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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
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7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
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9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

The article is devoted to a comparative analysis of the legal
provision of maternal and child health care in the member
states of the European Union (EU). The relevance of the
study lies in the analysis of modern European approaches to
the regulation of maternal and child health care, as well as in
determining the possibilities of adapting positive experience for
states that have embarked on the path of European integration.
The methodological basis of the study is a complex of general
scientific and special legal methods.

As a result of the study, it has been established that the legal
regulation of maternal and child health care in the EU is based
on a combination of unified standards of EU law and national
models of their implementation. At the same time, it has been
found that despite the presence of common European standards
in the field of health care, there are differences in access
to medical services, social protection systems for pregnant
women and mothers, ensuring reproductive rights, as well as in
indicators of maternal and perinatal mortality in EU countries.
The problems of unequal access to medical care, especially
for migrants, refugees and socially vulnerable groups of the
population, have been identified.

It has been concluded that the effectiveness of maternal and
child health care systems largely depends on the following
factors: legal guarantees, a developed system of social
protection for women, effective functioning of the health care
system and access to medical services. The generalization of
the experience of EU member states made it possible to identify
the most effective models of legal regulation and organization
of medical care, which can be used in the formation of state
policy and improvement of legislation in states aspiring to EU
membership.

Key words. Child, family, healthcare services, medical care,
reproductive rights, legal safeguards, European standards.

Introduction.

Maternal and child health care is now a priority area of modern
state policy, as it is a vital component of national security,
directly linked to the development of a healthy generation and
the preservation of the nation’s gene pool [1]. However, in
the EU member states there are significant differences in the
practice of providing medical care, the level of accessibility
of medical services, the degree of implementation of social
and labor guarantees for pregnant women, mothers in labor,
children, as well as women from vulnerable categories, in
particular migrants.
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Particularly acute in the EU member states are the issues
of maternal and perinatal mortality, access to prenatal and
postpartum care, reproductive and mental health of women, etc.
A comparative analysis of legal regulation and existing models
operating in the EU member states makes it possible to identify
both common standards for organizing maternal and child health
care, and national characteristics of individual states. The study
of such experience is important for building an optimal model
of the health care system.

It is these circumstances that determined the purpose of this
article - to conduct a comparative analysis of maternal and child
health care in individual EU member states, identify common
approaches and national characteristics in this area, and identify
positive experiences that can be used by states aspiring to EU
membership.

The expected results of the study are to form a holistic picture
of the current state of legal support for maternal and child health
care in individual EU member states, as well as to identify
the most effective models and problematic aspects of their
functioning. The significance of this study is that its conclusions
can be used in the formation of state policy in the field of health
care, social protection of women and children, as well as in the
process of adapting the national legislation of states aspiring to
EU membership to European standards.

Literature review.

It should be noted that certain aspects of the issues outlined here
have already been addressed in academic works. Thus, this study
takes into account the series of scholarly works by Teremetskyi
et al., in which: 1) the legal aspects of the realization of the right
to health care have been revealed in the context of international
and European standards [2]; 2) the interconnection between
guarantees of social human rights, particularly the right to health
care and the right to housing as well as their significance for
ensuring adequate living conditions for families and children,
has been identified [1]; 3) the issues of social protection of
women and ensuring a balance between professional and family
life as important elements of modern policy in the field of
maternal and child health protection have been analyzed [3];
4) certain aspects of the implementation of reproductive human
rights and cross-border practices of providing medical services
in the field of reproductive medicine [4]. These works provide
a relevant basis for defining the general legal framework of the
present research. At the same time, this article further develops
and specifies that framework by relying on European studies
concerning national models of maternity care, perinatal health
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indicators, and access to healthcare services for women in
vulnerable situations.

When writing this article, its authors relied on Tsybenko’s
dissertation, dedicated to the peculiarities of legal regulation of
maternal and child health care in Ukraine [5]. This dissertation
is relevant to the present study, since one of the practical
objectives of the article is to identify European practices that
may be useful for EU candidate countries, including Ukraine.

In addition, the study draws on works by European researchers
addressing the accessibility and quality of maternity care.
Particular attention is paid to studies examining barriers
to adequate maternal care in Poland through the criteria of
availability, appropriateness, affordability, approachability, and
acceptability, as well as communication between healthcare
professionals and patients [6]; research concerning standards of
perinatal care and maternal mortality in Italy based on data from
the Italian Obstetric Surveillance System [7]; and studies on
organizational aspects of the functioning of healthcare systems
in Italy [8]. These studies are relevant because they demonstrate
that maternal and child health care should be assessed not only
through legal guarantees, but also through the real functioning
of medical institutions, quality assurance mechanisms and
patient experiences.

A separate group of studies addresses the Dutch model of
maternity care. Amelink-Verburg and Buitendijk examine the
division of roles between independently practising midwives,
who provide care in cases of physiological pregnancy and
childbirth, and obstetricians, who are responsible for high-
risk or pathological pregnancy and childbirth [9]. De Vries,
Nieuwenhuijze and Buitendijk characterize the Netherlands as
an example of a strong and independent midwifery profession,
while emphasizing that this model depends on broader
institutional, cultural and professional conditions [10]. Boesveld
et al. analyze integrated maternity care in the Netherlands,
focusing on maternity care networks and birth centers as
elements of the transition from an autonomous midwife-led
model to more coordinated and integrated perinatal care [11].
Taken together, these studies provide a basis for considering the
Netherlands as a distinctive comparator within the European
healthcare context.

Mattern, Lohmann and Ayerle examine women’s experiences
and expectations regarding systemic aspects of midwifery care
in Germany, including access, availability, choice, continuity,
and the place of midwifery within the healthcare system [12].
Lohmann, Mattern and Ayerle analyze midwives’ perceptions
of women’s preferences in Germany and identify organizational
challenges related to interprofessional cooperation, workforce
capacity, and the practical realization of woman-centred care
[13]. Lange et al. study antenatal care and health behaviour
among pregnant women in Germany, emphasizing the
importance of preventive check-ups and the influence of
socioeconomic factors on the use of prenatal care [14]. These
sources are particularly important for the present article because
Germany represents a statutory health insurance-based model
with regulated prenatal check-ups, preventive examinations,
and a developed legal framework for maternity protection.

The authors of this article have also analysed and used studies
focused on inequalities in access to maternity care among
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migrant women, asylum seekers, Roma women, and other
groups in vulnerable situations. Boerleider et al. show that
women of non-Western origin in the Netherlands are more
likely to make inadequate use of prenatal care, particularly
because of late entry into care [15]. Verschuuren et al. analyse
community midwives’ perspectives on perinatal care for asylum
seekers and refugees in the Netherlands, identifying barriers
related to communication, continuity of care, psychosocial
support, and interprofessional cooperation [16]. LeMasters et al.
examine the pregnancy experiences of women in rural Romania
and demonstrate that ethnic and socioeconomic disparities
affect women’s interaction with the healthcare system during
pregnancy [17]. These studies confirm that formal entitlement
to maternity care does not always guarantee effective access in
practice, especially for women in socially vulnerable situations.

Finally, the comparative dimension of the study is supported
by European reports and indicator-based research, in particular
the Euro-Peristat report on core indicators of the health and care
of pregnant women and babies in Europe [18]. Such sources are
important because they make it possible to compare maternal,
perinatal, neonatal, and infant health indicators across European
countries and to assess how national legal and organizational
models are reflected in actual health outcomes.

At the same time, there are no works in the scientific literature
that would examine maternal and child health care in the EU
member states through the prism of a combination of legal,
organizational, social and comparative approaches. The issues
of the correlation between unified EU standards and national
models of their implementation, the features of access to
medical care for vulnerable categories of women, as well as
the possibilities of adapting individual European practices to
modern socio-legal realities also remain insufficiently covered.

Materials and Methods.

The theoretical framework of this study is based on scholarly
works addressing issues related to the right to maternal and
child health care, reproductive rights, children’s rights, and
social protection for women. The legal framework of this article
is grounded in primary and secondary EU law, specifically
the Treaty on European Union, the Charter of Fundamental
Rights of the EU, Council Directive 92/85/EEC on the safety
and health at work of pregnant workers and workers who have
recently given birth or are breastfeeding [19], Directive (EU)
2019/1158 on work-life balance for parents and carers [20], as
well as specific national legislative acts of EU member states.

In writing the article, the authors employed general scientific
and specialized legal methods. The dialectical method allowed
for the examination of maternal and child health as a dynamic
sphere that changes under the influence of social, economic,
demographic, and legal factors. The formal-legal method was
applied to analyze the content of EU legal acts and the national
legislation of individual states. The comparative legal method is
central to the study, as it enabled a comparison of the approaches
of various EU member states to the organization of medical
care, social and labor guarantees, as well as the protection of
women’s and children’s rights. The statistical method was used
in the analysis of maternal, infant, and perinatal mortality rates.



Results and Discussion.

Legal framework and current trends in maternal and child
health care in the European Union:

In EU law, pregnancy and maternity are considered
circumstances deserving special protection. Article 3(3) of the
Treaty on EU establishes that one of the objectives of the EU
is to promote the protection of the rights of the child, which
includes the right to health [21]. The Charter of Fundamental
Rights of the EU recognises the right of access to preventive
health care and the right to receive health care under the
conditions laid down by national law and practices [22]. The
right to health is therefore not explicitly enshrined in the Charter,
but is indirectly guaranteed by various articles, in particular the
right to respect for physical and mental integrity (Article 3), the
right to respect for private and family life (Article 7), the right
to non-discrimination (Article 21), and the right to fair and just
working conditions (Article 31) [2].

The most well-known piece of EU legislation governing the
health of women as expectant mothers and the protection of their
labor rights is Council Directive 92/85/EEC of October 19, 1992,
on the introduction of measures to encourage improvements
in the safety and health at work of pregnant workers, workers
who have recently given birth, or are breastfeeding (hereinafter
referred to as Council Directive 92/85/EEC) [19]. Council
Directive 92/85/EEC established a minimum period of
maternity leave of 14 weeks, including 2 weeks of compulsory
leave before and/or after childbirth, with appropriate financial
assistance depending on national legislation.

The right to 2 weeks of mandatory leave before and/or after
childbirth in connection with the birth of a child was introduced
in Directive (EU) 2019/1158 of the European Parliament
and of the Council of 20 June 2019 on work-life balance for
parents and carers and repealing Council Directive 2010/18/
EU (hereinafter referred to as Directive (EU) 2019/1158) [23].
Furthermore, Directive (EU) 2019/1158 modernised some
existing rights, namely the right to parental leave and the right
to flexible working hours. It also aims to establish a new sharing
of the risks associated with childcare. Its aim is to improve the
situation of women in the labour market by promoting a better
sharing of care responsibilities between women and men [3].

Directive (EU) 2019/1158 sets out two main areas of reform:

1) the introduction at the EU level of a specific right for parents
to paid parental leave, as well as the creation of incentives for its
use, in particular through a combination of non-transferable and
adequately paid leave;

2) the application of a life-cycle approach aimed at ensuring
a balance between work and personal life [5]. This approach
involves taking into account the needs of employees in
combining work and family responsibilities, in particular in
connection with the presence of children or the need to care for
sick or dependent family members, and is implemented through
the provision of the right to appropriate types of leave [24].

On January 29, 2025, the «MEPs for Women’s Health» group
resumed its work in the European Parliament. This is a cross-
party group dedicated to addressing women’s health issues
in the EU. The initiative brings together MEPs with a shared
commitment to improving women’s health policies, ensuring
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access to quality healthcare and promoting gender-sensitive
healthcare systems across the EU.

The “MEPs for Women’s Health” group planned to focus on
the following priorities: 1) increasing investment in women’s
health research and data collection; 2) raising awareness of
how diseases affect women differently; 3) mainstreaming sex
and gender issues in the professional education of healthcare
professionals; 4) eliminating gender inequalities in access to
healthcare and its outcomes; 5) focusing on disease prevention;
6) ensuring sexual and reproductive health rights; 7) advocating
for improved maternal health standards; 8) implementing work-
life balance policies in line with the European Pillar of Social
Rights [25]; 9) combating gender-based violence and its impact
on women’s [26].

The EU is therefore concerned about the low birth rate and the
problems with public health in general and women’s health in
particular. In the future, this may also have a positive impact on
maternal and child health.

Despite the existence of numerous international and European
legal instruments in the field of maternal health, certain
obstacles still remain in the implementation of this right.
Studies of universal health coverage systems in Europe indicate
the presence of institutional and organizational barriers to
access to health care for women during pregnancy, childbirth
and the postpartum period, as well as for children. The greatest
difficulties are experienced by residents of rural areas, the
elderly, people with limited mobility, vulnerable categories
of women, as well as migrants and refugees, who often avoid
seeking health care due to fear of deportation or administrative,
financial and social obstacles [27].

One of the key indicators of maternal health is the maternal
mortality ratio, which the World Health Organization defines
as the mortality of women due to complications of pregnancy
and childbirth. In the European Region, this rate is among the
lowest in the world, standing at approximately 11 cases per
100,000 live births [28]. Despite the general trend towards its
decline, significant differences persist between the countries
of Western and Eastern Europe, due to the level of their socio-
economic development and the peculiarities of the functioning
of their healthcare systems. In particular, the OECD records a
significant increase in maternal mortality in Latvia compared to
the previous decade, while countries such as Ireland, Poland and
Italy show significantly lower rates [29].

In general, modern European Union policy is increasingly
focused on a strategic approach to women’s health at different
stages of their lives, which is reflected in national strategies and
specialized programs to support motherhood and childhood
[29].

Perinatal mortality rates in Europe vary considerably between
countries. Although the rate remains relatively low in most EU
countries, there are still notable differences between them.

According to Eurostat, the total fertility rate in the EU in 2024
was around 1.34 children per woman, varying considerably
between member states [30]. The most critical period of
increased risk for the life of a newborn is childbirth and the first
month of life. At the same time, stillbirth and neonatal mortality
rates in the EU remain lower than in most other regions of the
world [29].



The burden of perinatal mortality and morbidity remains a
major public health problem in Europe. Perinatal complications
have not only medical but also significant psychological, social
and economic consequences for families and health systems.
Favourable perinatal outcomes provide the basis for the lifelong
physical and mental health of children and their parents.
However, perinatal complications can have long-term negative
consequences, including neurodevelopmental impairment,
disability due to preterm birth, severe intrauterine growth
retardation or hypoxic-ischemic encephalopathy [18].

Studies also confirm a link between adverse perinatal outcomes
and an increased risk of chronic diseases later in life. At the same
time, the negative consequences of perinatal complications are
disproportionately more common among socially vulnerable
groups, which contributes to the perpetuation of health
inequalities across generations [18].

Current statistics show that the infant mortality rate in the
EU remains one of the lowest in the world. In 2024, it was
approximately 3.5 cases per 1,000 live births, demonstrating
a general trend of gradual decline in this indicator over recent
decades [31]. However, there are still significant differences
in the respective indicators between EU member states. For
example, in 2024, the highest infant mortality rates were recorded
in Romania (at 6.6 deaths per 1 000 live births), while the lowest
were recorded in Estonia (1.4 deaths per 1 000 live births) [31].
Overall, over the past decades, there has been a steady trend
towards a decrease in child mortality in EU countries. At the
same time, the persistence of differences between EU member
states indicates the existence of different approaches to the
organization of maternal and child health care.

Comparative Legal Analysis of National Models of Maternal
and Child Health Care in Individual EU Member States:

To make the comparison between the selected countries
more objective, it is necessary to present key demographic and
health indicators in a uniform manner. Table 1 summarises the
maternal mortality ratio, infant mortality rate, and total fertility
rate in the countries examined in this study. These indicators do
not exhaustively reflect the effectiveness of maternal and child
health care systems, since they are influenced by a wide range
of legal, organizational, social, economic, and demographic
factors. However, they provide a common statistical basis
for comparing national models and identifying differences in
outcomes.

The data presented in Table 1 show that the selected countries
differ not only in their legal and organizational models of
maternal and child health care, but also in key demographic
and health outcomes. This confirms the need for a comparative
approach that combines legal analysis with the assessment of
statistical indicators.

In Ireland, children have long been recognised as a special
group in society, largely because of their vulnerability.
Historically, children have been granted fewer rights and had
fewer responsibilities than adults. Their primary responsibility
has been that of their parents and guardians. However, over
the past decade, Ireland has undergone constitutional changes
aimed at strengthening the rights of children, which have led to
changes in their rights, responsibilities and treatment [32].
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Ireland was chosen for a more detailed analysis because the
country’s fertility rate remains relatively high at 1.8, which is
above the EU average (1.5), and because it places significant
emphasis on health and child care [33].

Amendment 42A to the Constitution of Ireland was approved
in a referendum on 10 November 2012. As a result, for the
first time, direct and independent protection of the rights of the
child was ensured at the constitutional level [32]. In addition,
the Children and Family Relationships Act 2015 enshrines the
principle of the best interests of the child and the right of the
child to be heard. Children under the age of six are entitled to
free medical care [34]. To do this, the child must be registered
with the Health and Social Care Service in [35].

Children in Ireland are dependents of their parents and have
the same entitlement to healthcare as their parents. This means
that if the child’s parents have a health insurance card, the child
is listed as a dependent and is entitled to the same range of
services as their parents. Children aged 16 and over can consent
to surgical, medical or dental procedures without the consent of
their parents or guardians. This is provided for in the Non-Fatal
Offences Against the Person Act 1997 [36].

The Irish child health program is similar to international
models of child health programs — it includes child health
checkups, vaccinations, and screenings. The service is free for
all children in Ireland, and its universal nature promotes greater
acceptance among families, as all children have equal access.
The child health program provides a range of medical services
from the prenatal period through the child’s first year of school.
Hospitals and family doctors provide prenatal and postnatal
care (including two checkups at two and six weeks). Family
doctors administer the primary immunization program (up to 13
months) and monitor growth at two and five years of age as part
of the “Children Under 6 family doctor contract.

In 2024, Ireland began developing the Women’s Health Action
Plan for 2024-2025, which aims to introduce new services
in the field of women’s health. In particular, it is planned to
expand screening services (diabetes retina screening and breast
screening), expand abortion services, etc. [37]. In addition,
it is planned to create the first state-run assisted reproductive
technology treatment center. Work is currently underway to
ensure the implementation of the first-ever Women’s Mental
Health Charter in the history of the state, with the aim of
providing women with inclusive, supportive and effective
mental health services.

Thus, a review of Ireland’s experience in the field of women’s
and children’s health shows that the state pays considerable
attention to this area, considering it as one of the priorities of
state policy. The country implements programs and plans aimed
at preserving the health of the nation and maintaining a high
(compared to the average European) birth rate.

Ireland’s experience is useful and innovative in terms
of creating a National Registry of Persons Conceived
Through Donor Reproductive Technologies, developing and
implementing a national Action Plan for Women’s Health,
including mental health, and establishing a national assisted
reproductive technology treatment center. An important stage
in the transformation of reproductive policy was also the
reform of the abortion legislation: after the 2018 referendum,



Table 1. Comparative Indicators of Maternal and Child Health Care in Selected EU Member States.

Maternal mortality ratio, 2023 / Infant mortality.rate, Total ff‘,rtili.ty rate, )
Country . . 2023, per 1,000 live 2023, live births |Relevance for comparison
nearest year, per 100,000 live births | .
births per woman
Jow / below 3 according to OECD Cpnstitutional recognition of childreq’s
Ireland 3-vear average low / from 2,1 to 3,0t 1.47 rights; women’s health strategy; relatively
Y g higher fertility than many EU states
low / below 3 according to OECD Universal national health service; low
Italy 3-year average; national surveillance lowest / from 1,7 to 2,0t 1.21 fertility; regional disparities in maternal
study estimates 8.4 health care
. Restrictive reproductive rights context;
Poland low /below 3 according to OECD higher / from 3,1 to 5,0t | 1.16 problems of CI())mmunicatiogn and quality of
3-year average .
maternity care
Social health insurance model; structured
Germany |4 low / from 2,1 to 3,0t 1.35 prenatal care; maternity record; strong
labour-law protection
Compulsory insurance; primary midwife-
Netherlands |4 higher / from 3,1 to 5,0t |1.39 led maternity care; structured referral and
integrated perinatal care
. Higher inequalities; rural and Roma
Romania élizjaagcecordmg to OECD 3-year highest / from 5,1 to 6,0t |1.54 communities; formal guarantees combined
with practical access barriers

Sources: Eurostat; OECD/European Commission, Health at a Glance: Europe 2024; World Bank Data; Italian Obstetric Surveillance System/

the constitutional ban on abortion was repealed and the Health
(Regulation of Termination of Pregnancy) Act 2018 was
adopted, which allowed for abortion under legally defined
conditions, including in the case of a lethal fetal anomaly [38].

In Poland, despite positive indicators of maternal health,
women’s experiences regarding the quality of care are mixed.
Access to adequate medical care in this country is assessed based
on criteria such as availability, appropriateness, accessibility,
and acceptability. The main barriers include insufficient
communication by healthcare professionals, inappropriate
treatment of patients, the existence of out-of-pocket (non-
insurance) payments, informal quality assurance procedures
for medical care, non-compliance with established standards of
perinatal care, and shortages of healthcare personnel [5].

Taken together, these factors create a situation in which
adequate care is the exception rather than the norm. The
identified problems can be addressed, in particular, by effectively
reallocating budget funds to specific maternal care services.
Other priority measures include the introduction of mandatory
training for health workers in accordance with the Standards of
Perinatal Care, as well as increased control by state institutions
over the quality of such services [6].

Since 2021, following the entry into force of the judgment
of the Polish Constitutional Tribunal of 22 October 2020,
active theoretical and legal discussions, as well as mass public
protests, have continued in Poland regarding the restriction of
access to abortion, including debates on the liberalisation of
abortion law and the consequences of prohibiting termination
of pregnancy in cases of severe foetal abnormalities. It should
be noted that in Poland, as historically in Ireland, religion
has played an important role in shaping public and normative
discourse on reproductive choice. This issue remains complex
and controversial, as it involves profound ethical, social,
medical, and medico-legal aspects. The tightening of legislative
restrictions on access to abortion in Poland and in some other
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European countries may increase the risk that women will
resort to unsafe or informal procedures, thereby creating risks
to their life and health. Differences in the legal regulation of
abortion across European countries have also contributed to
the phenomenon sometimes referred to as “abortion tourism”,
whereby women seek such services in jurisdictions with more
liberal legislation [39]. In this respect, the Polish experience
illustrates how the formal regulation of reproductive health may
directly affect women’s effective access to healthcare services
and the protection of their health rights.

The Polish case also makes it possible to move from the issue
of abortion to the broader problem of fragmented regulation
of reproductive rights and assisted reproductive technologies
in Europe. A comparable legal uncertainty is observed in the
field of surrogacy. Polish law does not provide a direct and
comprehensive regulation of surrogacy, while surrogacy
agreements are generally regarded as legally ineffective. At the
same time, the situation in the European legal space remains
highly differentiated: in some countries surrogacy is prohibited,
in others it is permitted only under limited or altruistic conditions,
while in a number of jurisdictions it remains insufficiently
regulated. Such divergence does not eliminate the practice, but
contributes to the development of cross-border reproductive
arrangements and creates challenges for national legal systems,
particularly with regard to the recognition of parenthood, the
legal status of children born abroad, and the protection of
the rights and interests of all parties involved. Therefore, the
Polish example is important not only for understanding national
restrictions in the field of reproductive health, but also for
demonstrating the broader need for greater coordination of
European approaches to cross-border reproductive medical
practices [4].

The Italian experience in healthcare is noteworthy. The
Italian National Health Service guarantees universal access to
healthcare. The national government defines a standard package



of healthcare services and distributes public funds between
regional healthcare systems. At the same time, the planning,
administration and direct provision of healthcare services are
carried out and controlled at the local level by the 19 Italian
regions and 2 autonomous provinces.

Italy has a relatively low maternal mortality ratio in the
European context. A national study published in 2024 by the
[talian Obstetric Surveillance System estimated the maternal
mortality ratio in Italy at 8.4 deaths per 100,000 live births for
2011-2019, using an integrated record-linkage approach [8].
This estimate demonstrates the importance of enhanced obstetric
surveillance systems for more accurate monitoring of maternal
mortality. However, significant regional disparities persist in
Italy, particularly affecting the southern regions in terms of
healthcare provision and health outcomes. For example, the
maternal mortality ratio ranged from 3.6 in Tuscany to 13.1 in
Sicily [8].

Italy represents an important example of the role of enhanced
obstetric surveillance in the assessment of maternal mortality.
A national study published in 2024 and based on data from the
[talian Obstetric Surveillance System estimated the maternal
mortality ratio in Italy at 8.4 deaths per 100,000 live births,
which was significantly higher than the figure of 3.9 deaths per
100,000 live births calculated solely on the basis of the Death
Registry [8]. At the same time, the study identified a notable
declining trend in maternal mortality over the study period.
The leading causes of maternal deaths within 42 days of the
pregnancy outcome were obstetric haemorrhage, sepsis, and
cardiovascular diseases, while late maternal deaths were mainly
associated with suicide, malignancies, and cardiovascular
diseases [8]. Therefore, the Italian experience is important
because it demonstrates the value of integrated surveillance
systems for identifying the actual magnitude, trends, and causes
of maternal mortality. This approach may be useful for countries
seeking to improve the monitoring and prevention of maternal
deaths.

In response to the demographic challenges of recent years,
the Italian government has implemented a number of measures
aimed at supporting fertility and improving family life. One such
initiative is the statutory parental leave [40], which provides
for the possibility for both parents to take paid leave to care
for newborn children. Such measures are aimed at creating a
favorable social environment for families, stimulating fertility,
and stabilizing the social protection system in the context of an
aging population [8].

Legislative Decree No. 105 of 30 June 2022 provides for a
series of provisions aimed at improving the work-life balance
of parents and carers [23]. The main objective of the document
is to achieve a fair distribution of care responsibilities between
women and men, as well as to ensure gender equality in both
employment and family life. These provisions apply to both
private and public sector workers.

In furtherance of this legislative act, INPS Circular No. 122
of 27 October 2022 was adopted, providing the first operational
instructions on the application of Legislative Decree No. 105
of 30 June 2022 [40]. The document concerns changes in the
legal regulation of compulsory paternity leave, parental leave,
and maternity allowance for self-employed women, as well as
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the procedure for exercising the relevant rights by employees,
persons enrolled in the Separate Social Security Scheme, self-
employed persons, and freelance professionals.

The experience of Italy shows a uniform approach to the
provision of parental leave for all officially employed persons,
and a differentiated approach to establishing the number of
months of such leave depending on the status of the person for
the child.

The Dutch healthcare system is characterised by a combination
of compulsory standard health insurance, regulated access to
essential healthcare services, and a strong tradition of primary
maternity care. Under the Dutch standard health insurance
system, the government determines the scope of the standard
health insurance package, while healthcare insurers are obliged
to accept anyone who applies for this package, regardless of age
or health status. The system is based on the principle of social
solidarity, with healthcare costs financed through premiums
and income-related contributions; maternity care is expressly
included among the areas covered within this collective
financing model. Children under the age of 18 must have health
insurance but do not pay premiums for the standard package,
which strengthens the family-oriented and child-protective
character of the Dutch model [41].

A distinctive feature of maternity care in the Netherlands is the
central role of midwives in low-risk pregnancy and childbirth.
Expectant mothers normally receive care during pregnancy
and childbirth from a midwife or, in some areas, from a
general practitioner practising obstetrics. Where specialist
care is required, the woman is referred to a gynaecologist or a
hospital-based midwife [42]. Thus, the Dutch model is based on
a differentiated organisation of care: physiological pregnancy
and childbirth are primarily managed within community-
based maternity care, while pathological or high-risk cases are
referred to specialist obstetric care. This division of professional
roles is supported by referral mechanisms, including the “List
of Obstetric Indications”, which determines when midwife-led
care remains sufficient and when referral to specialist obstetric
care is required [9].

From a comparative legal perspective, the Dutch model is
important because it combines the professional autonomy of
midwives with mechanisms of clinical risk assessment and
referral. De Vries, Nieuwenhuijze and Buitendijk describe
the Netherlands as an example of a strong and independent
midwifery profession, while emphasizing that this model
depends on broader institutional, cultural, and professional
conditions [10]. At the same time, the development of the Dutch
system demonstrates a gradual transition from a relatively
autonomous midwife-led model to more integrated perinatal
care. Studies of Dutch maternity care networks and birth
centers show that concerns about perinatal outcomes and the
fragmentation of services have made coordination between
community midwives, obstetricians, hospitals, maternity care
assistants, and other professionals an important policy direction
[11].

Another relevant feature of the Dutch experience is the
attention paid to woman-centred quality improvement. Research
on Dutch Maternity Care Collaborations shows that improving
maternity care increasingly requires the integration of women’s



experiences into quality assurance processes. However, the
practical use of women’s voices remains difficult because of
organizational limitations, lack of time, financial constraints,
and insufficient expertise [43]. This is important for the present
study because the effectiveness of maternal and child health care
depends not only on formal access to services, but also on the
ability of the healthcare system to respond to women’s actual
needs, expectations, and experiences.

At the same time, the Dutch model should not be idealised.
Research on perinatal care for asylum seekers and refugees in the
Netherlands demonstrates that even highly developed healthcare
systems may face barriers related to communication, continuity
of care, psychosocial support, and interprofessional cooperation
[16]. Therefore, the Netherlands is a valuable comparator
for this study because its model combines legal guarantees,
compulsory health insurance, primary midwife-led care, risk-
based referral to specialist obstetric care, and the development of
integrated perinatal care. For EU candidate countries, including
Ukraine, this experience is useful because it shows that the
protection of maternal and child health requires not only formal
legal guarantees, but also a well-organised system of referral,
continuity of care, professional cooperation, quality assessment,
and targeted support for women in vulnerable situations.

Germany represents a highly institutionalised model of
maternal and child health care, based on statutory health
insurance, preventive prenatal care, legally guaranteed
midwifery assistance, and maternity protection in employment,
training, and education. This makes Germany a relevant
comparator for the present study, since its model demonstrates
how maternal health may be protected through the interaction
of health law, social insurance law, labour law, and medical
guidelines and standards.

One of the central organisational instruments of German
prenatal care is the system of regular preventive check-ups.
Pregnant women with statutory health insurance are offered
prenatal examinations generally every four weeks and, from the
32nd week of pregnancy, every two weeks; these examinations
are voluntary. They include medical history-taking, physical
examinations, laboratory tests, and ultrasound screening.
Their results are recorded in the maternity record, known
as the Mutterpass, which is usually issued at the first check-
up and contains important information about the health of the
woman and the development of the child [44]. From a legal and
administrative perspective, this system creates a standardised
mechanism for documenting pregnancy, monitoring risks, and
ensuring continuity between different healthcare professionals.

German prenatal care also combines medical supervision
with midwifery assistance. Women covered by statutory health
insurance are entitled to midwife assistance during pregnancy,
childbirth, and the postpartum period, in addition to medical
care. Such assistance includes antenatal care, obstetric care,
postpartum support up to twelve weeks after birth, breastfeeding
counselling, and postnatal exercise classes. These services are
generally provided as benefits in kind, meaning that midwives
bill the statutory health insurance funds directly [45]. Thus, the
German model combines legal entitlement, social insurance
financing, and professional maternity support.
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At the same time, studies show that the practical functioning of
midwifery care in Germany is not without difficulties. Mattern,
Lohmann and Ayerle demonstrate that women’s expectations
concern not only the availability of services, but also choice,
continuity, information, and the position of midwifery within
the wider healthcare system [12]. Lohmann, Mattern and Ayerle
further identify organisational challenges related to shortages
of midwives, insufficient interprofessional cooperation, and
unclear delineation between the competencies of midwives and
obstetricians, especially in hospital settings [13]. These findings
indicate that formal legal entitlement to maternity care does not
automatically ensure that women experience care as sufficiently
accessible, continuous, and woman-centred.

The preventive orientation of the German system is also
confirmed by empirical research on prenatal care and health
behaviour. Lange et al. note that regular medical check-ups
during pregnancy are an important preventive measure, while
socioeconomic factors may influence women’s participation
in prenatal care [14]. Recent research by Janke et al. also
emphasises the need to strengthen personalised support,
structured information, communication, and continuity of care
during the preconception and pregnancy phases [46]. These
findings are relevant for legal analysis because the effectiveness
of maternal and child health protection depends not only on the
formal existence of prenatal examinations, but also on whether
different groups of pregnant women can effectively use these
services in practice.

Germany is also important for this comparative study because
of the challenges related to migrant and refugee women. Dopfer
et al. show that pregnancy among refugee women in Northern
Germany is associated with increased use of primary healthcare,
while language barriers and cultural factors may impede access
to adequate care for some pregnant refugee women [47]. This
confirms that even in countries with developed statutory health
insurance and formal legal guarantees, women in vulnerable
situations may face practical barriers to maternal health services.

The German model also includes a developed system of
maternity protection in labour law and social protection. The
Maternity Protection Act protects the health of pregnant and
breastfeeding women and their children at the place of work,
training, and study. Its purpose is not only to prevent health risks,
but also to counteract disadvantages connected with pregnancy,
childbirth, and breastfeeding [48]. Therefore, Germany’s
approach to maternal health is broader than medical care
alone: it combines preventive healthcare, insurance coverage,
midwifery assistance, systematic documentation, occupational
protection, and income protection safeguards. For EU candidate
countries, including Ukraine, this experience is useful because
it demonstrates the importance of integrating medical, social
insurance, labour-law, and organisational mechanisms within a
single maternal and child health policy.

Romania represents a specific model within the comparative
framework of this study, as it demonstrates how formal legal
guarantees may coexist with significant socio-economic,
territorial, and ethnic disparities in access to maternal and child
health care. Unlike countries with more evenly distributed
healthcare provision, Romania continues to face considerable



differences between urban and rural areas, as well as between
the general population and groups in vulnerable situations.
Therefore, Romania is relevant not as an example of the most
effective model, but as a case illustrating the risks of insufficient
practical implementation of legal guarantees.

Romanian legislation provides special protection for pregnant
women and women in the postpartum period within the social
health insurance system. Pregnant women and women who
have recently given birth who have no income, or whose
income is below the national minimum wage, may be insured
without paying social health insurance contributions. Pregnant
women are also exempt from co-payment for pregnancy-related
medical services, while women without income, or with income
below the minimum wage, are exempt from co-payment for all
medical services [49]. Children, as well as young people up to
the age of 26 if they are enrolled in education, are entitled to the
basic package of health services without paying social health
insurance contributions, and uninsured pregnant women are
entitled to a minimum package of health services [50]. These
provisions create an important legal safety net for women
and children who might otherwise remain outside the regular
contribution-based health insurance system.

However, the effectiveness of these guarantees is limited by
structural barriers. Romania still has a high level of unmet needs
for medical care, especially among people at risk of poverty and
those living in rural areas. Territorial disparities are particularly
relevant to maternal and child health, since pregnancy,
childbirth, and emergency obstetric and neonatal care require
timely access to family doctors, maternity units, emergency
transport, and specialised hospital services. These difficulties
are also reflected in health indicators: although Romania has
made progress over the last two decades, maternal and infant
mortality remain higher than in many other European countries
[51].

Particular attention should be paid to women in vulnerable
situations, including women living in rural areas, women
without employment, and Roma women. Empirical research on
pregnancy experiences in rural Romania shows that Roma and
non-Roma women face intersecting barriers during pregnancy,
including transport difficulties, costs, limited information,
different perceptions of prenatal care, socioeconomic
vulnerability, and ethnic discrimination [17]. These findings
demonstrate that access to maternity care in Romania is not
merely a matter of legal entitlement or financial affordability, but
also a social, cultural, and territorially conditioned challenge.

In response to these challenges, Romania has implemented
social inclusion policies aimed at reducing poverty, combating
discrimination, and improving access to public services,
including through the National Roma Strategic Framework [52].
In the context of maternal and child health care, such policies are
important because formal legal entitlement to healthcare services
must be supplemented by practical mechanisms: outreach to
rural communities, health mediation, transport support, stronger
primary care coverage, and culturally sensitive services for
Roma women and other groups in vulnerable situations. Thus,
Romania illustrates the importance of distinguishing between
formal legal entitlement and effective access in practice to
maternal and child healthcare services. For EU candidate
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countries, including Ukraine, Romania’s experience is useful
because it demonstrates the need to combine legal guarantees
with targeted measures aimed at overcoming territorial, ethnic,
and socio-economic barriers to maternal and child health care.

Legal regulation of migrant women’s access to maternal
health services in EU member states:

EU member states take different approaches to regulating
access to maternal health services for specific categories of
women, particularly undocumented migrant women. Broadly
speaking, two main approaches can be identified. The first
encompasses a group of member states that have implemented
legislative and policy mechanisms ensuring undocumented
migrant women full access to maternal health services, either free
of charge or at a subsidized cost. These include countries such
as Belgium, Estonia, France, Germany, Greece, Italy, Ireland,
the Netherlands, Portugal, Romania, Spain, and Sweden.

In particular, in the Netherlands, irregular migrants are entitled
to health insurance that covers emergency care and treatment,
as well as access to primary and secondary medical care. In
Germany, for individuals granted a residence permit, as well
as for other foreigners with a temporary residence permit, the
state covers the costs of medical care and treatment, obstetric
care, medications, bandages, and medical supplies both during
pregnancy and in the postpartum period, provided certain
criteria are met.

However, despite these benefits, undocumented migrant
women do not have access to maternity services, as current
legislation prohibits them from participating in the health
insurance system. The only alternative is to pay for health
services out of their own pocket, which is usually impossible
due to the lack of a stable source of income.

In contrast, in Spain, according to regional legislation, all
migrants have the right to health care on an equal basis with
nationals, provided that they register with the local civil registry
to obtain an individual health card. However, this requirement
doesnotapply to pregnant women, who face additional difficulties
in accessing health care. In cases where migrants cannot register
due to lack of permanent residence, they effectively lose access
to health services. In response to this problem, some regions in
Spain have implemented more humane approaches, providing
health cards to undocumented migrants without requiring prior
registration with the civil registry [27].

Thus, it can be concluded that there is a supportive and tolerant
approach toward pregnant migrant women, provided certain
requirements are met. At the same time, if such a woman is
unwilling or unable to meet the aforementioned requirements,
she may pay for the relevant maternity-related medical services.

A second group of member states has laws and policies that
hinder easy and rapid access to maternal health services and
require women to cover some or all of the costs themselves.
These include countries such as Austria, Bulgaria, Croatia,
Cyprus, the Czech Republic, Denmark, Finland, Hungary,
Latvia, Lithuania, Luxembourg, Malta, Poland, Slovakia, and
Slovenia. Although Europe is considered one of the safest
regions in the world to give birth, differences persist among
EU member states regarding free access to healthcare. The
main barriers to accessing maternal health services include high



costs, language barriers, a lack of clear policies and information,
fear of deportation, the remoteness of medical facilities, and
prejudiced attitudes among healthcare workers. In addition,
pregnant women face a range of additional challenges, including
disrespectful treatment in healthcare facilities, such as physical
violence, neglect, and disregard during childbirth. Maternal
mortality is significantly more likely to occur among women
living in the most disadvantaged socioeconomic conditions [27].

The above demonstrates the different approaches of EU
member states to the health care of vulnerable women — from
ensuring full and free access to maternity-related health services
to establishing conditions that migrant women are often unable
to meet.

Conclusion.

The comparative analysis of maternal and child health care in
Ireland, Italy, Poland, Germany, the Netherlands, and Romania
demonstrates that, despite the existence of common EU legal
standards, national models differ significantly in terms of
healthcare financing, the organisation of maternity services, the
role of midwives and obstetricians, social and labour guarantees,
reproductive health regulation, and effective access to healthcare
services for women and children in vulnerable situations.

At the EU level, the protection of maternity, women’s rights,
and children’s rights is based on a combination of primary
and secondary EU law, including the Treaty on European
Union, the Treaty on the Functioning of the European Union,
the Charter of Fundamental Rights of the European Union,
Council Directive 92/85/EEC, and Directive (EU) 2019/1158.
These instruments establish a general legal framework for the
protection of maternity, childhood, non-discrimination, access
to preventive healthcare and healthcare, work-life balance, and
safe and healthy working conditions. However, the practical
realisation of these guarantees depends primarily on national
legal mechanisms, the institutional capacity of healthcare
systems, and the effectiveness of social protection policies.

The analysed national models show that a number of European
practices may be relevant for EU candidate countries, including
Ukraine. Ireland demonstrates the importance of constitutional
recognition of children’s rights, national women’s health action
plans, mental health support for women, and institutional
mechanisms in the field of assisted reproductive technologies.
Italy shows the value of combining a universal healthcare
system with parental leave and work-life balance policies, while
also confirming the need to reduce regional disparities in access
to maternity care. Poland illustrates that relatively positive
maternal health indicators do not always correspond to high-
quality patient experience, especially when communication,
respect for women'’s dignity, reproductive health regulation, and
compliance with perinatal care standards remain problematic.

The Netherlands is particularly relevant as an example of
a model combining compulsory health insurance, primary
midwife-led care, risk-based referral to specialist obstetric
care, postnatal support, and the development of integrated
perinatal care. Germany demonstrates the effectiveness of a
legally structured prenatal care system based on statutory health
insurance, preventive examinations, the Mutterpass system,
midwifery assistance, and labour-law protection of pregnant and
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breastfeeding women. Romania, in turn, confirms that formal
legal guarantees are insufficient without practical measures
aimed at overcoming barriers linked to socio-economic status,
place of residence, and ethnic discrimination, especially in
rural areas and among Roma communities and other groups in
vulnerable situations.

On this basis, Ukraine and other EU candidate countries
should not mechanically copy individual European models,
but should adapt their most effective elements to national
institutional, financial, demographic, and social conditions.
First, national legislation should establish a coherent legal
framework for maternal and child health care, combining health
law, social protection law, labour law, child protection law, and
reproductive health regulation. Such a framework should cover
prenatal care, childbirth, postnatal care, maternal mental health,
early childhood health services, and targeted protection for
groups in vulnerable situations.

Second, access to pregnancy-related and childbirth-related
healthcare services should be guaranteed regardless of a
woman’s place of residence, income level, displacement status,
or other circumstances of vulnerability. Legal entitlement to
such services should be supported by insurance-based or public
funding mechanisms that remove financial barriers to prenatal
examinations, childbirth, emergency obstetric and neonatal
care, postnatal support, and basic child health services.

Third, candidate countries should develop an integrated
model of perinatal care based on clear referral pathways among
primary care providers, midwives, obstetricians, maternity
units, emergency services, and specialised neonatal care. The
Dutch and German experiences show that maternal and child
health care should not be limited to hospital-based services,
but should include continuity of care, timely risk assessment,
professional cooperation, and effective postnatal support.

Fourth, maternal and child health policy should include targeted
measures for women and children in vulnerable situations,
including internally displaced persons, refugees, migrants,
women living in rural areas, low-income women, Roma women,
and women belonging to other ethnic minorities. Such measures
should include transport support, health mediation, translation
and interpretation services, culturally sensitive counselling,
outreach programmes, and simplified access to prenatal and
postnatal services.

Finally, reforms should be based on reliable data and
measurable indicators, including maternal mortality, perinatal
mortality, infant mortality, access to prenatal care, coverage
of postnatal services, regional disparities, quality of care, and
patients’ experiences. For Ukraine, the most relevant direction
is the creation of an integrated maternal and child health care
model that combines European legal standards, guaranteed
access to pregnancy-related and childbirth-related services,
strengthened midwifery care, systematic prenatal monitoring,
maternal mental health support, targeted protection for women
and children in vulnerable situations, and evidence-based
evaluation of outcomes. Such an approach would allow Ukraine
to align national legislation and healthcare practice with
European standards while responding to the consequences of
war, internal displacement, regional disparities, and the needs
of post-war recovery.
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