration histories, but
data is collected on current residence, childhogatevious residence, and duration at current
residence which allows for the reconstruction of a baslicator of migrant status.

First, using duration of residence, | create a diamatas variable with those who indicate they
have “always” lived in their current residence as non-migrants and those indicating any other
duration of residence as migrants. Those who migratedtp age 10 are coded as non-
migrants, as | want to capture the effect of migratingngduadolescence and young adulthood.
In addition, as | want to ensure | am capturing malemnealth use for births occurring after
migration, | categorize women who migrated after or in the same year as their child’s birth as
“non-migrants.” Second, | create a categorical variable to indicdterdnt streams of migration
— lateral or non-lateral using data from a variable on type of childhood r@vpus place of



residence (capital/large city, city/town, or countdgdiand type of current place of residence
(urban, rural). Rural non-migrants are those indicate they have alVixas in their current rural
place of residence, coded as “0”. Urban non-migrants, who have always lived in the same urban
area, are coded as “1.” I code those migrants born in urban areas and currenithglim urban

areas as “urban-urban migrants,” those born in rural areas and currently living in rural areas as
“rural-rural migrants,” those born in urban areas and currently living in rural areas as “urban-

rural migrants,” those born in rural areas and currently living urban areas as “rural-urban

migrants” This variable allows me to measure the effect of diffen@igrant streams on

maternal health, potentially accounting for the disian of the migration experience when
moving to and from either similar or dissimilar envinggnts.

As a final measure of migration status, | use the daltacted on duration of residence in current
location to categorize all lateral and non-lateralramgs as eith€‘recent migrants,” those who

have lived in their destination for three years or [@ss to giving birth or “settled migrants,”
those who have resided in their destination for nioae three years before becoming pregnant
Thus, this variable allows a measure both of migstieam as well as duration of residence,
which helps capture the experience of adaptationviaig migration by migrant stream.

To measure selection among migramhisyntrol for mother’s age (15-19 years versus 224
years), nother’s education (no education, primary, or secondary or more), her current marital
status (ever married versus never married), and the Déé8windex, which calculates wealth
quintiles based on resources and assets and scores women’s households as very poor, poor,
average, rich, and richest. All models also controkfuntry of residence (results not shown).

In creating a sample for analysis, | exclude those keport that they are visitors as | lack
information on migration status, and those born abchee to small sample sizes, as well as
those missing data on any of the dependent and emdigt variables. Thus | restrict the sample
to 39,880 young women aged 15 to 24 who have dirginin the last five years, using maternal
healthcare data related to their most recent Hitiee multivariate logistic regression to analyze
each of the two outcomes separately by region. Itiistthe association between migrant stream
and the outcome net of controls to explore whethgrant women of all streams are more or
less likely to use maternal healthcare. In a secoodel, | then add measures of migrant
selection, and finally in a third model | add a mea<f adaption, measured by whether
migrants are recent arrivals or are settled in tharggsin. All analyses account for sampling
weights, reweighted for analyses as recommendedebpiHS.

Results
Descriptive Characteristics
Descriptive characteristics of the sample are repont@@ble 1. Across all regions, about46
of young women are migrants, though patterns diffewéen regions. Lateral migration

specifically rural-rural migration is more common than non-lateral migration in all oagi
with the majority of migrants moving from rural to rueakas. Urban-urban and urban-rural

! When available, | use the indicator for childhood residence to construct migrant.strehe 13 countries where
childhood residence is not collected, | use previous residence.



migration are relatively less frequent in each regibaygh more common in West and Southern
Africa. While migration in sub-Saharan Africa is oftemnceptualized as rural villagers
migrating to urban areas, levels of rural-urban migragimong young mothers are fairly low,
ranging from 3.6% in East Africa to 7.1% in Centrdfiéa. A large proportion of young women
are rural non-migrants, while the proportion of urban-nogrants ranges from 6.5% in East
Africa to 26.4% in Central Africa.

Just under two-thirds of young mothers across all regieport using skilled prenatal care
during their most recent pregnancy, but prenatad aae varies significantly between different
regions. Only about half of young mothers in Wesia&freport skilled antenatal care, compared
to more than 82% in Central Africa. Use of skilled dety assistance is, on average, much
lower across the four regions, with an average of 3aR§6ung mothers reporting skilled
assistance at birth. As with prenatal care, useeliely assistance is very different across
regions, from a low of 29.5% of young women in E&fsica to a high of 62.4% in Central

Africa.

Young women’s socio-demographic characteristics vary significantly by raigpn stream in all
regions, suggesting that migrant selection may leatifferences in the likelihood of using
maternal health services (Table 2). Migrants of allestreare generally older than non-migrants
and as likely or more likely to be ever-married than-migrants. Rural-rural migrants are least
likely to be never-married of all streams. Urban-urbad rural-urban migrants, as well as urban
non-migrants, are advantaged in socioeconomic tarmlé regions, being both wealthier and
having higher education compared to rural residéstisan-rural migrants, however, are less-
educated than others from urban communities ardittehve in less wealthy households than
their always-urban counterparts. From the perspeofiveigrant selection, those moving into
urban areas across sub-Saharan Africa may be posiselgted, more likely to use skilled
maternal care during pregnancy due to higher educatidrgreater resources. Conversely,
urban-rural migrants as well as rural-rural migrants maydgatively selected, less likely to
access care during pregnancy and delivery.

Bivariate Results

The bivariate associations between migrant streaneaadl outcome variable appear to be
strong (Table 3). In Central, Southern, and East Afrioal non-migrants have lowest use of
skilled prenatal care while in West Africa fewer rumatal migrants use skilled care. More
current urban-dwellers seek prenatal care with a rmedrofessional, with higher use among
urban-urban migrants in all areas except East Afriteerevmore urban non-migrants use skilled
care. A larger proportion of rural-urban migrants in bo#@ntral and Southern Africa use skilled
prenatal care compared to urban non-migrants, ththeghhave lower levels of use in East and
West Africa.

Significant differences in the proportion receivingllski delivery assistance are also noted
across migration streams. Those always residing ith aveas, whether non-migrants or
migrants, have much lower use of skilled birth asststacompared to urban residents regardless
of region. In Central and West Africa, fewer rural-ruragrants report skilled assistance while
the proportion using delivery assistance is lower rgrmoiral non-migrants in East and Southern



Africa. Far more rural-urban migrants, however, uskeskprenatal and delivery care compared
to others with rural origins, though they generallyor¢ess utilization of these services than
other urban residents, except in Southern Africalétin maternal health outcomes, urban-rural
migrants demonstrate greater use of skilled care fomprezy and delivery than always-rural
mothers, but lower levels of use than those currémnilyg in urban areas, regardless of
migration status.

Arethere significant differencesin prenatal care utilization by young mother’s migration
stream?

In Table 4, | present the results of the multivarlatgstic analyses of the relationship between
mothers’ migrant stream and the odds of receiving skilled prenatal care. Model 1 shows the
association net of controls (except country of ressdenot shown), while Model 2 incorporates
socio-demographic characteristics related to migrdatsety. In Southern and East Africa,
there are strong, positive associations betweemewbaan, rural-urban, and urban-rural
migration and skilled prenatal care; a similar effesatoted for urban non-migrants. In both
regions, urban-rural migrants have the lowest oddsin§skilled care, though they are still
twice as likely as rural non-migrants, while oddslaghest among urban-urban migrants in
Southern Africa and among urban non-migrants in EastaAfin Central Africa, all current
urban residents, regardless of migrant stream, ardisggnly more likely to initiate skilled
prenatal care, with highest odds among urban-untigrants who are more than 6 times as
likely versus rural non-migrants net of controls. Thisreo significant effect, positive or
negative, for rural-rural migrants in any of the thregioes. In West Africa, however, there is an
effect for all migrant streams. While urban non-migraasswell as both non-lateral streams and
urban-urban migrants, are more likely to use skill@a crural-rural migrants are more than 20%
less likely to report skilled prenatal care than ra@i-migrants.

Controlling for socio-demographic characteristics in M@leeduces but does not remove the
effects of migrant stream in two of four regions. In SeuthAfrica, the odds of using prenatal
care are still increased for all groups except rural-nmigkants, though the magnitude of the
effects are reducds) inclusion of women’s characteristics. Similarly, in Central Africa, urban
non-migrants, urban-urban migrants, and rural-urbamantg are more likely to use skilled care
than rural non-migrants, but controlling for socio-dempgia variables reduces the size of the
effect, particularly for urban-urban migrants whose oddsetdeced by more than half. Within
East Africa, only urban non-migrants and rural-urban migraemain more likely to use skilled
care in pregnancy; after controlling for the selectiariables, urban-urban and urban-rural
migrants do not significantly differ from rural non-migtamvith regard to prenatal care
utilization. As in the other regions, migrants to dirain urban areas in West Africa remain more
likely to report prenatal care use, but the additbeocio-demographic characteristics such as
education and wealth removes the effect of migratioareymural-rural migrants, suggesting
there is no independent effect of migration, positiveegative, for this group.

Wealthier young women and those with any educatiersignificantly more likely to receive
skilled care than poorer women and mothers with no education. There is no effect of mothers’
marital status in Central and Southern Africa, whil&ast and West Africa the odds of
receiving skilled prenatal care are decreased by 818®23%, respectively, among never-
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married versus ever-married mothdrserestingly, there is no effect of mother’s age on
likelihood of receiving skilled prenatal care in aegion.

In Table 5, I control not only for selection variables #so formother’s duration of residence

prior to her birth. In Southern Africa, both recent aettled urban-urban migrants are more
likely to use prenatal care, but odds are lower foememigrants (OR 2.6) versus settled
migrants (O.R. 3.7), suggesting the advantage of mdvamg city to city increases after

migrants adapt. Similarly, rural-urban movers who becpragnant more than three years after
migration are nearly twice as likely to use skiltzde, while more recent migrants of this stream
are not significantly more likely. For recent urban-ruragjrants, the odds of skilled prenatal
care are increased by more than 2.3, but this effegppiézars for migrants who give birth more
than three years after migration to rural areas. bt Bfica, only settled rural-urban migrants
are more likely to use prenatal care compared to ruralmigrants. Among Central African
migrants, both streams of migrants to urban areas dy@ater odds of prenatal care if they have
lived in the destination for more than three yearsigepregnancy, though odds are much higher
for urban-urban migrants (OR 5.3) versus rural-urban migi@R 2.7). The effects of migrant
stream and duration of residence on use of prenagiircdVest Africa are strong across all
migrant streams, though effects differ depending on wimégeants move to and from and how
long they have lived there. Recent urban-urban abanirural migrants are 2.7 and 1.9 times
more likely, respectively, than rural non-migrants; ensettled migrants of these streams are
also more likely but the magnitude of the effect isken than for recent arrivals. Like in the
other three regions, settled rural-urban migrants bayreficantly higher odds of prenatal care
use while their more recent counterparts do noty@nWest Africa is there any effect for rural-
rural migrants, and it is in the opposite directionsus other migrant streams. Compared to their
non-migrant peers, rural-rural movers who became preégnare than three years after
migration are about 17% less likely to use prenzdes.

Arethere significant differencesin skilled delivery assistance by young mother’s migration
stream?

In Table 6, | examine the association between deligesystance bgnother’s migrant stream.

As with prenatal care, migrant stream significairigreases the odds of using delivery
assistance in Southern Africa, from odds of 2.6 for ueal migrants to 10.4 for urban lateral
migrants. Likewise in East Africa, urban-urban migraars much more likely to have assistance
at birth— 12.3 times- versus rural non-migrants, while rural-urban migrantsaegly five times
as likely and urban-rural movers are about 79% mkeiyli Within Central Africa, only

migrants to urban areas, whether lateral or nonlat@ralsignificantly more likely to report
delivery assistance. The results for West Africa closglyic results in this region for prenatal
care use, with migrants with any urban experience nmumte likely to have a skilled birth
assistant while rural-rural migrants are more than 2@&%llkely to do so.

Controlling for potential migrant selectivity variablesluces, but does not fully explain, the
effect of migration across most migrant streams inegjions. In Southern Africa, mothers
moving laterally to urban areas and non-laterallyathtstreams remain at least twice as likely to
receive skilled delivery care than rural non-migrainte effect of migration for urban-rural
movers in East Africa disappears after the additiopetdction variables, but remains strong and
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positive for those migrating to urban areas. In Centfat@n countries, urban-urban and rural-
urban migrants continue to experience a higher libelihof skilled delivery care, though the
effect decreases to about 2.5 times and 2 times, respectively after I control for women’s
characteristics. For West African mothers, the effect fialfwural migrants disappears after
controlling for selectivity, but is only reduced foigrants of other streams. Urban-rural
migrants have the lowest odds of skilled assistaaioeyt 80% higher than non-migrants, while
migrants to urban areas are more than twice ayltkehave a skilled birth assistant.

In all regions, those of average, richer, or richest Weglintiles are much more likely to have
skilled delivery assistance, with odds increase@.dyin Southern Africa 7.2 times in West
Africa for the richest young mothers. A strong sigrafit effect of education is apparent, with
mothers with any level of education much more lkiel access skilled delivery assistance
compared to mothers with no education. In both Beuntand Central Africa, young never-
married mothers are more likely than ever-married wotodrave skilled delivery assistance.
There 1s largely no effect of mother’s age, except in West Africa where mothers older than 20
years are somewhat less likely to have a skilledh laittendant.

In Table 7, | examine disparities in skilledldery assistance by the timing of mother’s

migration with relation to her pregnancy. Southern@&n mothers across all migrant streams,
whether recent or settled, have higher odds of dgli@ssistance, ranging from about 26% more
likely for recent rural-rural migrants to 3.8 times aslifker recent urban-urban migrants. The
exception is long-term rural-rural movers, who are moenor less likely to have skilled
assistance than their non-migrant counterparts. F@amndurban, rural-rural, and urban-rural
migrants, odds are higher for recent arrivals and lowengmuore settled residents, suggesting
maternal care use may decrease over time. Among rivakumigrants, however, use increases
as duration of residence increases. In East Africa, seatdt significant only for recent and
settled urban lateral migrants and for rural-urban l@ngy migrants, with odds decreasing
between recent and settled urban-urban migrantse&etital-urban migrants are about as likely
to use delivery care as recent urban-urban migram@mngy Central African migrants, the
advantage of urban-urban migration is only signifidantvomen who become pregnant within
three years of arrival, but the opposite is true for rurbkn mothers, who are more likely to
have skilled assistance at birth only if they dmwg¢h more than three years after migration.
There are positive and significant effects of timingrogration for all migrant streams in West
Africa, except settled rural-rural migrants, who are ifiggmtly less likely to have skilled birth
assistance. In all migrant streams, recent arrivale hegher odds of delivery assistance versus
their settled counterparts, suggesting the initiabatiyge of migration may decline over time.

Discussion

Internal migraion is an important part of young women’s transitions to adulthood in much of
sub-Saharan Africa (Beegle & Poulin 2013; Chalasaal.€2013; Clark & Cotton 2013; Xu et

al. 2013). Though previous research has demonstitageshlience of migration experiences in
young women'’s lives, the implications for migration on women’s health outcomes and health-
seeking behaviors as they make key transitions, gaahildbearing, are unclear. This paper
aims to clarify the relationship between migrantusgtatnd use of maternal healthcare for young
women by examining the potential disruption of migrgtiaterally (urban-urban or rural-rural)
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or non-laterally (urban-rural or rural-urban), the role ¢éatevity across migrant streams, and
the importance of considering the timing of migratiomelation to pregnancy among migrants. |
argue that migration may improve use of maternal heait for certain streams of migrants
namely those moving between similar environmehissé positively selected for migration by
key socio-demographic characteristics, and thosebglcome pregnant after a longer duration of
residence following migration while migration may reduce use of maternal headthises for
those moving to dissimilar environments, those wigoreegatively selected for migration, and
those who become pregnant shortly after migration.

The findings suggest that the relationship between young women’s migration and positive

maternal health outcomes varies across migrant straawell as across regions of sub-Saharan
Africa. On the whole, migrants to urban areas hauembetter maternal health use than rural
residents, regardless of whether they are lateral otateral migrants. In general, urban-urban
migrants have the best maternal health use for bethapal and delivery care, typically followed
by urban non-migrants and rural-urban migrants. Defipgeisruption of moving to dissimilar
environments, rurakrban migrants are largely able to take advantage of the ‘urban advantage’ of
more (and often better quality) maternal health fagdjtthough not to the same extent as other
urban residents. Interestingly, urban-rural migranteehawer use compared to current urban
dwellers but higher than other rural residents exce@entral Africa. While they migrate to
rural areas with overall lower use and potentially felnealth facilities (Gage 2007), urban-rural
movers are able to bring the urban norms of makémalthcare but are unable to fully benefit
due to a dearth of skilled care-providers in theiridasbn.

The strong effects of migration remain after controlliogpotential measures of selectivityin
particular education and weaklthsuggesting that migrant selection is not the maioefalriving

the different levels of maternal healthcare use aamnagrant streams. There are clear differences
in maternal healthcare use across mothers’ socio-demographic characteristics, especially for
indicators of socio-economic status, but these diffegerlo not fully explain the distinct
patterns of healthcare use across streams of migrdti@se results indicate that migration to
and from urban areas has an independent effect on gsevades like prenatal care and delivery
assistance regardless of whether migrants are pdgitv@egatively selected. Furthermore, in
analyzing how the timing of young women’s migration in relation to her pregnancy, I find that

time between migration and pregnancy is often arortant factor in maternal healthcare use.
With regard to prenatal care, in some regions marentemigrants to urban areas may not yet
have adapted to their destination, suggesting égdikne for young women to begin accessing
maternal health services. The process of adaptattomeasured by timing of migration versus
pregnancy, appears to be easier for urban-urban nmegidety as they are moving to similar
environments and may be able to adapt more qui€llyal-urban migrants, however, seem to
require a longer duration of residence before they hegiimg maternal healthcare at the same or
similar rates as other urban residents. Interestimgbent urban-rural migrants in two regions
(Southern and West Africa) are similar to recent rurekarmovers in their prenatal care use
but as their duration of residence in rural destinatioasase, their odds of using prenatal care
decline to much lower levels than others with urbgmosure.

For delivery assistance, a similar result is appai@rurban-rural and urban-urban migrants, as
well as rural-rural migrants in West Africa, whose ukdalivery assistance is lower if
pregnancy occurs later versus earlier after migratiothrie of four regions, an opposite effect
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emerges for rural-urban migrants; as with prenatal calds of using delivery assistance
become higher when these migrants have a longerdl@itstay. With greater exposure to
urban environments, non-lateral migrants achieve betéernal care outcomes. Overall, rural-
rural migrants have no advantage in migrating whiles¢hwith urban experience often do better.
Migration to a new rural area does not generally disathge rural-rural migrants in most
contexts, however, rural migrants appear to have méfreutty accessing maternal health
services after a longer duration of residence.

Together, these results suggest an urban advawidgeegard to access and use of formal
maternal health services. This benefit is perhap® reasily taken advantage of by those who
have always lived in urban areas and are most famiith such environments, while those
moving from rural areas to cities may not fully cali on this advantage until they have
adapted. Those moving away from urban contexts may ‘hold on’ to their advantage in the time
period immediately following migration but may everlyde unable to maintain the same
maternal care use as others with urban experiencde\&Whier research has suggested an urban
advantage in maternal healthcare utilization in saba$an Africa (Rai et al. 2014; Ochako et al.
2011; Magadi et al. 2007), this is the first stualexplore differences in the migration status of
urban residents. This research suggests that incoimmpraeasures of migrant stream, as well as
duration of residence and timing of migration, suggesfsin-urban differences not otherwis
found in previous work.

There are a number of limitations that must be asfdr@ Firdy, the DHS data is cross-
sectional, which restricts the potential for explormigration to a one-time episode, rather than
incorporating an understanding of circular migrationolths common in many parts of sub-
Saharan Africa (Beguy et al. 2010). In addition, thessrsectional nature precludes a formal
testing of migrant selectivity, disruption, and adaioin processes. It is impossible to determine
women’s characteristics prior to migration, meaning that a seteciirgument cannot be
completely discarded, nor can a full understandifitipe disruption that migration may cause be
ascertained. Secolyl the DHS program collects few details on migratiopesience, thus the
study lacks any additional variables surrounding young women’s migration experiences, such as
their motivation for migration, who they migrated widtc. As well, because the DHS does not
ask for month and year of migration, it is not possibleorrectly order events such as
migration, pregnancy, and birth, resulting in thel@sion of about 6% of mothers with children
born in the same year they migrated. Given that ni@msitions to adulthood occur in a short
time-frame, and often overlap, data that would allomnaftetter analysis of timing and

frequency of migration experiences with regard to young women’s pregnancies would improve
our understanding of these transitions. Thir@HS birth histories do not collect data on the
place of lirth for women’s children. Thus while I count a pregnancy/birth as occurring to a

migrant only if this birth occurs after migrationjstnot possible to be certain that births for
rural-urban or urban-rural mothers actually occur in #eidation. This means that while |
make the assumption that an infant born after migration is born in the mother’s destination, it is
possible that some of these births in fact takeeplacural areas, as some migrants may choose
to return to their place of origin to give birth.

Despite these limitations, this study extends mnesiresearch on maternal healthcare utilization
as well as research on youth migration in sub-Sahairéea, two areas of research which have
not previously been combined into one analysis. Tésgarch demonstrates the necessity of
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considering migrant stream and timing of migration wagploring the relationship between
migration and health-seeking behaviors, particulamiyag young women who may be
particularly vulnerable to low use of maternal healtlec Further research should examine
whether these differences in maternal health utibmalby migrant stream hold in other contexts
and among older migrant mothers.
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Table 1. Descriptive Characteristics of Y oung Women by Region
Southern Africa East Africa Central Africa West Africa

% % % %
Independent Variable
Migrant Stream
Rural Non-Migrants 46.10 57.60 40.23 35.73
Urban Non-Migrants 14.73 6.48 26.38 10.71
Urban-Urban Migrants 6.03 3.01 5.24 9.25
Rural-Rural Migrants 20.83 35.16 17.22 31.48
Rural-Urban Migrants 5.29 3.56 7.07 3.76
Urban-Rural Migrants 7.03 4.21 3.87 9.07
Dependent Variable
Used Skilled Prenatal Care 79.16 64.93 82.46 51.57
Used Skilled Delivery Assistance 46.53 29.45 62.35 30.58

N 9,626 7,788 5,479 16,987




Table 2. Characterigtics of Young Women by Migration Stream

Region

East Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

West Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

Southern Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

Central Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

Wealth Index Education Marital Status Age
Secondary Ever Never 15-19 20-24
Poorest Poorer Average Richer Richest Sig. None PrimamnyHigher Sig. Married Married Sig. Years Years Sig.
*k% *k*k *k% *k*k
2720 2533 2329 1846 5.72 4798 4495 770 86.51 13.49 26.62 73.38
1.96 4.27 7.73 17.11 68.92 14.29 49.77 35.94 7775 2225 24.36 75.64
0.23 1.02 3.92 12.08 8276 6.11 4596 347.9 92.42 7.58 13.55 86.45
2472 2754 2400 1722 6.52 42.16 51.60 .24 6 98.64 1.36 17.54 82.46
1.16 1.94 6.59 2223 68.08 21.31 57.32 3721 93.86 6.14 19.70 80.30
16.96 1890 21.73 2061 21.79 18.40 59.6521.95 88.09 11.91 25.13 74.87
*k*k **k% *k% **k%
2886 29.71 2415 15.00 2.28 66.47 16.16 3717. 90.17 9.83 28.78 71.22
3.13 8.48 17.43 30.83 40.12 36.40 27.25 436.3 82.43 1757 26.72 73.28
2.26 3.97 1560 3754 40.64 31.09 23.65 .2745 90.89 911 17.56 82.44
38.28 3154 1889 932 197 76.62 14.42 96 8. 98.90 111 27.32 72.68
8.09 1059 19.29 26.75 35.29 53.12 20.14 6.742 95.98 4.02 17.78 82.22
19.24 2659 2383 2160 8.74 50.16 22.88 6.962 9464 536 21.80 78.20
*k*k *k*k *k% *k*k
3360 28.00 2480 1189 1.71 26.06 54.82 1219. 85.49 1451 27.48 72.52
3.01 4.03 9.11 36.49 47.36 10.25 46.41 43.34 7351 26.49 31.87 68.13
1.18 2.04 3.17 33.82 59.80 6.10 45.72 848.1 84.79 1521 20.93 79.07
28.44 2797 2625 1392 3.42 19.28 63.84 6.891 95.79 4.21 19.38 80.62
2.57 340 1057 4258 40.88 9.14 46.00 8644. 91.54 8.46 18.01 81.99
20.60 2155 2550 2495 7.40 12.66 57.25 0.083 89.92 10.08 22.40 77.60
*kk *k*k *k%k *k*k
3141 3209 23.04 1292 0.55 33.43 48.80 7617. 89.38 10.62 22.32 77.68
5.31 6.87 17.39 35.04 35.39 7.75 35.53 56.72 87.17 12.83 28.17 71.83
2.02 561 1351 4479 34.08 449 37.11 4058. 89.04 10.96 19.22 80.78
34.76 3244 20.67 10.16 1.96 30.04 54.79 5.171 97.52 2.48 15.03 84.97
8.87 458 23.32 4045 22.78 19.42 40.72 .8639 91.17  8.83 13.10 86.90
1783 3152 33.16 1581 1.68 9.72 54.64 .6435 93.03 6.97 15.99 84.01

Note: * p<0.05, ** p<0.01, *** p<0.001. Chi-squared tests were used to test for statistically significant differences among categorical variables.



Table 3. Skilled M aternal Healthcare Utilization by Migration Stream

Region

East Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

West Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

Southern Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

Central Africa
Rural Non-Migrants
Urban Non-Migrants
Urban-Urban Migrants
Rural-Rural Migrants
Rural-Urban Migrants
Urban-Rural Migrants

Skilled Prenata Skilled Delivery
Care Sig.  Assistance Sig.
*%k*k *%k%
57.19 20.73
87.78 64.53
84.25 75.64
65.16 25.67
86.58 63.64
83.34 43.52
**% *k%
45.67 21.82
79.71 61.91
80.39 61.51
35.47 15.98
66.39 50.33
61.92 38.67
*k*k *k*k
71.23 35.18
87.99 65.35
92.07 70.92
82.1 41.69
88.5 70.54
85.84 56.02
*k*k *%k%k
75.73 51.43
90.65 84.68
95.22 82.02
78.31 44.19
91.05 74.42
82.21 54.64

Note: * p<0.05, ** p<0.01, *** p<0.001. Chi-squared tests were used to test for statistically significant differences among categorical variables.



Table 4. Odds of Receiving Skilled Prenatal Care by Migrant Stream

Southern Africa Eastern Africa Central Africa Western Africa
OR Std. Err. Sig. OR Std. Err. Sig. OR Std. Err. Sig. OR  Std. Err.  Sig. OR Std. Err. Sig. OR Std. Err.  Sig. OR Std. Err. Sig. OR Std. Err. Sig.
Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Migrant Type

Rural Non-Migrant (ref) 1.00 -- 1.00 -- 1.00 -- 1.00 -- 1.00 -- 1.00 -- 1.00 -- 1.00 --

Urban Non-Migrant 5.55 0.75 ** 256 0.43 5.97 145 ** 260 0.72 ** 3.24 0.60 ** 1.62 0.36 * 5.29 0.49 = 240 0.25 ==

Urban-Urban 8.20 1.94 = 3,01 0.79 == 3.55 127 *==* 122 0.47 6.59 246 ** 285 116 *= 6.01 0.71 = 252 0.34 ==

Rural-Rural 1.14 0.12 1.11 0.12 1.06 0.10 1.00 0.10 0.98 0.18 0.98 0.19 0.78 05 0.96 0.06

Rural-Urban 3.44 0.75 = 174 0.42 * 3.62 0.98 **  1.89 0.59 * 3.29 0.98 * 194 0.63 * 2.98 040 * 166 0.26 =

Urban-Rural 2.37 046 = 1091 0.36 ** 2.01 049 = 141 0.33 1.54 0.59 1.11 0.45 2.13 0.21**  1.68 0.17 =
Marital Status

Ever Married (ref) 1.00 -- 1.00 -- 1.00 -- 1.00 --

Never Married 1.14 0.17 0.63 0.11 * 1.36 0.38 0.77 0.10
Wealth Quintile

Poorest (ref) 1.00 -- 1.00 -- 1.00 -- 1.00 --

Poorer 1.11 0.13 1.60 0.18 ** 1.06 0.21 1.59 0.11 ==

Middle 0.90 0.11 1.92 0.24 = 1.61 0.34 * 2.12 0.16 **

Richer 1.96 0.29 == 1.90 0.27 = 2.35 0.65 * 2.95 0.25 ==

Richest 3.07 0.66 = 3.00 0.75 ** 2.72 0.96 = 4.98 0.67 =
Education

None (ref) 1.00 - 1.00 - 1.00 - 1.00 -

Primary 1.57 0.16 = 1.64 0.16 *=* 2.05 0.35 *= 2.26 0.17 ==

Secondary or Higher 2.25 0.38 ** 2.83 0.67 221 0.54 = 3.88 0.35
Age

15-19 Years (ref) 1.00 -- 1.00 - 1.00 - 1.00 -

20-24 Years 1.06 0.10 1.10 0.11 1.13 0.20 1.10 0.06

N 9,626 9,626 7,788 7,788 5,479 5,479 16,987 16,987

Note: * p<0.05, ** p<0.01, *** p<0.001
Al models control for countries included in
regions



Table 5. Odds of Receiving Skilled Prenatal Care by Migrant Stream & Duration of Residence

Migrant Type
Rural Non-Migrant (ref)
Urban Non-Migrant
Urban-Urban < 3 Years
Urban-Urban > 3 Years
Rural-Rural < 3 Years
Rural-Rural > 3 Years
Rural-Urban < 3 Years
Rural-Urban > 3 Years
Urban-Rural < 3 Years
Urban-Rural > 3 Years
Marital Status
Ever Married (ref)
Never Married
Wealth Quintile
Poorest (ref)
Poorer
Middle
Richer
Richest
Education
None (ref)
Primary
Secondary or Higher
Age
15-19 Years (ref)
20-24 Years

N

Southern Africa East Africa Central Africa West Africa
OR Std. Err. Sig. OR Std. Err. Sig. OR Std. Err. Sig.  OR Std. Err. Sig
1.00 - 1.00 - 1.00 -- 1.00 -

255 043  ** 261 072 ¥ 1.59 0.36 * 241 025 *~
2.60 0.85 *x 1.90 1.04 1.66 0.80 265 045 *
3.67 132  ** 0.76 0.38 5.34 352 * 234 048 *
1.30 0.18 1.00 0.12 1.35 0.30 1.09 0.08
0.90 0.13 1.01 0.14 0.72 0.18 0.83 0.07
1.60 0.51 1.58 0.57 1.34 0.54 153 034
1.93 0.64 * 277 1.28 * 2.67 1.27 * 181 038 *
232 056  *** 1.23 0.36 0.78 0.49 1.89 025 =~
156 0.42 1.72 0.63 1.63 0.55 1.44 0.21
1.00 - 1.00 - 1.00 -- 1.00 -
1.14 0.17 0.63 0.11 *x 1.36 0.38 0.79 0.10
1.00 -- 1.00 - 1.00 -- 1.00 -
1.10 0.13 1.60 0.18 *** 1.04 0.21 159 011 =~
091 0.11 192 024 = 1.58 0.34 * 211 0.16 *
1.96 0.29  **=* 190 0.27 = 242 065 ** 293 025 =
3.10 0.67  *** 3.01 0.75 = 2.78 0.97 *x 496 0.67 ***
1.00 -- 1.00 - 1.00 -- 1.00 -
157 0.16  *** 165 0.16  **=* 204 035 * 224 017 =
223 0.38  *** 277 0.65  *** 219 053 ** 380 035 **
1.00 -- 1.00 - 1.00 -- 1.00 -
1.07 0.10 1.09 0.11 1.13 0.20 1.15 0.07
9,626 7,788 5,479 16,987

Note: * p<0.05, ** p<0.01, *** p<0.001

All models control for countries
included in regions



Table 6. Odds of Receiving Skilled Delivery Assistance by Migrant Stream

Southern Africa Eastern Africa Central Africa Western Africa
OR Std. Err. Sig. OR Std. Err.  Sig.  OR Std. Err. Sig. OR Std. Err. Sig. OR Std. Err. Sig. OR Std. Err. Sig.  OR Std. Err. Sig. OR Std. Err.  Sig.
Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Migrant Type

Rural Non-Migrant (ref)  1.00 -- 1.00 -- 1.00 -- -- 1.00 -- -- 1.00 - -- 1.00 - - 1.00 - -- 1.00 - -

Urban Non-Migrant 779 081 3.04 0.38 %= 7.30 123 ** 241 041 ¥ 540 0.82 ** 281 056 ** 595 048 ** 237 022 *=*

Urban-Urban 1042 156 ** 3.56 059  *= 1233 2.84 ** 318 0.77 ** 541 132 ** 247 070 ** 6.34 0.64 ** 232 028 *=

Rural-Rural 1.11  0.09 1.13 0.09 0.96 0.09 1.02 0.10 095 0.15 1.03 0.17 7 0.D.06 ** 102 0.08

Rural-Urban 546  0.83 ** 2.57 0.43 ¥ 4.76 1.09 ** 195 047 * 325 070 ** 201 051 *= 414 051 ** 217 0.31 *=*

Urban-Rural 261 034 2.05 0.28  w= 179 032 ** 131 0.22 1.30 0.35 1.03 0.30 232 023 181 0.19 **
Marital Status

Ever Married (ref) 1.00 -- 1.00 -- 1.00 - 1.00 -

Never Married 1.28 0.13 * 1.07 0.14 2.02 043 ** 0.93 0.11
Wealth Quintile

Poorest (ref) 1.00 -- 1.00 -- 1.00 -- 1.00 -

Poorer 1.08 0.10 1.10 0.13 1.29 0.23 1.66 0.15%*

Middle 1.44 0.14  *= 131 0.15 * 1.64 030 * 213 019 *=

Richer 2.45 0.27 ¥ 210 0.26 ** 242 053 *= 356 0.34 ®=

Richest 3.40 0.47 %= 420 0.69 ** 402 093 = 720 091 =
Education

None (ref) 1.00 -- 1.00 -- 1.00 - 1.00 -

Primary 1.73 0.17  *= 1.97 020 *=* 1.75 027 *=* 200 0.15 *=

Secondary or Higher 3.21 041  *= 425 0.65 ** 175 035 * 460 041 =
Age

15-19 Years (ref) 1.00 -- 1.00 -- 1.00 - 1.00 -

20-24 Years 0.86 0.07 0.97 0.09 1.00 0.15 0.87 0.06

N 9,633 9,633 7,789 7,789 5,481 5,481 16,975 16,975

Note: * p<0.05, ** p<0.01, *** p<0.001

All models control fr countries included in regions



Table 7. Odds of Receiving Skilled Delivery Assistance by Migrant Stream & Duration of Residence

Migrant Type
Rural Non-Migrant (ref)
Urban Non-Migrant
Urban-Urban < 3 Years
Urban-Urban > 3 Years
Rural-Rural < 3 Years
Rural-Rural > 3 Years
Rural-Urban < 3 Years
Rural-Urban > 3 Years
Urban-Rural < 3 Years
Urban-Rural > 3 Years
Marital Status
Ever Married (ref)
Never Married
Wealth Quintile
Poorest (ref)
Poorer
Middle
Richer
Richest
Education
None (ref)
Primary
Secondary or Higher
Age
15-19 Years (ref)
20-24 Years

N

Southern Africa East Africa Central Africa West Africa
OR Std. Err. Sig. OR Std. Err. Sig. OR Std. Err. Sig. OR Std. Err.  Sig.
1.00 - 1.00 -- 1.00 - 1.00 --
3.04 0.38 241 041 Fxk 282 056 * 238 0.22 =
3.84 0.78  *** 3.53 1.09 *xk 3.33 1.00 ** 271 041 @ ***
3.20 0.73 271 0.92 *x 1.98 0.75 1.85 0.30 **
1.26 0.12 * 1.16 0.13 1.12 0.23 1.21 011
0.95 0.11 0.82 0.11 0.94 0.21 0.79 0.08
1.98 0.37  *** 1.52 043 1.77 0.57 233 046 *
3.75 1.01 352 131 *xk 2.24 0.73 * 1.97 0.36  ***
2.60 0.47 1.26 0.25 0.92 0.40 2.08 0.28 *
154 0.29 * 1.39 0.39 1.16 0.39 148 0.22 !
1.29 0.13 * 1.08 0.14 202 044 * 095 0.11
1.08 0.10 1.10 0.13 1.29 0.23 166 015 *
1.44 014  *** 1.31 0.16 * 1.63 0.30 il 212 0.19 *~
246 0.27  ** 211 0.26 i 242 053 *** 353 0.34 =
3.40 0.47 = 422 0.70 **% 401 093 ** 716 090  ***
1.74 0.18  *** 1.96 0.20 i 1.75 027 ** 199 0.15 **=*
3.22 041 = 419 0.64 rxk 1.74 0.35 *x 446 040  x**
0.88 0.07 0.99 0.09 1.01 0.15 0.92 0.06

9,633 7,789 5,481 16,975

Note: * p<0.05, ** p<0.01, *** p<0.001

Allmodels control for countries included in regon



