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This is a briefing for advice workers who are helping pregnant women to appeal against refusals of
section 4 asylum support. The aim of the briefing is to provide guidance that will help you to fill in the
grounds of the appeal form and to think about any extra evidence that may be helpful in the appeal
hearing.
Please also see ‘ASAP Factsheet 14: Section 4 support for pregnant refused asylum seekers’ (available on
our website) for more background information on this issue, including the legal and policy framework
that applies. If you are not already aware of this framework, you should read Factsheet 14
before going any further with this document.
1) What sort of evidence should I be submitting with the appeal form?
Individuated (i.e specific to the appellant) medical evidence. This is likely to be the most persuasive to
the judge:
Opinion from woman’s medical advisors on her fitness to travel
Medical evidence from a midwife or other medical professional which outlines any issues in
relation to health of mother and foetus and any complications in current or previous
pregnancies
Any additional evidence that you may have researched on the impact of a particular medical
condition on pregnancy and flying.
Be aware that potential TB infection has been accepted (in a previous appeal hearing) as a
condition that precludes travel. This is not a binding decision.
General evidence for this group:
General medical evidence on the risks associated with flying when pregnant and under
particular conditions
General medical evidence on the risks associated with certain groups (i.e BME women,
migrants, refused asylum seekers) in pregnancy
Airline guidance
Remember to check for any opinion from the Home Office Medical Officer
2) What sort of arguments should I consider making on the appeals form?
2.1 The risk that a pregnant woman, at any stage in the pregnancy, may suffer a miscarriage, obstetric
emergency or preterm birth. Your client may be at increased risk of this due to the medical
evidence you have highlighted above (if available) and due to her membership of a group with
higher general risk of poor maternal outcomes – see more info on these risks below.
2.2 If the evidence points to a risk of a poor maternal outcome (e.g. obstetric emergency or pre term
birth), you may be able to argue that this could prove fatal to mother and/or baby if it occurred on
a flight because of a lack of emergency obstetric and neonatal treatment. So, even if the likelihood
of the emergency occurring appears comparatively low, you can argue that it is not a reasonable
risk to expect a woman to take, bearing in mind the severity of the possible consequences.

Obviously, the higher the likelihood of a poor maternal outcome, the higher risk that this would
occur and potentially prove fatal on a flight.
2.3 Foetal viability outside the womb is currently about 24 weeks in the UK. A baby born at this stage
could receive neonatal resuscitation and support. This is clearly not available on an aeroplane.
2.4 Would the airline allow her to get on the flight? If she is post 28 weeks, most airlines require a
certificate of ‘fitness to fly’ from a relevant medical professional. If the medical evidence suggests
that a midwife/doctor would not sign such a certificate, argue that, on the balance of probabilities,
it is unlikely that an airline would allow a woman to board a plane.
2.5 You may be able to argue that a woman would not be able to go through a process of redocumentation in order to take a flight within a timescale that would still allow her to fly. This will
depend on the stage of her pregnancy and her preterm birth risk, as well as her country of origin.
This argument has been successful, used in conjunction with other medical evidence of
complications.
2.6 The evidence may show poor general health but not include individuated medical evidence of a
high risk pregnancy or risk of flying. Look for evidence of general clinical and social risk factors
(see below) and argue that there is little likelihood that a woman with a combination of poor
general health and general risk factors would obtain a ‘fit to fly’ certificate.
3) What if there is no individuated medical evidence of complications in the pregnancy?
3.1 Higher risk of pre-term birth (PTB): Research has shown that only around 4% of women have

their baby on the estimated date of delivery (EDD) and only 70% deliver within 10 days of their
EDD1. In addition to this significant disparity, research shows that women of ethnic minorities
(i.e. the vast majority of refused asylum seeking women) can expect a reduced gestational term.
PTB occurs before 37 weeks gestation. This has an overall incidence of 5% in developed
countries as opposed to 25% in developing countries2. Studies have demonstrated that black and
Asian women have a greater risk of delivering preterm compared to white women3.
3.2 This disparity between estimated delivery dates (EDD) should allow for a more cogent argument

for early support applications. Home Office policy accepts that women should not fly within 6
weeks of the due date and that support should be given in this window. If evidence (either
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individuated or general) indicates a risk that a woman may have a preterm birth, argue that
support should be brought forward to accommodate this increased risk. Argue that the HO policy
is guidance only and that it does not define ‘late stages of pregnancy’. A woman at risk of preterm
birth is arguably in the late stages of pregnancy before 34 weeks.
3.3 Poor general health: There is evidence that asylum seeking women commonly have poor
general health when they arrive in the UK and that their health declines in the years following
their arrival4. It is well established that asylum seeking women and refugees are at a greater risk
of complications in pregnancy due to conditions that are undiagnosed or untreated5.
3.4

Mental health: Several reports suggest a relationship between depression and PTB6. Mental
health problems are a significant issue for many refused asylum seeking women, with the
experiences that many suffered before seeking asylum potentially having huge impacts on their
mental health. This is then further compounded by the poverty, discrimination, exploitation,
abuse, and uncertainty for the future that they experience as asylum is refused7

3.5 Stress: Multiple studies have considered both acute and chronic life stressors as a risk factor for
PTB. Refused asylum seekers will have experienced high levels of psychological and social stress
prior to their exile to the UK, during their asylum application process and their subsequent
destitution after a failed application8.
3.6 Poor antenatal attendance: It is recognised that women who have no antenatal care, book late
or have poor antenatal attendance are at greater risk of complications9. Pregnant women living
in disadvantaged situations, including asylum seekers, are less likely to have early access to, or
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maintain contact with, services during their pregnancy. A lack of common language, uncertainty
of how the health system works and confusion over payment for health care can further
compound inadequate antenatal care.
4) What about the impact of destitution on a woman’s pregnancy?
Destitution: Adverse social circumstances are significantly associated with PTB10; women in the
‘most deprived’ group having a nearly twofold risk of PTB11 and homelessness women having nearly a
threefold increased risk of PTB12.
5) What does airline guidance say?
The International Air Transport Association (IATA) recommends13:
Single uncomplicated pregnancies should not travel from 36 weeks gestation and that
certification of fit to fly from a doctor is required from 28 weeks.
Multiple pregnancies should not travel from 32 weeks, and require medical certification from
28 weeks
Complicated pregnancies require individual assessment to fly at any gestation to determine
fitness to fly
Airline policy is dictated by a consideration of the risks of preterm birth (PTB) and emergency
complications: ‘while the aircraft environment may not be causally related to pregnancy emergencies,
the aircraft environment limits the ability for a medical response. In addition, diversion to an alternate
airport is expensive and disruptive to other passengers’ 14
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