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Summary
Maternity care for recently migrated women in Oslo, Norway

- The MiPreg project
Background
Migrant women constitute a growing proportion of women giving birth across Europe.
Previous research has shown an increased risk of adverse maternal and neonatal outcomes in
sub-groups of migrant women. Migrants may face many barriers, not limited to legal, social,
and economic, making migration a key determinant of health. This thesis investigates health-
care related factors that contribute to inequity in maternity care among recent migrant

women and identifies potential barriers to optimal use of maternal health services in Norway.

Aims

The overall aim of this thesis was to provide knowledge regarding experiences in receiving

maternal health care for recently arrived migrant women in Norway. We attempted to

address the overall aim through three objectives:

e Paper 1: To examine factors associated with recently migrated women’s satisfaction with
maternity care.

e Paper 2: To explore factors associated with poor understanding of information provided
by health care personnel among recent migrants. In addition, to investigate which
maternal health topics in particular that women had received inadequate information
about.

e Paper 3: To identify challenges and barriers recently migrated women face in accessing

and utilizing maternity health care services.

Methods
The MiPreg-project is a multidisciplinary, mixed method project. This thesis includes three
articles grounded in both qualitative and quantitative methods. The first two articles use a
structured questionnaire (Paper 1 and Paper 2), and the last article combines findings from
the structured questionnaire study and in-depth qualitative interviews (Paper 3). For the
structured questionnaire we used a modified version of the Migrant Friendly Maternity Care
Questionnaire among migrant women giving birth at Oslo University Hospital and Akershus
University Hospital. For the qualitative part we conducted in-depth interviews with migrant
women and midwives from the hospitals and the Maternal and Child Health Centres in Oslo.
We included internationally migrated, recently pregnant women born in a low or
middle-income country (based on the Global Burden of Disease classification system) and

with a length of stay in Norway < 5 years, giving birth in urban Oslo.



Results

Paper 1: Overall satisfaction with maternal health care was high (72%). However, having a
Norwegian partner, higher education, and high Norwegian language comprehension,
were associated with greater odds of being dissatisfied with care.

Paper 2: One-third of the women reported a poor understanding of the information
provided to them by health care personnel. Low Norwegian language proficiency, refugee
status, no completed education, unemployment, and reported interpreter need were
associated with poor understanding. Women who needed but did not get a professional
interpreter were at the highest risk of poor understanding. Family planning, infant
formula feeding, and postpartum mood changes were reported as the most frequent
insufficiently covered topics.

Paper 3: Four main themes of challenges and barriers faced by the migrant women were
identified: (1) Navigating the health care system, (2) Language, (3) Psychosocial and

structural factors, and (4) Expectations of care.

Conclusions

Our findings provide a baseline for potential improvement and the best balance between

“same care for all” and specialised care, to capture migrants with special needs.

Paper 1: The negative health care experiences and factors associated with satisfaction
identified, have implications for health system planning, education of health care
personnel and strategies for quality improvement.

Paper 2: To achieve optimal understanding, increased awareness of the needs of a
growing, linguistically diverse population, and the benefits of interpretation services in
health service policies and among health care personnel, are needed.

Paper 3: A combination of individual, structural and institutional barriers hinder recently
migrated women in achieving optimal maternal health care. Suggested strategies to
address the challenges include improved provision of information about health care
structure to migrant women, appropriate psychosocial support and strengthening

diversity- and intercultural competence training among health care personnel.
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Sammendrag pa norsk

Svangerskap- og fgdselsomsorg for nyankomne migrantkvinner — MiPreg prosjektet
Migrantkvinner utgjgr en gkende andel av fgdende i mange land, ogsa i Norge. For mange
nyankomne innvandrerkvinner er svangerskap og fgdselsomsorgen deres fgrste mgte med
det norske helsevesenet. Undergrupper av migrantkvinner har gkt risiko for uheldige
maternelle og neonatale utfall. Mange arsaksfaktorer kan spille inn, for eksempel
kommunikasjonsbarrierer, lav helsekompetanse og manglende tilrettelegging av
helsetjenester for en gkende heterogen befolkning.

Dette doktorgradsarbeidet er en del av et st@rre tverrfaglig prosjekt, MiPreg
prosjektet. Formalet med denne studien var a kartlegge erfaringer og identifisere barrierer
for optimal bruk av maternelle helsetjenester blant nyankomne migrantkvinner i urbane
Oslo. Spesifikt gnsket vi a undersgke faktorer knyttet til nyankomne migrerte kvinners
tilfredshet med svangerskaps- og fgdselsomsorgen (artikkel 1). Videre gnsket vi 8 utforske
hvilke faktorer som var assosiert med darlig forstaelse av informasjon formidlet av
helsepersonell og hvilke svangerskapsrelaterte temaer kvinnene ikke hadde fatt nok
informasjon om (artikkel 2). Vi gnsket ogsa a identifisere utfordringer nyankomne
migrantkvinner mgtte i svangerskap- og fgdselsomsorgen i Norge (artikkel 3).

Vi inkluderte kvinner fgdt i et lav- eller mellominntektsland og med botid i Norge <5
ar, som fgdte i Stor-Oslo. Vi intervjuet 401 kvinner med et strukturert spgrreskjema etter
fedsel pa sykehus (artikkel 1 og artikkel 2). Videre kombinerte vi funn fra det strukturerte
spgrreskjemaet, i tillegg dybdeintervju med 20 migrantkvinner og 7 jordmgdre pa
helsestasjon og pa sykehus (artikkel 3).

Vifant at 72% av kvinnene var tilfredse med svangerskap- og fedselsomsorgen. Det &
ha en norsk partner, hgyere utdanning og god norsk sprakforstaelse var forbundet med
hgyere risiko for a vaere misforngyd med omsorgen (artikkel 1). En tredjedel av kvinnene
hadde darlig forstaelse av helseinformasjon formidlet av helsepersonell. Familieplanlegging,
morsmelkerstatning og humgrsvingninger etter fgdselen var temaene som oftest var
utilstrekkelig dekket (artikkel 2). | den siste artikkelen undersgkte vi utfordringer
migrantkvinner har i mgte med svangerskaps- og fgdselsomsorgen i Norge og identifiserte
felgende hovedutfordringer: (1) Navigering i helsevesenet, (2) Sprak, (3) Psykososiale og

strukturelle faktorer, og (4) Forventninger til omsorg (artikkel 3).
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Vare funn har konsekvenser for helsesystemplanlegging og utdanning av
helsepersonell. For a oppna optimal helseforstaelse er det behov for gkt bevissthet om
viktighet av god kommunikasjon og tilstrekkelig bruk av tolketjenester. | tillegg indikerer vare
funn at migrantkvinner kan ha nytte av forbedret informasjon om helsetjenestestruktur,
psykososial st@tte og styrking av mangfolds- og interkulturell kompetanse blant

helsepersonell.
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1. Background

1.1 Introduction

Migration has dominated media and political discourses in Europe in recent years. With
increasing international migration and diversity within countries, it is increasingly important
to understand the health of migrants. The Norwegian health care system is internationally
recognised as a successful national health care system with universal health coverage, which
promotes equality in access to services regardless of ethnicity and socioeconomic
background. Nevertheless, disparities in health care outcomes, access and use of health care
services exist. The Norwegian health system and health policies are designed to cater to the
needs of the majority population and are not necessarily adapted to migrant women’s health
needs.

Migrant women constitute a heterogeneous group, facing a diverse range of
challenges due to the complex interplay between migration, cultural background,
socioeconomic factors and social context in the host country (1). Migrant women are often of
reproductive age and bring with them their culturally diverse health beliefs and practices as
well as distinct experiences of care. For many, the maternity care is the first contact with the
health care system in the host country. Almost one in every five newborns in Norway has
migrant parents, and this number is even higher in metropolitan cities like Oslo (2). As a
consequence, societies are becoming more multicultural, which highlights the issues of equal
access to maternal health care services (3).

Data from a large number of studies suggest that migrant women have an increased
risk of poor maternity care and limited access to health services (4, 5), adverse pregnancy
outcomes (6) and several obstetric complications (7-9). This is a major public health concern;
in addition to negative outcomes for the woman, the newborn child and indirectly, the whole
family may also be affected (10). Furthermore, these outcomes are frequently preventable.

It is important to gain more knowledge about the determinants of migrant women’s
experiences with maternity care to improve the quality of care. The aim is to gain an
understanding of recently migrated women’s experiences with and barriers to optimal
maternity care in Norway. Increased knowledge about these factors may contribute to policy

implementations to improve the health care system for a vulnerable population.
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1.2 International migration

1.2.1 Definitions and classification

People have been moving to new places and settling down in foreign countries for a long
time. Among many things that are different now is the increasing rate of migrants in general
and especially migrants in displacement, largely caused by conflicts outside actual war zones
(11). With the world being increasingly interconnected, international migration affects almost
everyone, either directly or indirectly. According to the world migration report from United
Nations, in 2020 there were approximately 281 million international migrants in the world,
accounting for around 3.6 percent of the global population (12).

The terms immigrant, migrant and foreigner are often used interchangeably. Some
distinguish between migrant and immigrant, and define the latter as people who are or
intend to be settled in the new country, whereas migrants are temporarily residents. We use
the International Organisation for Migration’s definition of a migrant as an umbrella term for

“any person who is moving or has moved across an international border or within a

state away from his/her habitual place of residence, regardless of the person’s legal

status; whether the movement is voluntary or involuntary; what the causes for the

movement are; or what the length of the stay is” (13).

Migrant women are thus defined as women who have emigrated from their country of birth

and have crossed an international border to a new receiving country.

1.2.2 Migrants in Norway

The first migrants in Norway came mainly from countries such as Morocco and Turkey,
followed by some Asian countries, including Pakistan and India (11). They were typically
young single men who came for work and were later followed by their wives and children.
After this, in the 1970s and 1980s, the large refugee groups began to arrive: first Vietnamese,
then Chilean followed by Sri Lankans. In the 1990s, following the Balkan war, many Bosnians
migrated to Norway. After the European Union agreement in 2000, Norway saw an increase
in asylum seekers, migrants based on family reunification and migration due to labour.
People from Pakistan had long been the largest migrant group in Norway, but this changed in
2007 when Polish migrants became the largest group (11). In 2016, for the first time since

2004, more people migrated to Norway because of war instead of work (11).
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Norway has experienced strong growth in migration in recent decades. In 2010,
migrants accounted for 9.5% of the total population, and this increased to 14.8% in 2021
(14). Currently, more than 800.000 persons in Norway are registered as foreign-born (2).
Migration due to labour (45.6%) was the most common reason for migration in 2020,

followed by family reunification (33.9%) (15) (Figure 1).

= Labour
= Family

m Refuge

m Education

Figure 1: The percentage of all migration by reason for migration to Norway in 2020. Source: Statbank, Statistics Norway (15)

1.2.3 Migrant women in Norway

Europe, followed by Asia and Africa, are the largest regions of birth for migrant women to
Norway (16). The top three countries of birth for migrant women in 2021 were Poland,
Sweden and Thailand (Figure 2).
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Figure 2: Foreign-born women by country of birth in Norway, 2021. Source: Statbank, Statistics Norway (16)

Approximately one-third (28.0%) of all migrants had lived in Norway for five years or

less in 2021 (17). There are significant differences in length of residence between migrants by

17



country of birth, often followed by migration patterns of the various migrant groups due to,
for instance, war and political disturbance.

Although there are migrants living in all municipalities of Norway, their distribution
varies greatly, and migrants are usually concentrated in larger cities. Currently, the highest
proportion of migrants live in Oslo, where they make up 25.4% of the population, followed by
Viken County, with 16.8% (14). As a result, these cities and counties are increasingly
becoming more multicultural.

A growing number of newborns are born to two migrant parents in Norway; in 2016,
this number was 19% (18). Approximately 30% (3,200 newborns) of these had parents born
in Asia, while almost as many had parents born in European countries in Central and Eastern
Europe. The largest group of newborns had parents born in Poland (1,500 newborns),

followed by parents born in Somalia (1,100 newborns) (18).

1.3 Migrants and health

1.3.1 Equity in health and health care

Several researchers have demonstrated ethnic disparities in health outcomes in a variety of
settings. These disparities may either reflect true biological differences or may result from
variations in environmental exposure, lifestyle and cultural factors, access to care, and
treatment options. Despite the huge variability in skin colour, hair colour, and sometimes
bodily features, human beings are, for some perhaps surprisingly, genetically very similar.
With the sequencing of the human genome in the early 2000s, it became increasingly clear
that social and cultural factors are the most significant drivers of health differences between
different ethnic groups (19).

Health inequality refers to differences and variations in the health of individuals and
groups (20). Some inequalities, such as differences in the prevalence of melanoma in
different skin types, stem from physiological characteristics. Other inequalities are
considered unjust because they reflect an unfair distribution of underlying social
determinants of health, for instance, inadequate access and use of health care services
(Figure 3). The term health inequity or disparity as applied in the United States, describes

health inequalities that are unfair or unjust (20).
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Figure 3: Illlustration of the difference between the concept equality and equity. By permission ©juliabatsheva —
stock.adobe.com.

There is extensive research indicating that health care systems can either mitigate or
contribute to health disparities based on relative differences in health care access and quality
of care between sections of the population (21). Gagnon et al.(22) sought to provide an
analytical framework for understanding health equity among migrants and identified the
following themes: equity in (a) policy and financing of health care systems, (b) access to
health care services, (c) delivery of health care services, and (d) health status outcomes
(Figure 4). Health care policy refers to the assessment of how just or fair a country’s policies
are on ensuring equity, for instance, integration policies or different financing mechanisms
for health care systems. Access to health care services measures different aspects of
availability, affordability and acceptability of health care services for the target population
(23). Quality of care or delivery of adequate and appropriate health care services refers to
how fairly health care services are delivered to populations with different needs. Last, health
status outcomes typically measure disparities in clinical outcomes, such as complications

during labour.
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Figure 4: Framework for equity in health care, adapted from Gagnon et al.(22)

1.3.2 Migration as a social determinant of health

There are many approaches to understanding the relationship between migration and health.
The most commonly used frameworks are behavioural, cultural and structural frameworks
(24). Here, we will use and see migration through a social determinant of health lens.

It is well established that social determinants of health, i.e., “the conditions in the
environments where people are born, live, learn, work, play, worship, and age”, can
contribute to wide health disparities (25). In other words, factors such as education, income
and occupation can have a major impact on people’s health and contribute to health
inequalities. Migration may even exaggerate health inequalities, and some argue that
migration must be positioned as a social determinant in its own right (24). Migration can
impact a range of social determinants of health (26) (Figure 5). For example, migrants may
encounter challenges in accessing and benefitting from the health care system due to factors
on the demand side, such as language barriers, low health literacy, economic difficulties, and
lack of psychosocial support. On the supply side, factors such as low transcultural proficiency

of health care personnel and implicit bias may play a role (4, 27).

20



Limited/lack of access to clean
Migration cuts across the "A“‘f;’ ;’lf:’ ”“:“:"‘; o e
. . vallability or lack of sale, ciean
Separation from family social determinants of health

housing
Level of social exclusion Often poor working conditions
Existence of xenophobia, and lack of occupational health
discrimination,

schemes
stigma in the host Access to/ existence of jobs
community

. that provide a living wage
Availability of migrant- ;

friendly health services
( (Lack of) legislation ensurirh

migrants’ access to health
regardless of their status

* Existence and effective-ness
of labour policies to protect

/ Educational attainment
* Economic class
* Legal status

* Separation from cultural workers’ rights
norms * Policies prohibiting
* Potential cultural and discriminatory practices

linguistic barriers to * Policies in other domains
information or care affecting the health of j

* Possible substance \ \ \ \ migrants
abuse due to isolation hereditary
factors

Figure 5: Migration and Social Development of Health adapted from Final Report of the Commission on Social Determinants

of Health. With permission, source: (26)

Migrant women constitute a heterogeneous group with varying backgrounds, for
instance, from highly educated to those with minimal education. Recently migrated women
may be particularly vulnerable and at higher risk of disadvantages due to less proficiency in
the majority language and health system literacy and possible negative migration experiences
with a loss of social network (28). Furthermore, women born in low- or middle-income
countries may be at higher risk due to their lower socioeconomic status, particularly
exposure to low socioeconomic status in childhood (29). Discrepancies also exist between
migrants with different reasons for migration. People who migrate due to work and
education tend to be wealthier and have less risk for adverse outcomes than refugees and

asylum seekers, who seem to have a higher risk for adverse outcomes (30).

1.4 The health care system in Norway

Norway has universal health coverage, defined by WHO as:
“all people have access to the health services they need, when and where they need
them, without financial hardship. It includes the full range of essential health services,
from health promotion to prevention, treatment, rehabilitation, and palliative
care”(31).

All legal citizens in Norway are automatically enrolled in the Norwegian National Insurance

Scheme. Undocumented migrants have access only to emergency acute care (32). Insurance
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coverage is funded by general taxes and by payroll contributions shared by employers and
employees. Services covered include primary care, maternity care, mental health, hospital care,
and selected outpatient prescription medicines. Patients pay copayments for some services;
however, most services have limits on out-of-pocket expenses. Most of the health services are

public, and only 10 percent of the population has private insurance (32).

1.4.1 Maternity care in Norway
Maternal health refers to the health of women during pregnancy, delivery and the
postpartum period, usually up to six weeks. Maternity care is the care provided during
pregnancy, called antenatal care, during labour and after delivery, called postnatal care.
Essential maternity care is free of charge. Persons without legal residence have the right to
health care; if they are unable to pay for maternity services, they are exempted (33). For low-
risk pregnancies, the normal prenatal package comprises eight consultations, as well as one
routine ultrasound examination around week 18. In low-risk pregnancies, prenatal care is
delivered by a general practitioner or midwife, and in high-risk pregnancies, by obstetricians.
During birth and the early postpartum period, care is provided by interdisciplinary teams at
the hospital. Almost all births in Norway are institutionalized and occur in hospitals. There are
no private hospitals for delivery in Norway; hence, all deliveries in hospitals take place in
public hospitals. After discharge from the hospital, the Maternal and Child Health Centre
(MCHC) and the general practitioner provide postnatal follow-up (34).

In Norway, all patients have a legal right to receive health care information in a
language they understand, free of charge. It is the responsibility of the health care worker to
arrange for an interpreter (35). It is recommended that professional interpreters be used,

while family members or children should be avoided as interpreters.

1.4.2 Policy context on migration health and maternity care

Norway has a strong commitment to ensuring an equal society and equality in health care for
all migrants. Therefore, the government issued a national strategic document on the health
of migrants in the period 2013-2017 (36). The policy document’s goal was to ensure that all
health care personnel had knowledge of different migrant groups” disease patterns and of

the cultural challenges associated with securing equality in health. Furthermore, recognizing
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the importance of good communication, the policy document emphasized the health care
personnel’s duty to facilitate good communication by assessing interpreter needs and using
qualified interpreters.

In 2009, the Ministry of Health and Care Services in Norway issued a white paper on
maternity care and the continuity of care throughout pregnancy, birth and the postnatal
period (37). In the paper, migrant women’s need for special attention was highlighted and
recommended as a priority. Specifically, communication barriers and the appropriate use of
professional interpreters were emphasised as important. The paper focused on the provision
of holistic and coherent maternity care, including the whole course of the health-care event
(i.e., from pregnancy to postnatal care). In 2020, the Directorate of Health published a report
that showed an increase in deliveries by migrant women, who in general have an increased
risk of adverse maternity outcomes (38). Again, the importance of using professional

interpreters and ensuring sufficient information for pregnant women was emphasized.

1.5 Are migrant women in Norway at increased risk of adverse maternal outcomes?

1.5.1 Adverse outcomes during pregnancy

Studies from Norway have shown that subgroups of migrants have an increased risk of
hyperemesis gravidarum (39, 40), gestational diabetes (41-46) and prepregnancy diabetes
(47) compared with non-migrant women. Furthermore, in studies on vitamin and mineral
deficiency, low folate intake has been reported among migrants (48, 49), as well as severe
vitamin D deficiency (50), iron deficiency and anaemia (51). In contrast to the
abovementioned increased risk of adverse outcomes, preeclampsia has been indicated to be
more common among Norwegian-born women than among migrant women (52-54). Studies
on physical activity and nutrition have found that some women with minority ethnic
backgrounds were less physically active during pregnancy (55, 56), ate less healthily (57), had
greater weight gain during pregnancy compared with women born in Western Europe, (58,

59) and had more abdominal obesity (46) compared with European-born women.

1.5.2 Adverse outcomes during delivery
Studies on caesarean sections in Norway found that the incidence of the prcedure varied

considerably by national background, and increased risk was found in subgroups of migrants
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(60-62). Furthermore, women originating from East, Southeast and Central Asia have been
shown to have an increased risk of instrumental deliveries, postpartum haemorrhagging, and
low Apgar scores (7, 60). In particular women from sub-Saharan Africa have been reported to
be at higher risk of adverse obstetric outcomes. For instance, some studies have reported
that women born in Somalia have an increased risk of obstetric complications, including
induction of labour and operative delivery (9, 63). Additionally, migrant women from Ethiopia
have been shown to have increased odds of placental abruption when giving birth in Norway
(64).

An increased risk of stillbirth was found among various groups of migrant women in
Norway in one study (65). Interestingly, a study reported that migrant women with a
Norwegian-born partner had lower odds of stillbirth than births registered with a non-
Norwegian-born father (66). Another study wanted to examine whether there was a
difference in risk for adverse outcomes between a migrant woman living in Norway and in
the woman’s country of birth, for instance, a Pakistani migrant woman in Norway compared
with a Pakistani woman living in Pakistan. They found higher perinatal mortality among
women living in their country of birth compared with migrants in Norway born in the same
country (67). However, they also found that migrant women had a higher risk of perinatal

mortality compared with Norwegian-born women (67).

1.5.3 Adverse outcomes postpartum

Studies on postpartum depression are not conclusive, as some studies have reported a higher
incidence of postpartum depression among migrant women in Norway (68), while two
smaller studies found a lower incidence (69, 70). In a qualitative study on breastfeeding
practices among migrants, Somali women were found to express a wish for breastfeeding,
but most were unfamiliar with the concept of exclusive breastfeeding, which is often

recommended for a given period of time (71).

1.6 Maternity care for migrant women

1.6.1 Three-delay framework and quality of care
As introduced earlier, the disparities in health outcomes between migrant and host
populations can be linked to the patient, provider and/or health system. Binder introduced

the “migration “three-delay’ framework™, which describes factors influencing women’s care-
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seeking and use of health care in urban high-income settings (72). The “three-delay”
framework was originally created to understand maternal care-seeking in low-income
settings (73). The three phases were 1: deciding to seek care, 2: identifying and reaching
medical facilities and 3: receiving adequate and appropriate treatment. Binder identified
several factors influencing these three phases of delay, the most important being delays due
to broken mutual trust between the patient and the provider, miscommunication, and

suboptimal interpreter use (Figure 6).

Factors influencing care-seeking and utilisation of facility-based care and obstetric
outcome

A. Low-income, rural context

B. High-income, urban context
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Figure 6: The Migration ‘three delays’ framework from Binder et al.(72)

Interestingly, some studies found no differences in the use of and access to health
care services between migrant and non-migrant women (5) (74). This may imply that the
reported disparities in health outcomes reflect quality, not quantity, of care. Indeed,
substandard maternity care for migrant women has been frequently reported in several
countries (75-77). Quality of health care can be defined as “...the degree to which health
services for individuals and populations increase the likelihood of desired health outcomes. It
is based on evidence-based professional knowledge and is critical for achieving universal
health coverage” (78). It is a complex term and can be difficult to assess. Donabedian
introduced a framework for the assessment of the quality of care where structure, process

and outcome are key components (79). Examples of indicators of structure are the economy,
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adherence to guidelines and patient satisfaction and experience (80). One of the most widely

used indications for high-quality care in research is the patient experience.

1.6.2 Migrant women’s use of and experience with maternal health care

Timely and adequate antenatal care is considered crucial in preventing adverse pregnancy
outcomes for women and offspring. Nonetheless, studies have shown late initiation of
antenatal care and fewer antenatal visits among migrant women in several European
countries (4, 81-83).

Systematic reviews of mainly qualitative studies examining migrant women’s
experiences of maternity care in Europe found that communication and language barriers
were among the most important barriers to optimal care (84, 85). Health care personnel’s
lack of training in culturally competent care and women'’s fear of deportation were also
important themes. Studies including specifically humanitarian migrants, i.e., asylum seekers,
refugees, and undocumented migrants, found that women experienced discrimination and

sometimes declined access to maternity care due to their legal status (86).

1.6.3 What do we know about maternity care experiences among migrants in Norway?
Substandard care has been reported to be disproportionately more common among non-
Western migrants in cases of stillbirth (87). The authors of the study conclude that poor
communication and limited utilization of maternity care among migrants were contributing
factors. A qualitative study concluded that to achieve optimal care, Norwegian maternity care
needs to be more differentiated and better equipped to embrace cultural diversity (88).
Migrant women with obesity expressed difficulties in following dietary advice, as it was often
based on a typical Norwegian diet and not adjusted to different dietary preferences (89).
Furthermore, a study showed that limited knowledge about the health care system hindered
women from achieving optimal care (90). On the other hand, health care personnel’s desire
to be culturally sensitive hindered their provision of optimal care to women with female

genital mutilation (91).
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1.7 Rationale for the thesis

Maternity care in Norway is generally considered to be of good quality. Nevertheless, migrant
women are at an increased risk of a number of adverse maternal outcomes and suboptimal
maternity care compared with the host population. Recently migrated women may be at an
increased risk.

The quality of care must be improved to decrease health disparities between
migrants and the host population. To provide optimal care, we need a better understanding
of migrant women’s experiences of maternity care in Norway. However, to date, most
guestionnaire studies in Norway exclude patients who do not speak Norwegian or English, as
it can be very challenging and time-consuming to recruit, translate and conduct interviews in
this population. Thus, we included women regardless of language proficiency to explore

recently migrated women’s own experiences of maternity care in urban Oslo.

1.7.1 Paper 1

Satisfaction with care is considered a key predictor of utilization of health care services,
which in turn can be a modifiable risk factor for adverse outcomes (5, 92-95). Therefore, the
World Health Organization recommends measuring maternal satisfaction of care in order to
improve quality of health care (96). As suggested in the literature, different forms of care
experiences, such as support from health care professionals and participation in decision-
making, are the most important determinants of maternal satisfaction. (97-99). Reproductive
history, age and socioeconomic status are other known factors influencing perceived
maternal satisfaction (100).

mmmm) Therefore, in order to improve care, we need to assess the predictors of satisfaction

with maternity care among recent migrants in Norway.

1.7.2 Paper 2

Use of a professional interpreter has been shown to reduce the language barrier and improve
quality of care (101-103). In contrast to more complex factors such as socioeconomic status,
the provision of interpretation services is a modifiable component that can be managed from
within the health care system. Consequently, a number of European countries aim to provide
interpreter services to migrants (104). This is particularly important in Norway, which in

contrast to countries like United Kingdom and Canada, has little linguistic diversity among
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health care personnel.

We know that the health information need is particularly high during pregnancy
and birth, due to significant physical and psychological changes, in addition to concerns
about the foetus (105). Moreover, the health information need is critical, as behaviours can
have long-term consequences for the woman and her offspring (10). Poor understanding may
influence timely access to maternity care services as well as the relationship between the
patient and the provider (106). Ultimately, it may lead to poor compliance, and in worst case,
adverse outcomes (107, 108).

m—) Therefore, we need to assess the understanding of information and health

information needs of a vulnerable group in maternity care in Norway.

1.7.3 Paper 3

Even though maternity care in Norway is generally considered to be of good quality, sub-
optimal maternity care (6, 77) and barriers to health care access (109, 110) among migrants
have been reported. Previous systematic reviews have examined migrant women’s
experiences of accessing the maternal health care in host countries (84-86). However,
acculturalisation occurs over time and there is sparse data on recently migrated women’s
perceived barriers to optimal maternity care. Furthermore, quantitative research exploring
recently migrated women’s patterns of access and utilisation of maternity care in Norway is
lacking. Previous studies have often focused on problems of accessing care, while the quality
of care provided to migrants once they are in a service, has received comparatively less
attention in the literature.

— Therefore, in order to develop efficient interventions, we need to map the current

patterns of access and utilisation, and better understand the challenges this group faces.
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2. Aims and objectives

This thesis investigates health-care related factors that contribute to inequity in maternity
outcomes among recently migrated women and assesses potential barriers to adequate use
of maternal health services in Norway. Exploring these factors among recent migrants
provide an opportunity to address them through appropriate targeted actions within existing
maternal health services.

The overall aim of this thesis was to provide knowledge about experiences in
receiving maternal health care for recently arrived migrant women in Norway. | attempted to
bridge knowledge gaps and addressed the overall aim through three studies. The specific
objectives raised were the following:

e Paper 1: To examine factors associated with recently migrated women’s satisfaction

with maternity care in urban Oslo, Norway.

e Paper 2: To explore factors associated with poor understanding of information
provided by health care personnel among recent migrants in Oslo, Norway. In
addition, we investigated which maternal health topics in particular women had

received inadequate information about.

e Paper 3: To identify challenges and barriers recently migrated women face in

accessing and utilizing maternity health care services in Oslo, Norway.
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3. Methods

This thesis is based on two work packages from the larger MiPreg research project, which is a
multidisciplinary, mixed method project with a variety of study designs. This thesis includes
three articles with qualitative and quantitative methodological approach: two articles using a
structured questionnaire among migrant women (paper 1 and paper 2) and one combining
the structured questionnaire study and in-depth qualitative interviews with migrants and
health care personnel (paper 3) (Table 1). | will first present the method for the questionnaire
study, then the methods for the in-depth interviews, and finally present the data analyses for
the quantitative and qualitative approaches separately.

Table 1: Overview of the studies in this thesis with design, sample size, outcome variables, exposure variables and statistical
methods used in paper 1-3.

Paper1 Paper 2 Paper 3

Design

Cross-sectional X X X

In-depth interviews X
Sample

401 migrant women at postpartum ward in hospitals X X X

20 pregnant/recently pregnant migrant women at MCHM X

7 midwives working at hospital or MCHM X
Outcome variables

Satisfaction of care X

Negative health care experiences X

Understanding of health information X

Maternity care topics X

Challenge and barrier X

Exposure variables

Region of birth X
Reason for migration X
Maternal education X

Economic status

Norwegian partner

Majority language proficiency

Need for and offer of a professional interpreter
Statistical methods

Descriptive statistics X X X
Logistic regression X X
Thematic analysis X
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3.1 Study design, study material and inclusion criteria

3.1.1 Questionnaire study
We used a modified version of the Migrant Friendly Maternity Care Questionnaire (MFMCQ)
which is a quantitative questionnaire, with a few open-ended questions (111). We included
migrant women born in a low or middle-income country and with a length of stay in Norway
< 5 years, giving birth in urban Oslo. We used the Global Burden of Disease (GBD) regional
classification system, which is based on epidemiological similarity and geographic closeness,
and excluded migrant women born in high-income countries (112).

In the following section, | will present the various steps in choosing and modifying the

questionnaire (Figure 7).

Conceptualisation
and adding
supplementing
questions

Choice of
Conceptualisation questionnaire:
MFMCQ

Adjusting
language and
phrasing

Forward Blind back-
Translating translating

Pilot-testing

Figure 7: Steps in the development of the questionnaire. MFMCQ= Migrant Friendly Maternity Care Questionnaire.

- Step 1: Conceptualisation

Conceptualisation is the process of development and clarification of concepts (113). In this
step we transformed the knowledge gained through literature, previous research and
experiences to broad statements and questions. We identified dimensions and variables, and
made sure the questionnaire covered the themes of interests for our subject. A concept can
have more than one dimension, for instance socio-economic status can mean wealth, power,
or prestige. A more concrete (and hence less abstract) level is ‘indicator’. For instance,
prestige can be measured by level of education, number of publications and salary. ‘Variable’
on the other side is a statistical term and both dimensions and indicators can be a variable
(113). Since a good conceptualisation results in high content validity, we spent a good

amount of time ensuring we got a thorough understanding of our subject.
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- Step 2: Choice of questionnaire

The MFMCQ is a structured questionnaire on maternity care from pregnancy, through labour
and birth, to postpartum care (111). It includes information on maternal socio-demographic,
migration, and obstetrical characteristics as well as perceptions of care during pregnancy and
birth. Originally the MFMCQ consisted of a 112-item questionnaire, which we narrowed
down to include only the most relevant parts, thus making it more attainable. It has been
used in a variety of settings with some published articles and protocols for planned studies

(114-119).

- Step 3: Conceptualisation revised

Next, we made a draft questionnaire and worked further on with that to establish validity.
Validity is the amount of systematic error in the measurement (113). It is established using a
panel of experts and a field test. Which type of validity (content, construct, criterion, and/or
face) to use depends on the objectives of the study. The following questions were addressed
in this step: “Is the questionnaire valid? In other words, is the questionnaire measuring what it
intended to measure?”, “Does it represent the content?”, “Is it appropriate for the population
or sample?”, “Is the questionnaire comprehensive enough to collect all the information
needed to address the purpose and goals of the study?” and “Does the instrument look like a

questionnaire?”.

- Step 4: Adding supplementing questions

After multiple rounds of assessing the questions, prioritising the dimensions and variables,
and making sure our questionnaire covered all subject of interest, we included a few more
questions. For instance, questions on socio-economic background from previous surveys in
Norway, including survey on migrants from Statistics Norway, were incorporated in the

guestionnaire.

- Step 5: Adjusting language and phrasing

In this step, we focused especially on language and readability, using migrant women as
liaisons, and made changes as appropriate. We did not use a readability tool, but focused on
keeping the sentences short and simple, avoiding metaphors and colloquialisms. We

attempted to write the questions at a level that required no more than five years of formal
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education to understand, as recommended (120). Thereafter we focused on selection of
appropriate scales of measurements, question ordering and questionnaire layout. We used
the MFMCQ Translation and Cultural Validation Protocol as guidance (121). However, as we
were conducting the interviews face-to-face and only using the written questionnaire as aid,

we did not follow all of the steps in the protocol.

- Step 6: Pilot-testing: Adjusting for cultural sensitivity and cultural validation

We conducted a pilot-testing of the interview in Norwegian, both with and without a
professional interpreter, and in English on eight women. All the included women in the pilot

testing fit the inclusion criteria of the study and were recruited at the postpartum ward. The

pilot test was used to answer questions like “Does the questionnaire consistently measure

whatever it is supposed to measure?”, “Are some of the words/phrases difficult to

understand?”, “Are the women able to answer the questions, considering they are at the

postpartum ward and probably tired?”. We also paid special attention to questions with

missing answers and questions where the answers did not fit the response scales. We noted

duration of time to completion and attempted to adjust the questionnaire so that it took

approximately 45 mins to complete. Some of the adjustments made after comments from

the pilot-testing are shown in the box below (Table 2).

Table 2: Questions, comments, and adjustments from the pilot-testing.

Question

Q4.5: “Did you experience any
difficulties in this pregnancy?”
with response options

n o u

“Anaemia”, “Nausea” etc.

Q4.6:” Which of the following
offers did you accept during
pregnancy?” with response
option “ultrasound”

Qin segment 6: questions on
experiences with care, with
response scales.

Comment from the women
Need to specify what we mean
with the different difficulties

Need to distinguish between
routine ultrasound and
ultrasound for foetal
diagnostics currently offered to
certain patient groups

In case we do not have the
translated questionnaire in the
women’s language: Need to
explain the structure of
response scales before we
start the first question
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Adjustment

Added instructions in
guidebook:

Nausea —> must have been
admitted to a hospital
Anaemia —> must be taking
iron supplement

Included two response options;
“Routine ultrasound, Week 18”
and “Ultrasound foetal
diagnostics at the hospital”

A reminder in the guidebook



Q on migration history Some women found these Moved the questions on

guestions to be sensitive and migration till the end, so that
needed further explanations they do not come up abruptly
why we wanted them. or appear unconnected with
the rest of the questionnaire
General A woman was hesitant to Important to emphasise
participate in the study and confidentiality and the purpose
was unsure if her response of the study

would influence her stay at the
hospital

- Step 7: Forward Translating

We used a certified translating company that have a contract with the hospitals we recruited
women from. The company has employees with many years of experience with health care,
hence ensuring the translators have knowledge about technical and pregnancy related
terminology. We chose the languages that were most commonly requested for a professional
interpreter at the hospitals. The questionnaire was provided in nine languages: Arabic, Dari,

English, French, Norwegian, Somali, Sorani, Tigrinya and Urdu.

- Step 8: Blind back-translating and adaptation of the guestionnaire

The back-translating was done blinded by employees at the translating company fluent in
both the target and source language. Thereafter, we systematically compared the back-
translated questionnaire with the source language version noting all discrepancies between
the intended meaning of each question and what the back-translator understood. The

questionnaire was sent back to the company for further adjustments and optimal wording.

3.1.2 In-depth interviews

For this qualitative part we conducted in-depth interviews with both migrant women and
health care personnel. We included pregnant migrant women in Oslo, with a length of stay <
5 years in Norway and born in a low- or middle-income country. The included midwives had
extensive experience providing maternity care for migrant women from hospitals and the
MCHC in Oslo. Midwives frequently provide most of the maternity care during pregnancy and

postpartum in Norway. Throughout the pregnancy, they often have a relational and social
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approach to the migrant women and their families. Therefore, we decided to include
midwives as representatives for health care personnel.

The interview with migrant women, lasting from 50 minutes to 1.5 hours, explored in
detail the women’s experiences with maternity care in Norway, including potential barriers
and facilitators. The interview with midwives lasted between 1-2 hours and covered topics
such as their experiences and perceptions of maternity care provided to migrant women,
challenges faced in their daily work and structural limitations related to time, resources and

organisation of maternity care.

3.2 Data collection
In both the questionnaire study and the in-depth interviews with migrant women we strived
for a diverse sample in terms of the women’s country of birth, parity, educational level and

reason for migration.

3.2.1 Questionnaire study

The questionnaire-based study was

Akershus University Oslo University
Hospital Hospital

conducted between January 2019 and

January 2020. Eligible women were

recruited from the two public hospitals ' '
that serve urban Oslo: Oslo University

Hospital and Akershus University

Hospital. Together, they have

approximately 14 800 births annually.
The eligible women were recruited

Interviewed 401 (87.6%) women
either upon admission for delivery or at

Figure 8: Flowchart of inclusion of participants in the questionnaire

the postnatal ward by study-midwives study,

(Figure 8). The study-midwives informed

about the study in the women’s preferred language and gained a written consent if she
wanted to participate. One medical doctor and three study-midwives conducted the
interviews face-to-face in the women’s own language of choice postpartum, using an
interpreter when necessary. A copy of the written translations of the interview questions

were given as a supplement to the women to aid in understanding of the structure of the
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question and the answer options. Before we started recruitment, we held a workshop for all
the interviewers where we systematically assessed the questionnaire step by step to ensure
high quality and consistent response to the questions. We also created a guidebook for the
interviewers, to aid in the interview process. Throughout the inclusion period, the four

interviewers met regularly for discussion and sharing of experiences.

3.2.2 In-depth interviews

From March to December 2019, two anthropologists with vast experience in qualitative
methods conducted in-depth, semi-structured interviews with 20 migrant women. The
eligible women were identified by midwives working at the MCHC, who passed on contact
information to the researchers upon gaining a written consent from the woman. The
interviews took place at three MCHC in three different city districts in Oslo, all with large
migrant populations. The migrant women were interviewed face-to-face, with the majority of
the interviews conducted using a professional interpreter. We ensured variation in country of
origin in the sampling process. To provide sufficient experience with the whole range of
maternity health care services, 15 of the participants were in their third trimester, while the
rest had recently given birth. A reimbursement of 250 NOK at a grocery store was given to
the included migrant women for their participation.

In addition, the two anthropologists conducted in-depth interviews with seven
midwives, three from the hospitals serving urban Oslo and four from MCHC in Oslo. The age
of the midwives ranged from 31 to 57 years old. We had initially planned 10 interviews with
health care personnel, but we had to stop the inclusion due to the coronavirus pandemic. We
started analysing the obtained material and established that data saturation had been
achieved. Data saturation was determined to be attained when no new topics or information
emerged in subsequent interviews. As a result, we decided to discontinue further data

collection.

3.3 Variables

3.3.1 Main variables
In paper 1, the main variable was ‘satisfaction of care’. We also measured a range of variables
collectively called ‘negative health care experiences’. In paper 2, the main variable was

‘understanding of information provided by health care workers’. In this paper, we also
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evaluated a variable called ‘inadequate maternal health information’. In paper 3, the variable
or topic of interest was ‘barriers” and ‘challenges’ faced by the migrant women.

e Satisfaction of care was measured with the question “Overall, were you satisfied with

the care you received?” combined for the three time periods; care during pregnancy,
care during birth and care postpartum. The response options were “always”,
“sometimes”, “rarely” and “never”. We categorized the data to be binary since the
distribution of satisfaction data was strongly skewed, with “satisfied” (including

” o u

“always satisfied”) and “dissatisfied” (combining “sometimes”, “rarely” and “never”).

e Negative health care experiences comprise 11 specific questions on different health

care experiences (Table 3). Most of the questions had the response options were

”n ”u

“always”, “sometimes”, “rarely” and “never”, while a few were binary. All were

categorized to be binary.

Table 3: The eleven questions on negative health care experiences.

- “During labour, were you satisfied with how the health care professionals helped you to
manage your pain?”

- “Do you feel that the length of stay after giving birth was too short/too long/just right?”

- “During labour and birth, or after birth, did you have any preferences about care or any
particular custom or practice you wanted to follow but couldn’t because the health care
professional(s) wouldn’t allow it?”

- “Is there anything you think the health care professionals could do differently or better?”

- “The health care professionals asked me if | had any questions»

- “l felt my worries were taken seriously by the health care professionals”

- “Overall, do you feel that you were treated differently to other people by health care
professionals, for example: because of your language or accent, culture, race or skin colour,
religion, migration status, or health insurance status?”

- “Did you understand the information provided by the health care professionals?”

- “l had to wait too long to receive care”

- “Decisions were made by the health care professionals without my wishes being taken into

” u

account” “Did the health care professionals spend enough time providing explanations?”

e Understanding information provided by health care worker was measured by the

question “Did you understand the information provided by the health care
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professionals?” combined for the three time periods; care during pregnancy, care
during birth and care after birth. As the distribution of response data was strongly
skewed, we categorized the data to be binary, with “good understanding” (including
“always understood information”) and “poor understanding” (combining

“sometimes”, “rarely” and “never”).

Inadequate maternal health information was measured by asking the women

whether or not they had gotten enough information about various topics in the
course of their pregnancy or birth by health care worker.

A ‘barrier’ was defined as anything that restricts access, use or benefit from health
care services, while a ‘challenge’ was defined as a subjective experience of something
that requires great effort in order to succeed and, in contrast to “problem”, is an

opportunity for growth.

3.3.2 Other variables

Maternal country of birth was grouped into super-regions following the GBD

classifications; Latin America & Caribbean; Sub-Saharan Africa; North Africa & Middle
East; South East Asia, East Asia & Oceania; South Asia; Central Europe, Eastern Europe
& Central Asia; High-income (122).

Reason(s) for migration was measured using the national classification based on the

legal grounds for immigration. We grouped women into one out of three categories:
refugee, work/education, and family reunification.

Maternal education was measured with six response options, from “I have no

schooling” to “University, long (4 years or more)”. When doing the analysis, the
variable was classified into three groups: No completed education, primary and
secondary school, or university.

Economic status was measured by asking the women if she had experienced

difficulties making ends meet and paying monthly expenses, with responses “yes

” o u

often”, “yes occasionally” or “no never”.

Having a Norwegian partner implied that the partner was born in Norway, regardless

of ethnicity.

Majority language proficiency was determined by asking the level of fluency for oral,

2

reading, writing and comprehension skills with the response options “fluent”, “good”,
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“some difficulty” and “not at all”. A sum-score ranging from 4 to 16 was created and
we grouped the variable into three quartiles; “Low” with sum-score 4-7; “Moderate”
with sum-score 8 to 11; “High” with sum-score 12 to 16.

e Need for and offer of a professional interpreter was assessed for the three time-

periods; during pregnancy, during birth and after birth. However, as the variable need
for and offer of a professional interpreter during pregnancy compromised the time-
period where most women needed and got offered a professional interpreter, we

chose to include only the latter in the regression model.

3.4 Data analyses

3.4.1 Quantitative part

The collected quantitative data from the questionnaire was plotted into in the program
Epidata. After cleaning the data, it was exported to /BM SPSS Statistics version 26 for analysis.
Descriptive statistics as mean with standard deviation (SD) and frequencies with percentages
were calculated for categorical and continuous variables. To test significant differences
between ‘satisfied/dissatisfied” and ‘poor/good understanding’, we used chi-square tests for
all categorical variables and Mann-Whitney Tests for the continuous variables with non-
normally distribution. Univariable and multivariable logistic regressions were used to
examine associations between main outcome and other socio-demographic and clinical
variables. The association was expressed as odds ratio (OR) with 95% Cl. We measured the
goodness of fit for the logistic regression models and checked for multicollinearity. Two-sided

p-values were reported, and the significance level was set at 0.05.

3.4.2 Qualitative part

The qualitative data, i.e. the open-ended questions from the questionnaire and from the in-
depth interviews with migrant women and midwives, were analysed by thematic analysis.
Reading and reviewing the data, highlighting significant words and recurring subjects, and
developing initial thematic codes were all part of the process. To identify recurring themes
and sub-themes, the audio recorded qualitative interviews were transcribed and analysed
using an inductive technique. After reading the transcript, the researchers coded relevant
sections which were further discussed and adjusted if needed. Themes and sub-themes were

identified, and descriptive narrations were written and compared with the quantitative data
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material, drawing out quotes from migrant women and midwives highlighting the four main
themes identified in the transcribed interviews.

We used triangulation which is defined as: “... a general approach whereby the
convergence, complementarity and dissonance of results on related research questions,
obtained from different methodological approaches, sources, theoretical perspective, or
researchers are explored” (123). Triangulation can be used to improve the validity in research
because it combines different approaches to solve a research question. Triangulation was
achieved with mixed methods and the collection of data from two distinct but interrelated
groups —women and midwives (Figure 9). Furthermore, we interviewed health care
personnel to supplement our results from the in-depth interviews with migrant women and
the cross-sectional study. This provided a new perspective on our research goal, allowing us
to gain a more thorough and comprehensive understanding of the challenges and barriers

recently migrated women experience.

In-depth
interviews with
migrant women

Questionnaire
with migrant

women (n=401) (n=20)

Main challenges and barriers (Paper 2)

Figure 9: The triangulation of findings from structured questionnaire and in-depth interview with migrant women, and in-
depth interview with health care personnel
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4. Results

4.1 Characteristics of data cohort

Table 4: Distribution of selected background variables in the questionnaire study and in-depth interviews with migrant

women.
Characteristics Questionnaire In-depth
study (n=401) interviews
(n=20)
Mean age, in years (SD) 29.8 (4.7) 30 (4.7)
Mean length of residency, in months (SD) 35.6(19.4) 19 (14.2)
Maternal region of birth (%)
Central/Eastern Europe and Central Asia 132 (32.9) 2 (10.0)
Latin America and Caribbean 13 (3.2) 1(5.0)
North Africa and Middle East 76 (19.0) 5(25.0)
South Asia 81(20.2) 5 (25.0)
Southeast Asia, East Asia and Oceania 37 (9.2) 1(5.0)
Sub-Saharan Africa 62 (15.5) 6 (30.0)
Parity (%)
Primiparous 229 (57.1) 11 (55.0)
Multiparous 172 (42.9) 9 (45.0)
Education (%)
No completed school 16 (4.0) 3(15.0)
Primary/secondary school 151 (37.7) 8 (40.0)
University 234 (58.4) 9 (45.0)
Reason for migration (%)
Refugee 41 (10.2) 7 (35.0)
Family reunification 183 (45.6) 10 (50.0)
Education/work 177 (44.1) 3 (15.0)
4.2 Paper 1

Satisfaction with maternity care among recent migrants: an interview questionnaire-based

study

We examined the overall satisfaction and other health care-related experiences in maternity

care among recent migrant women in Oslo. Using the questionnaire study, we included 401

women giving birth in Oslo. The included women originated from 66 different countries.
The overall satisfaction with maternal health care was high (71.82%). Women

with a non-Norwegian partner were less likely than women with a Norwegian partner to be
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dissatisfied with overall care (adjusted OR 0.38, 95% Cl 0.18-0.82). When comparing to those
with higher education, the women who had completed only primary and secondary
education were less likely to be dissatisfied (adjusted OR 0.39, 95% Cl 0.22-0.73). Women
with a lower comprehension of Norwegian language had reduced likelihood of being
dissatisfied (adjusted OR 0.26 and 0.24, 95% Cl 0.09-0.71 and 0.09-0.62). Furthermore,
women with unplanned pregnancies had greater odds of being dissatisfied with care. Other
migrant-specific factors such as mother’s region of birth, reason for migration, and length of
residency had no significant association with satisfaction.

We found a higher proportion of negative responses for different health care
experiences than the overall dissatisfaction with care. Antenatal care was the period with the
highest proportion of negative health care experiences (Figure 10). One-third of the women
did not understand the information provided by the health care personnel. Of these, 85%
said that they would have understood the information better in a different language. More
than a quarter of the women experienced that health care personnel did not ask if they had

questions and did not spend enough time providing explanations.

Overall @®=Pregnancy
dli:gtlsfactlon «®=Delivery
35 Postpartum
30

Time providing
information

Not understanding
the information

Prolonged waitin Wishes not taken
time into account

Figure 10: Proportion of women who reported negative health care experiences for the different time periods; during
pregnancy(green), delivery (blue) and postpartum (yellow).

More refugee women felt treated differently by health care personnel (24.4% vs 9.3%, p
0.022) and understood less information (51.2% vs 27.2%, p 0.008), compared to women who

migrated due to family reunification and work/education, respectively.
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In summary, we found that having a Norwegian partner, higher education, and
high Norwegian language comprehension, were associated with greater odds of being

dissatisfied with care.

4.3 Paper 2
Newly Arrived Migrant Women's Experience of Maternity Health Information: A Face-to-Face

Questionnaire Study in Norway

We examined newly arrived migrant women’s understanding of health information provided
by health care personnel and associated factors. Using a questionnaire among 401 women
we found that one-third (33.4%) of the women reported poor understanding during
pregnancy, birth or after birth. More women with low majority language proficiency, without
any completed education and refugee women reported poor understanding. The highest
need for a professional interpreter was reported during pregnancy (42.1%), whereas the
highest unmet need for a professional interpreter was during birth (19.0%)

Low majority language proficiency, being a refugee, low educational level,
unemployment, and offer of a professional interpreter during pregnancy were associated
with poor understanding of information. Compared with women who did not need a
professional interpreter, those who needed but were not offered a professional interpreter
were 2.8 times more likely, and those who needed and were offered one were 2.1 times
more likely, to have a poor understanding of information.

More than half of the women reported insufficient coverage on the topic of
family planning (58%), infant formula feeding (56%), and postpartum mood changes (53%)
(Figure 11). On the contrary, the lowest reported proportion of insufficient coverage was for
information about recommended medical tests in pregnancy (17%).

In summary, one-third of the women reported a poor understanding of the
information given to them. Women who needed but did not get a professional interpreter
were at the highest risk of poor understanding. Family planning, infant formula feeding, and

postpartum mood changes were reported as the most frequent insufficiently covered topics.
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Figure 11: Proportion of all women who reported receiving insufficient coverage of various maternal health topics.

4.4 Paper 3
Challenges and barriers to optimal maternity care for recently migrated women - a mixed-

method study in Norway

By triangulating our findings from the questionnaire study and in-depth interviews with
migrant women and midwives, we examined challenges and barriers related to accessing and
utilizing maternity care. Combined, the

following four main themes in terms of

1. Navigating
the health
navigating the health care system, care system

2. Communi-
cation

challenges and barriers were identified:

language, psychosocial and structural

factors, and expectations of care (Figure 3.
Psychosocial 4,
12). .
and Expectations
Navigating the health care structural of care

factors

system was the most frequent barrier to

receiving optimal health care, , , v
Figure 12: The main themes identified as challenges and

experienced by almost half of the women barriers, combining material from in-depth interview with
migrant women, in-depth interview with health care

(46.1%). The median (|QR) time for personnel and structured questionnaire with migrant
women.
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scheduling the first antenatal care appointment was eight weeks (6 to 12), with 83.6% of the

women scheduling it by gestational week 12 (Figure 13).
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Figure 13: First antenatal booking by recently arrived migrant women from the questionnaire study, in percentage of all
women (blue bars) and accumulative percentage (red line) by gestational length in weeks

Language issues was the second most frequent barrier to receiving optimal
health care, experienced by almost one-third of the women. The Norwegian language
proficiency among the women was low; 22.9% of the women could not speak or understand
Norwegian at all, and 38.7% with difficulty. Various challenges related to use of a professional
interpreter, concerns about anonymity, and use of relatives as interpreters emerged as
barriers to optimal care.

Psychosocial and structural factors emerged as the third main theme. Almost 20%
had experienced financial difficulties occasionally or often. Loneliness in the host country,
often due to limited social network, hindered women in basic practicalities of everyday life. In
varying degrees, women reported symptoms of being afraid or anxious (24%), of
hopelessness for the future (15%) and of loneliness (30%).

Expectations of care and conflicting recommendations often led to women not
knowing which advice to follow related to pregnancy and childbirth, especially in regard to
physical activity.

In summary, four main themes of challenges and barriers faced by the women
were identified: (1) Navigating the health care system, (2) Language, (3) Psychosocial and

structural factors, and (4) Expectations of care.
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5. Discussion of main findings

This thesis contributes to a growing body of knowledge about migrant women’s perceptions
of maternity care. We found overall high satisfaction with maternity care. Nonetheless, a
higher likelihood of dissatisfaction was found among women who had a Norwegian partner,
higher education, and high Norwegian language comprehension. A significant proportion did
not understand the information health care personnel provided. Women lacked information
about several important maternity topics. Navigating the health care system, language,
psychosocial and structural factors, and finally, expectations of care were important barriers
to optimal maternity care. In the following, | will interpret and discuss our findings across

Papers 1-3.

5.1 Satisfaction of care and other health care related experiences

Measures of satisfaction are important because they can reflect quality of care. Consistent
with the existing literature, we found an overall high level of satisfaction with maternity care
(124, 125). In contrast, we found a high rate of negative responses for some health care
experiences. This can be explained by the fact that satisfaction is considered both a measure
of the care received and a reflection of the patients’ expectations (126). As such, high
satisfaction can indicate good care received but also low expectations and vice versa (127).
This is especially true for the perinatal period, when it may be difficult to distinguish between
the childbirth experience and the actual care received (128). The varying backgrounds of
recently arrived migrant women will likely also affect their expectations, depending on, for
example, previous birth experience in the country of origin, cultural context and knowledge
about the Norwegian health care system (129).

We measured care and satisfaction during three time periods: during pregnancy,
during labour and after childbirth. Care during pregnancy was the time period with the
highest proportion of dissatisfaction in our study. In contrast, a Dutch study showed that
non-Western migrants were most satisfied with antenatal care (130), while a British study
found little difference in satisfaction between the three periods (124). These differences
might be explained by different ways of organizing maternity care between countries, for
instance, a more non-intervening approach to perinatal care and more homebirths in the

Netherlands compared to Norway. Maternal care in Norway is fragmented, and continuity of
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care is uncommon. Some continuity of care may exist, as the same midwives may attend to
the patient during pregnancy and postpartum at the MCHM; however, continuity across the

continuum of pregnancy, labour and the early postpartum period is rare.

5.2 Communication barrier and poor understanding

Good communication is one of the foundations of health care and is considered pivotal in
maternity care. Every interaction between a patient and health care personnel relies on
effective communication, from making an appointment for a visit to describing symptoms,
discussing risks and benefits of treatments, and understanding instructions. Communication
contains several levels: the lowest is that of passively receiving messages, while the highest
involves effective two-way communication where the women are active partners. Language
proficiency, health literacy and cultural understanding are important components of
communication.

In line with our findings, communication barriers have been highlighted as the main
obstacles to achieving high-quality care for migrant women in numerous studies (5, 84-86,
131-133). Specifically, migrant women’s poor understanding of information provided by
maternity staff is also well documented in qualitative studies (85, 86). A WHO report
identified interpretation, translation, cultural mediation and education of health care
personnel as the most significant strategies for reducing communication barriers among
migrants in Europe (134)

One solution to the communication barrier is to use bilingual staff as interpreters.
This is possible in countries with a high proportion of linguistic diversity among maternity
staff (135). However, as this is not the case in Norway, bilingual maternity staff were seldom
used as interpreters in our study. This emphasizes the need for other strategies to overcome
language barriers in countries with less linguistic diversity among health care personnel.
Consistent with our findings, using family members as interpreters was a common strategy to
overcome language barriers; however, according to national guidelines, this is not
recommended (135-137).

Another solution is the appropriate use of interpretation services. However, limited
training and the discouragement of using professional interpreters by health facilities may

contribute to the underuse of interpreting services (138). Therefore, increased awareness
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and education of policy-makers and health care personnel about their responsibility to
provide measures for better patient understanding is needed, as indicated by a previous
Norwegian study (139). Targeted actions, such as reminders and encouragement, to use
professional interpreters during birth have shown positive results (140).

Additionally, interventions designed to increase the understanding of information
among patients with low health literacy, such as adding video to written information or
pictograms, have led to improved understanding (141). This is particularly important, as
communication barriers entail more than just language proficiency, as indicated in our in-
depth interviews; that is, even when a professional interpreter was used, communication
barriers sometimes persisted.

Recently, due to the COVID-19 pandemic, we have learned how virtuality can present
new possibilities for exploring other ways of connecting with each other. During the study
period, the interpreter services used at hospitals in Norway were mainly offered by phone or
onsite. Interpretation services were strongly affected during the pandemic. Therefore, health
care facilities had to adapt, and the implementation of new technologies and devices with
remote interpreting services, such as through video, have been increasingly in demand. Such
technological advances are needed to provide interpretation services that are convenient

and immediately available.

5.3 Predictors of satisfaction and poor understanding

5.3.3 Language proficiency

Low proficiency in the majority language may lead to an inability to communicate effectively
in health care settings. It is associated with poor access to health care, lower quality of care,
and poor satisfaction with care (142). It is even a patient safety concern, as it has been shown
to increase the risk of iatrogenic adverse events (143).

We found that women with low Norwegian language proficiency had increased
satisfaction. One possible explanation for this finding may be that health care personnel
indeed do provide high-quality care to migrant women. However, several studies have
reported suboptimal care provision. Thus, it is more likely that our findings may be due to
lower expectations. GUrbiz et al., who also used the questionnaire tool MFMCQ, found no

association between language proficiency and satisfaction (144). The authors note that the
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finding is surprising, as previous literature indicate the opposite relationship. They attribute
their finding to the high proportion of refugees in their study and suggest more research on
the link between language and satisfaction.

In Paper 2, we found that women with low Norwegian proficiency had a poor
understanding of information. This is consistent with other studies showing that majority
language proficiency is undoubtedly an important factor in understanding information (145,
146). However, as mentioned before, language is not the only component of understanding
information and good communication. This may explain why a substantial portion of women
with low and moderate language proficiency in our study, who we would otherwise expect to
have low understanding, actually reported adequate understanding. This finding may also be
linked to good English proficiency.

We also found that low attendance in pregnancy preparation courses was partially
due to low Norwegian proficiency, in agreement with others (147, 148). Therefore, offering
pregnancy preparation courses in English and other major languages could be beneficial in

increasing attendance among non-Norwegian speaking women.

5.3.4 Professional interpreter
The use of interpretation services is probably one of the most efficient tools and easily
modifiable factors to limit communication barriers. We show that being offered a
professional interpreter was associated with a better understanding of information. We also
found an unmet need for professional interpreter services, consistent with the literature (85,
135, 136, 139).

Antenatal care was the period with the highest offer of a professional interpreter.
This was expected due to the structured nature of the appointments with a predetermined
time frame and hence easier logistics. The provision of interpretation services during birth
may be more challenging. Nevertheless, a good understanding of information during birth is
crucial, not only to minimize adverse maternal outcomes such as perineal tears but also to
improve the birth experience. However, only 19% of the women who needed interpretation
during birth were offered it, in line with an Australian study (149). In conclusion, although the
use of professional interpreters is important, our findings suggest that the recommended

standards for providing patients with interpretation services in Norway are not followed.
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5.3.2 Education

Education is a commonly applied measure of socioeconomic position, as it reflects an
individual’s material and non-material resources. It is closely linked with occupation and
income and often used as a substitute for income in research when measuring income is
difficult.

In our study, women with low levels of education were more satisfied, compared to
those with higher education. This finding could be explained by higher quality of care
provided to women with less education. However, as with language proficiency, less
education is associated with lower expectations, and our finding is therefore more likely
explained by different expectations (125). In contrast, a study from Italy that included all
women, regardless of migration status, found higher satisfaction among women with higher
education (150). They also note that the high satisfaction among highly educated women
very much depends on the fulfilment of their expectations. Another study found no
association between education and satisfaction (151). Interestingly, multiple studies from
developing countries have found that women who are illiterate or with only primary
education were more satisfied than those with higher education (152, 153), in line with our

findings.

5.3.1 Reason for migration

Zimmerman et al. developed a framework for understanding the migratory process and how
multiple phases, predeparture, travel, destination and interception, affect health (154). The
framework makes it easier to understand how the influence of each of these periods
probably varies for different reasons for migration. For instance, refugees and asylum seekers
often have worse health outcomes than people who migrate for work or family reunification
(155).

In our studies we found more negative health care experiences and poor
understanding of information among refugees. Consistent with our study, a recent review of
maternity care in Nordic countries reported experiences of care-related discrimination
among refugees (86). These findings may suggest implicit or unconscious bias among health

care personnel. This is important because negative implicit bias among health care personnel
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has the potential to contribute to disparities in health (156). Although research frequently
speculates on health personnel’s unconscious bias, few studies have measured implicit bias
and its consequences; hence, more research is needed. Furthermore, our findings of poor
understanding of information among refugees may partially explain the insufficient access
and utilization of antenatal care found for this subgroup of migrants in other studies (157,

158).

5.3.5 Partner and country of birth
Having a Norwegian partner increased the odds of being dissatisfied in our study. This may
seem surprising, as the literature has reported that having a native-born partner has a
protective effect in studies on the risk of adverse neonatal outcomes among migrant women
(159) (160) (161). In another MiPreg study on the risk of obstetric anal sphincter injury, we
found that having a Norwegian-born partner, compared to a foreign-born partner, reduced
the risk (162). The protective effect is thought to be due to the partner’s facilitating role
through communication and familiarity with the health care system. Thus, it is likely that our
findings may reflect expectations rather than the actual quality of care.

The mother’s region of birth was not associated with overall satisfaction in our study,
in agreement with other studies (99, 163, 164), including one conducted in Norway (165).
Some comparative studies have found higher satisfaction among migrants than among non-
migrants (125, 152, 166), while other studies have found the opposite (150). Satisfaction is
dependent on many factors, which could vary in different countries and thus explain the
inconsistent findings. Although it would have been interesting to include non-migrants in our
study for comparison, our focus was on the mechanisms behind the negative outcomes
among migrants. As such, our aim was to explore migrant-specific factors, and the

comparison of migrants versus non-migrants was not as relevant.

5.4 Unmet need for information on maternal health topics

We found a high proportion of insufficient coverage of several maternal health topics
provided by health care personnel. Among women who reported a poor understanding of
information, a greater proportion of topics were reported to be insufficiently covered. In
2013, a national survey on experiences with maternity care in Norway among women who

had given birth and their partners was undertaken (167). Almost 5,000 women returned the
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survey, with a response rate of approximately 20%. As with most national surveys, the
guestionnaire was only available in English and Norwegian, and women born in low- or
middle-income countries constitute less than 8% of the sample. Consistent with our study,
the national survey suggest that information about physical changes during pregnancy was
comparatively sufficiently covered. The percentages who reported sufficient information on
the topics of postpartum mood changes, emotional changes during pregnancy and pain relief
were almost the same as those in our study (167).

Information about family planning and birth control was reported to be insufficiently
covered by almost 60% of the women in our study. Similarly, a German study found that
despite the government providing free family planning services, there was a large knowledge
gap among groups of refugees (168). Previous research on induced abortion from Norway
has reported higher rates among subgroups of migrants (169). Lower use of hormonal
contraceptives among migrants in Norway has also been detected (170). These findings
emphasize the need for interventions with the aim of increasing knowledge about family
planning among migrants. It may be even more important among subgroups of migrants, as
some originate from countries with minimal sexual and reproductive education in school.

Information about infant formula feeding was the second most frequent topic, with
56% of the women reporting insufficient coverage. In Norway, exclusive breastfeeding is
recommended for the first six months and, if possible, throughout the first year of life and
preferably longer. Generally, breastfeeding is more common among women living in low- or
middle-income countries than among women living in high-income countries (171). However,
migration to a high-income country generally has a negative impact on breastfeeding
practices in terms of less breastfeeding and more use of supplements with infant formula
feeding (172, 173). As a result, maternity staff may be cautious in providing information
about infant formula, fearing that it can lead to overuse of formula feeding among migrant
women. According to a systematic review, the higher use of early supplementation with
formula among African migrants was attributed to a belief that formula was necessary to
achieve larger, and thus healthier, babies (174). Therefore, there may be a need for better
education about indications, benefits and disadvantages regarding infant formula feeding
among subgroups of migrants.

Insufficient coverage about postpartum mood changes was reported by 53% of the

women in our study. Migrants have been reported to have higher rates of perinatal
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depression (175). The consequences of perinatal depression are potentially serious and long-
lasting, predisposing women to chronic depression and impairing their ability to provide
childcare which may lead to several adverse outcomes for the child (176, 177). Therefore,
ensuring better education about symptoms and the importance of seeking help in time is
crucial, as insufficient information and stigma about depression have an impact on help-

seeking behaviour (178).

5.5 Knowledge about and use of maternity care

In agreement with previous studies, we found that migrant women lacked information about
the health care system in host countries, including administrative procedures, which led to
women not using the variety of available maternity care services (85, 179, 180). Educating
migrant women about the structure of the health care system may be a solution to reduce
the barriers to navigating the health care system.

We found timely initiation of antenatal care among migrants in our study. National
guidelines in Norway recommend that the first antenatal care consultation be booked by the
end of gestational week 12 (181), which was done by 83.6% of the women in our study. Our
findings are consistent with findings from a national survey from 2013 in Norway that
showed that 53% of the women had their first antenatal consultation at gestational weeks 8-
12 and approximately 30% before week 8 (167). In contrast, studies from European countries
have indicated later initiation of antenatal care among migrants compared with non-migrants
(82, 182), migrants compared with descendent of migrants (183), and minority ethnic groups
compared with majority women (82, 184); later initiation of antenatal care was especially
profound among recently migrated women (185).

One standard routine ultrasound conducted at approximately week 18 is part of the
antenatal care package in Norway. We found a slightly lower attendance rate for this
ultrasound: 93.5% in our study, compared to 97% in a national survey (186). We also found
that 13.2% of the women underwent early ultrasound. This is a service that is often paid for
privately, as it is not a part of routine antenatal care in Norway, except for groups with an
elevated risk of foetal chromosomal abnormality. Our finding of early ultrasound use is low
compared to local surveys in Norway, suggesting that half of the women had an early

ultrasound in the first trimester (186).
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The high percentage of women with timely initiation of antenatal care and high
attendance of routine ultrasound might seem unexpected. However, it is important to
remember that we have a relatively high number of women from Central and Eastern Europe
included in our study. Thus, our findings may be due to the different practices and guidelines
for antenatal care, with earlier and more frequent check-ups with ultrasound in some
countries (187). Furthermore, midwives from the in-depth interviews experienced that
subgroups of migrants, such as undocumented migrants, started antenatal care late.
Therefore, our findings should be further explored by research on subgroups with low
language proficiency, low levels of acculturation and among undocumented migrants (109).
Women often reported using the emergency outpatient clinics in case of medical concerns, in
line with a previous study that found more frequent use of emergency outpatient clinic by
migrants compared with the host population (188). Our findings of timely initiation of
antenatal care support the previously discussed distinction between limited access to care

and poor quality of care provided.

5.6 Limited social networks

Lack of social support has been reported to be associated with a variety of adverse
outcomes, including postpartum depression (189, 190), low birth weight (191) and preterm
birth (192). We found that some recently migrated women lacked social support, had limited
social networks, and struggled to adjust to the differences in community and familial support
between their birth country and Norway. Previous research on social support among
migrants is not conclusive: some is consistent with our findings (184), and others report no
indication of limited social support (193) or even increased social support in migrant groups
(193, 194). A longer length of stay in the host country usually results in larger social
networks. This may explain why the recently migrated women in our study found limited
social networks to be challenging, both psychosocially and in terms of practical and
emotional support. Identifying women who lack or have little social support and providing
additional social services for them is critical, as it may improve their psychosocial well-being
more generally and may potentially reveal additional vulnerability factors that can be

addressed.
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5.7 How can optimal maternity care be achieved for migrants in Norway?

The changing demographics and migration patterns in Norway have implications for planning
and developing guidelines for maternity care. In general, health care services in Norway are
of a high standard (195). The fact that accessibility and quality have been so high may lead to
increased service delivery expectations and a lower threshold for criticizing the health
system. Nonetheless, our findings do imply that action is needed to increase the quality of
care for some subgroups of migrant women. These women had variable layers of
vulnerability factors that influenced their ability to navigate the health system and use
available health services. According to our findings, to ensure high quality of care, there is a
need for migrant-friendly communication, which includes access to professional interpreter
services, training of health care personnel in intercultural communication, improved
provision of health system structure and identification of subgroups at risk, such as women
with limited social networks.

Intercultural communication requires health personnel to care for patients as unique
individuals while considering their cultural background and is crucial for optimal delivery of
care. Minimal training in cultural competence is offered in the course of professional
education for nurses and doctors in Norway. Therefore, efforts to include more targeted
training for health personnel, both during professional education and as continued learning,
could provide increased awareness and self-reflexivity. Often misunderstood, the goal of
intercultural communication is not to gain in-depth knowledge about every ethnic group and
culture. As explained by Phillimore et al. (180), the focus should be on intercultural
competence and treating patients individually while being culturally sensitive.

Although guidelines for maternity care exist in Norway, no practice recommendations
or guidelines are developed specific to maternity care for migrants, in contrast to other high-
income countries such as Australia (196). Even the national strategic document for 2013—
2017 on the health of migrants was discontinued, which was criticised by several migration
researchers (197). They argue that the absence of a separate strategy for migrant health has
led to less attention to this group, and migrants’ needs are thus less visible when health
policies are planned. An examination of the Norwegian health care system’s ability and

means to provide differentiated maternity care to at-risk migrant women is warranted. A
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newly published scoping review on different models of antenatal care targeted at migrant
women, including group antenatal care and specialized clinics, found that the models
increased access to care (198).

When recommending policy and interventions to improve migrant health, the
question of ‘health-related deservingness’, in other words, who ‘deserves’ or has the right to
access health services or who should or should not be financially supported when accessing
services, is often discussed (199). The question of who deserves it most and the extent to
which various migrant groups can claim state welfare benefits are often grounded in moral
judgement, notions of exclusive citizen rights, and moral ideas about having to ‘earn’ access
to goods. Assessments of some women as being less deserving than others can exacerbate
unequal access to and provision of health care. The extent to which these assumptions of
deservingness exist among health care personnel and their implications for health care

provision in Norway needs further exploration.
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6. Methodological considerations

The results in this thesis should be interpreted in the context of some methodological
considerations. Primarily, as this is a cross-sectional study, true cause and effect relationships
cannot be assessed. | will start this section with a discussion of the overall strength of the
study methods. Thereafter, | will discuss the psychometric considerations, selection bias,
information bias, statistical measurement issues, confounding issues, quality in qualitative
research and external validity. Finally, | will end this section with a personal reflection, which
is an important approach for evaluating quality in research for both the quantitative and

qualitative parts of this thesis.

6.1 Strengths

To my knowledge, this is the first study to include such a large cohort of recently arrived
migrant women who were interviewed face-to-face with professional interpreters, providing
unique data based on the women’s own perceptions. This was a major strength, as it allowed
all women to participate regardless of their language or reading level. In this way, we were
also able to limit the misinterpretation of questions, as the interviewers could explain a
question if it was not understood by the woman. Missing data are a common problem in
epidemiological studies, especially in questionnaires. In contrast to the self-administered
questionnaire, where patients do not answer all the questions for various reasons, the face-
to-face interview probably contributed to the lack of missing data for most of our variables of
interest. Another major strength is the high response rate in our study, which limits the
chance of bias and ensures a representative sample. Furthermore, the research participants'
clinical features were also comparable to national statistics on obstetric interventions and
delivery complications (200). The usage of the MFMCQ questionnaire tool allows for cross-
national comparison, as several research groups are currently using the tool. For the
qualitative part, we chose in-depth interviews instead of focus-group interviews. In this way,
we could more easily establish rapport with women to make them feel more comfortable,
which probably generated more insightful responses, especially regarding sensitive topics. In
addition, we believe the research process was strengthened by using highly experienced

interviewers.
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6.2 Psychometric considerations of the questionnaire

Reliability is the ability of a measurement tool to reproduce the same results across different
test administrations, in other words, the precision of a measurement tool (113). It can be
assessed through various methods, such as internal consistency, test-retest reliability, or
interrater reliability. We assessed the internal consistency of the modified MFMCQ using
Cronbach’s alpha. Cronbach’s alpha measures the average correlation between all the items
that make up a scale (113). The values range from <0.50 (=unacceptable), 0.50—0.59 (=poor),
0.60-0.69 (=questionable), 0.70-0.79 (=acceptable), 0.80—0.89 (=good) and > 0.90
(=excellent) (113). In general, Cronbach’s alpha values are greater than 0.7, meaning that
more than 70% of the variance in an item is accounted for by the underlying variables, which
is considered good. The Cronbach alpha of our main outcome variable satisfaction of care
was 0.83, indicating high internal consistency and a low risk of type 2 errors, a statistical term
used to describe the probability of incorrectly retaining the null hypothesis. We did not
perform a test-retest of our modified version of the MFMCQ questionnaire, which could have
been beneficial to our study. However, as the objective of my research was not to validate
the MFMCQ and we already had a high level of internal consistency, we chose to not perform
further reliability testing.

Validity is the accuracy of an instrument, in other words, the extent to which the
questionnaire measures what it is intended to measure (113). It can be measured through
various methods. We assessed construct validity by observing whether the questionnaire
performed well in the pilot testing according to our hypothesis. We found similarities or
strong correlations with measures of similar constructs. Furthermore, we assessed face
validity, or the extent to which a questionnaire is subjectively viewed as covering the

concepts it is supposed to measure and found it to be sufficient.

6.3 Selection bias

When the sample chosen or collected in a study is not representative of the general
population, selection bias arises (201). It can occur if patients are chosen from a group having
a higher or lower risk of acquiring a disease than the general population or if the exposed and
unexposed groups differ in ways that predict the result of the study. In the questionnaire

study, as previously mentioned, we had a high response rate, and we did not find differences
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in responders versus non-responders for factors such as age, length of residence or region of

birth (Table 5).

Table 5: Showing characteristics of the non-responders and responders in the questionnaire study.

Characteristics Participating women  Non-participating
(n=401) women (n=57)

Mean age, in years (SD) 29.8 (4.7) 29.3(5.2)

Mean length of residency, in months (SD) 35.6 (19.4) 35.0 (16.1)

Mother region of birth (%)

Central/Eastern Europe and Central Asia 132 (32.9) 19 (33.3)
Latin America and Caribbean 13 (3.2) 0(0.0)
North Africa and Middle East 76 (19.0) 7(12.3)
South Asia 81(20.2) 14 (25.0)
Southeast Asia, East Asia and Oceania 37 (9.2) 7(12.3)
Sub-Saharan Africa 62 (15.5) 10 (17.5)

There is a theoretical chance that a woman with severe complications following
childbirth was not asked to participate, as the midwife assumed she would be tired. The
interview midwives recruited eligible women once a week at the hospitals based on
admission charts at the ward. Most days, they had time to visit all the eligible women and
invite them to participate. However, there is a chance that on busy days, they prioritized
women who had had uncomplicated deliveries, who may have been more satisfied than
those with complications.

In the in-depth interviews, the midwives at the MCHC recruited eligible migrant
women. Thus, the women included may represent a more integrated group of migrants,
excluding those who were most isolated and did not attend MCHC. For the in-depth
interviews with the midwives, a purposive sampling method was applied. Therefore, it is
unknown how representative the midwives’ opinions are of all health care personnel working
with migrant women. Furthermore, we chose to sample only midwives and only those with
considerable experience working with migrant women. As a result, our findings may
overrepresent the viewpoints of health care personnel who have more training and expertise
in addressing migrant-specific needs than the average health care personnel.

We chose to include only recently migrated women as a proxy for vulnerabilities
such as limited language proficiency and health literacy. However, women with a short length

of residence are not always more vulnerable. Thus, it may have been more appropriate to
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have, for instance, poor majority language proficiency as an inclusion criterion, but it would

make the inclusion more complicated and time-consuming.

6.4 Information bias

When crucial study variables are assessed, gathered, or interpreted incorrectly, information
bias occurs (201). First, the questionnaire was completed a few days after birth. Immediately
after birth, women tend to express high satisfaction levels, the so-called “halo effect”, where
the woman is relieved about having a having a healthy child (202). However, there is no
consensus as to the right time for administering a questionnaire postpartum (99). We chose
this timing to obtain a response from hard-to-reach groups, as the postpartum check-up of
women occurs in numerous facilities in the Norwegian health system and has a large drop-
out rate. Thus, recruiting women after discharge through the MCMHs, for instance, would
mean we would not have been able to include everyone, with a bias towards women with
higher health literacy. This strategy was endorsed by the Ethical Hospital Boards.

Second, the only source of information about medical history and obstetric
complications was the migrant women themselves, as we did not look up information from
medical records. A few days after giving birth, women may be tired, which may have
introduced recall bias and the tendency of responders to not remember previous
experiences accurately. Although we strived for training in interview techniques, intercultural
competency among the interviewers and the use of professional interpreters, there may
have been misunderstandings between the migrant women and the interviewers due to
linguistic and cultural differences. Nonetheless, we believe that the interviewers' degree of
training improved the validity of the interview method and compensated for some of these
challenges.

Social desirability bias— the tendency of the responders to overreport good
behaviour or underreport undesired answers—could also affect the answers, especially since
the interviews were held at the maternity wards by health care personnel. To minimize social
desirability bias, | tried out different presentations, for instance, by presenting myself as a
doctor or as a researcher as suggested by wearing a doctor’s coat or civilian clothing during
the pilot interviews. | discussed the different approaches with migrant women and raised

some valid considerations. First, as | was not working as a clinical doctor at the ward, the
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women from the pilot interviews believed that it would not create bias. Second, they
emphasized the cultural differences in social status and respect towards certain professions,
such as doctors, and thus wearing a doctor’s coat could increase the study’s credibility. They
explained that due to previous negative experiences with governments, some people had
less trust in researchers and government officials than in doctors. | therefore chose to
present myself as a doctor, while at the same time stressing the fact that | did not work at
the clinic and, hence, would not tell the personnel about the migrant women’s responses or
be offended in any way.

In Papers 1 and 2, we measured satisfaction and understanding of information by
dichotomizing the original four-response variable to “satisfied”/”dissatisfied” and
“poor”/”good” understanding. In general, statisticians advise against dichotomization of
continuous variables since it can result in the loss of information, misclassification and
erroneous effect sizes (203). However, when the analysis provides clear support for the
existence of two distinct classes or when the distribution of a variable is highly skewed, it can
be justified (204). Our main outcome variables for Papers 1 and 2 were highly skewed, and
we therefore chose to dichotomize them. We did, however, also perform the analysis with
the original four-response variable and found similar results, albeit lacking statistical power.

We grouped the women’s country of birth into a region of birth using the GBD
classification system. Grouping them in these broad regions, although based on both
geographical closeness and epidemiological similarity, may hide heterogeneity and introduce

a problem with generalization.

6.6 Confounding

Confounding may occur in analytical cross-sectional studies when a variable is associated
with exposure and influences the outcome (201). We did not have information about some
important variables, such as expectations and partners’ majority language proficiency.
Especially in Paper 1, our understanding of variables such as education and parity may have
been constrained due to a lack of measurement of expectations (205). In Paper 2, we
probably limited our interpretation of language proficiency on an understanding of
information by not including a variable that measured the woman’s English proficiency.

Because the women who had low/moderate Norwegian proficiency and at the same time
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good comprehension may represent those who spoke English, the language variable may be

more strongly connected to understanding than what our findings suggest.

6.7 Quality of research in the qualitative part

Herein, | will discuss the methodological considerations specifically for qualitative research,
addressing the criteria of trustworthiness. | will do this by using the terms credibility,
dependability, confirmability, and transferability (206).

Confirmability means the level of confidence that the study results are based on the
participants’ experiences rather than potential researcher biases (206). To ensure
confirmability, all the in-depth interviews were audio-recorded, transcribed, and translated
into English. In addition, most of the findings from the in-depth interviews in Paper 3 are
supported by quotes from a broad range of study participants. Furthermore, two research
team members, myself and an experienced anthropologist, independently coded the
transcripts and then systematically compared and discussed the differences as needed.

Credibility is similar to internal validity in quantitative research, which means that
data are representative of the participants and their experiences (206). To ensure this in
Paper 3, we adopted two appropriate research methods: in-depth interviews and a
questionnaire study. We triangulated these two data collection methods to ensure validity.
The findings obtained from each of the study methods were similar, indicating a reliable
indicator of credibility. We also obtained feedback from our user-representative on the data
analysis and interpretations to verify accuracy and to further establish credibility.

Transferability means that the methods and findings can be applied to other studies
in other contexts (206). Dependability is similar to reliability in quantitative research and
entails writing the methods chapter in detail so that future researchers will be able to
understand all the decisions along the way while conducting the study (206). To ensure these
two elements, we explained all the details of the sample, recruitment and implementation in
the methods chapter. We also provided the interview guides as attachments. Although our
findings depend on several context-specific factors, we strived to include migrant women

with a variety of backgrounds and believe our findings can be used in related contexts.
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6.8 External validity

External validity concerns the degree to which the study findings may be generalized to
populations outside of the study sample (113). The response rate in our questionnaire study
was high, suggesting high representativeness. However, different cities and countries may
have a composition of migrants that varies a lot from urban Oslo. For instance, the group of
women born in countries belonging to the region Latin America and Caribbean was small in
our sample. Furthermore, limiting the sample from only a diverse urban area may restrict the
generalisability of the findings in rural areas. Majority language proficiency was generally low
in our sample and can be interpreted as an indicator of acculturation. In contrast, in English-
speaking countries, the language proficiency may be higher and might not be as strongly
associated with level of acculturation. Furthermore, the health care organisation in Norway,
with universal access to free maternity care, may also not be applicable to other settings. As
a result, caution should be taken when generalizing our findings beyond other Scandinavian

countries.

6.9 Personal reflexivity

Personal reflexivity is especially important in my project, where researchers and participants
can have differing lifeworlds, and the risk of asymmetric power positions between
researchers and participants is more prevalent. Although researchers strive to achieve
objective and unbiased research, it is important to recognize that researchers’ beliefs and
attitudes cannot be completely removed and, thus, may affect the research process and
interpretation. As explained by Finlay and Gough reflexivity can be translated as “self-aware
analysis of the intersubjective dynamics between researcher and the researched. Reflexivity
requires critical self-reflection of the ways in which researchers’ social background,
assumptions, positioning and behaviour impact on the research process” (207). The
researcher’s position can influence the process in three main ways (208): (1) by facilitating
access to participants, as they may be less suspicious of sharing information with someone
they perceive as knowledgable about their situation, (2) by shaping the information the
participants are willing to share, and finally (3) by the researcher’s choice of lens, which may
direct the meaning and conclusions of the study. A principal goal of reflexivity is, therefore, to
identify these influences and, by doing so, increase the credibility and accuracy of the

research.
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Throughout my research, | consistently reflected on how my own personal and
professional experiences relate to my PhD topic. As a Norwegian born to migrant parents
from India, growing up in a welfare state and having unlimited education and work
possibilities, | consider myself highly privileged. However, at a young age, when travelling to
and learning about the lives of people in India, | was exposed to inequalities in life. This
fostered a profound awareness of injustice and a deep commitment to work for reducing
inequalities globally. Therefore, unsurprisingly, | was interested in global health issues early
on. With a desire to broaden my understanding, | participated in internships in different parts
of the world, which provided me with invaluable knowledge about the challenges people
meet in accessing and utilizing health care. Later, as a medical doctor working in various parts
of Norway and being exposed to migrant families at different stages of their lives, |
encountered the challenges some migrants face in meetings with health care services in
Norway. These personal and professional experiences inevitably shaped me and affected the
lens through which | conducted the interviews and interpreted the results. My preconceived
assumptions were challenged by the participating women, discussions in the research team
and personal reflections.

From a personal perspective, a shared experience of being a non-native person
seemed to enable a connection with many migrant women, even though | am not a migrant
myself. My Indian appearance and name appeared to have led some migrant women to
consider me an “insider”, as expressed by the women calling me their “sister” and leaving
sentences unfinished with an expression like “you understand”, implying that there is a
mutual understanding based on shared cultural backgrounds. Although acknowledging my
cultural background, | encouraged migrant women to try and explain what they meant to
avoid misunderstandings. Because of my fluency in Punjabi, Hindi and Urdu, some of the
interviews were held in these languages, if not entirely, at least supplemented by using
English or even a professional interpreter. For migrant women, being able to speak in their
mother tongue may have eased communication and provided richer responses. My migrant
background gave me cultural insights into certain topics, which | believed made it easier to
comprehend the women’s perspectives. For instance, this helped with understanding the
difficulties with contradictory recommendations for pregnancy-related behaviours or the

challenges of understanding the different dialects in Norway, as seen in Paper 3.

64



Having said that, my migrant background could possibly have prevented some women
from talking openly to me due to fear of me not maintaining confidentiality and information
being spread into the community. However, as most of the information was not highly
sensitive and | did not interview anyone belonging to my own migrant community, | believe
this did not influence the responses to a significant degree. Furthermore, owing to my
migrant background, my assumptions about health-related deservingness may have differed
from those of newly arrived migrants. The perception of deservingness and belonging can be
exemplified by a quote from Minhas, a British woman with Indian parents (209). In a
collection of personal essays written by migrants in the United States on a feeling of
“otherness”, she writes about the difference in expectations among generations of migrants:

“My grandparents migrated to the UK with only the dream of opportunity...they knew

better than to carry over with them any hope for acceptance. My sisters and | were

sold a different dream, one of equality” (209).

Accordingly, | believe my expectations and demands from government institutions, to
ensure equity is probably higher than for newly arrived migrants. One risk when doing
research is projecting your own beliefs onto the participants while conducting the interviews
or when interpreting your findings. It was therefore crucial to ensure that | let the migrant
women speak for themselves and not impose my values or push them in any particular
direction. For instance, when conducting the questionnaire interviews and measuring
satisfaction, | ran the risk of projecting my expectations of health care services on migrant
women.

From a professional perspective, on the one hand, my medical background served as
a strength, as | was familiar with biomedical terms and the health care system. This enabled
me to describe procedures and medical expressions to women needing explanations. On the
other hand, it may have placed me in a power position, perpetuating power imbalances
between the researcher and the migrant women. Moreover, it could potentially have made it
more difficult for migrant women to talk openly about their negative pregnancies and birth
experiences, as migrant women would perceive me as one of the clinical health care workers.
After data collection, my interpretation might have been influenced by the defensiveness of
colleagues and a tendency to minimise the women’s criticism of health care workers. One
example of this is when analysing the migrant women’s experiences of health care workers

and criticising them for not giving them enough time during consultations. As a doctor
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myself, | sometimes would put myself in the shoes of the health care worker and relate to
their heavy workloads, thereby running the risk of downplaying the experiences of the

migrant women.
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7. Ethics

7.1 Approvals

We received ethical approval from the Regional Ethics Committee Southeast for the overall
MiPreg project (approval no. 2018/1086, see attachment 12.4). For the questionnaire study
and the in-depth interviews, we additionally received approval from the local ethics
committee at Oslo University Hospital and Akershus University Hospital (approval no.

18/15786 and 18/05310/53_2019, see attachment 12.4).

7.2 Ethical considerations

Pregnant migrant women are a particularly vulnerable group, as they might have negative
experiences with the migration process and may face socioeconomic disadvantages and
social isolation after moving to Norway. Merry and colleagues provide strategies and suggest
ethically responsible approaches for researching migrant women (210). Guided by their
approach, | will discuss the considerations and challenges that require attention when

conducting research on migrant women in health care during pregnancy and birth.

7.2.1 Diversity within the migrant group

Migrant women are a heterogenous group of women with a variety of migration histories
and experiences. They are multilingual and have different cultural backgrounds.
Furthermore, as global migration patterns change, the category of "recent migrants" changes
as well. This makes it difficult to compare research from countries with varying migrant
populations, as well as to track trends over time within the same country. As a result, it is
evident that the inclusion of migrants can pose challenges and lead to problems of
representativeness.

Migrants do, nevertheless, share some common characteristics, particularly the
experience of moving to a new country. We sought to include women from a variety of
countries with varying migratory backgrounds and levels of education to accommodate such
a diverse group. However, to facilitate interpretation, we also made sure to include
important migration indicators such as length of residence, country of birth, mother tongue

and majority language proficiency. We also recognized the need for trained interviewers in
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addressing sensitive topics related to migration, as well as basic knowledge about key

migration terms and the migration system in Norway.

7.2.2 Consent

Medical research should seek voluntary and informed consent, according to the Helsinki
Declaration. However, specific challenges related to educational level, health literacy, and
language barriers may arise when obtaining consent from migrants. Some migrants may have
trust issues with authorities as a result of previous experiences and be hesitant to participate.
Others may feel obligated to participate because of fear that refusal to participate could
jeopardize their application to stay in the country. In both the qualitative and quantitative
studies, all participants were informed orally and in writing in their preferred language about
the studies. Following that, the women were given a chance to ask questions before signing
the individual informed consent forms, as well as the option to withdraw participation at any
time without explanation. We made it clear to the women that their participation or refusal
would have no bearing on their immigration application or access to health care. Throughout
the studies, we accepted the participants’ self-identified country of birth, length of residence
and reason for migration.

The participating women had varying years of formal education. Therefore, we chose
to conduct face-to-face interviews instead of a self-administered questionnaire. We also
accepted oral consent among women with low literacy and where the women were
suspicious of written consent forms. The health care professionals asking the questions
introduced potential issues. For instance, there may be terminology and idioms that
researchers consider common knowledge but that are unfamiliar to migrant women. We may
not have been successful in ensuring that all participants had enough information before
consenting to participate due to variable levels of health literacy in our study population.

Language issues are another reason why obtaining consent for research on migrant
women may be difficult. We translated the consent form into several languages to ensure
that we were able to provide sufficient information to the participants. However, it is well
known that there are several challenges with translating medical texts. Sometimes words are
lacking for a specific term in one language, making it difficult to grasp the exact meaning in

another language. Other times, there are metaphors that cannot be translated directly.
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Hence, when translating, we sometimes may not have been able to precisely communicate
the information we intended. Furthermore, in many languages, there may also be cultural
barriers, such as it may be taboo to use the words for specific anatomical body parts,
especially female genitalia. We attempted to overcome this problem by using professional
interpreters with longstanding experience in health care settings.

For the questionnaire study, we gained consent and conducted postpartum
interviews before the woman was discharged from the postnatal ward. The time leading up
to labour is often a stressful period for pregnant women; hence, asking for consent and
expecting them to understand what this consent implies might be challenging. Pregnant
women may also feel obliged to participate, fearing that health personnel may treat her
differently if she declines to participate. Thus, we chose to ask for consent after delivery. The
interviews took place at the postnatal ward after labour and before discharge from the
hospital. This can be a very exhausting period for the new mother, the family, and health
personnel. For the in-depth interviews, the participating women received a reimbursement
of 250 NOK. The amount was selected after careful consideration to avoid undue

inducement.

7.2.3 Confidentiality and privacy

Some of the women included in our studies had backgrounds that few other people in Oslo,
or even Norway, share, including their country of origin, mother tongue, or cultural traditions
during pregnancy and birth. Despite the fact that all of the women's directly identifiable
information, such as their name or identification number, was anonymised, there was always
a slight risk of identification based on a combination of the previously listed variables, such as
age, country of birth and language.

For the women who did not speak Norwegian or English, we used a professional
interpreter. Migrants with similar backgrounds often tend to form communities in the new
country, and we know of several examples of these communities in Oslo. As there may be a
limited number of members in these communities, the members are often known to each
other. Using an interpreter from the same community could, therefore, potentially

compromise privacy and confidentiality.
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7.2.4 Potential for stigmatising subgroups

Focusing on negative results among migrants, such as dissatisfaction and barriers, might
create a biased picture and contribute to the greater stigmatisation of migrants. Although we
tried to make every effort to avoid reinforcing ethnic or racial prejudices during the
publication and dissemination of our findings, it is possible that it will be used for that
purpose by others. Our findings that migrant women face prejudice from health care
personnel or that maternity health staff spend too little time providing information or are
disrespectful to women may have the potential to be misinterpreted by the media, for
example, by characterizing this group of women as unappreciative or demanding. On the
other hand, our results that indicate that the majority of women were satisfied with their
health care during pregnancy, delivery, and postpartum may serve as an argument for high-
quality health services that do not need any change. The results may be persuasive that we
do not need to invest any more resources to ensure good-quality health care for this group,
as they are already satisfied. With the rise of fake news and increased publicity of some
extremist groups, such as far-right groups or anti-immigration groups, it is possible that our
findings will be used to promote their political views. Ultimately, this may cause

discrimination towards the migrant population.

7.2.5 Inducing distress or trauma

Another concern raised when conducting interviews with pregnant migrant women was that
participation could potentially result in distress when we, for instance, asked details
regarding their migration history. We made clear to the women at the start of the interviews
that they did not have to talk about issues they found difficult or too personal. Some of the
women had been through long migration processes for years and had experienced war,
persecution, and violence. When they brought up traumatic issues on their own accord, we
made sure to inform them that they could talk to their midwives about this and be further

directed if professional help was needed.
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8. Conclusions

This thesis has provided knowledge about recently migrated women’s perception of
maternity care in Norway. The findings suggest that recently arrived migrant women have
distinct challenges in obtaining and receiving adequate maternity care. Specifically, the

findings indicate the following:

Paper 1: This study identified factors associated with maternal satisfaction with maternity

care and health care related experiences, and found:

A considerable proportion of migrant women were satisfied with the received health

care

- Women with an unplanned pregnancy, higher education, good language skills and a
Norwegian partner were more dissatisfied

- Women reported greater extent of negative health care experiences

- Women with refugee background more often felt treated differently by the health

care personnel because of factors such as religion, language, and skin colour, than

women who migrated due to family reunification

Paper 2: This study explored factors related to communication and understanding of

information provided by the health care personnel, and found:

One-third of all women did not to understand the information provided by the health
care personnel

- Anunmet need for professional interpreters, especially during delivery

- Low Norwegian language proficiency, refugee status, no completed education,
unemployment, and interpreter need were associated with poor understanding

- Inadequate information about several important maternity-related subjects

Paper 3: This article investigated potential barriers and challenges to optimal maternity care
for migrant women, and found:
- Navigating the health care system, language, psychosocial and structural factors, and

expectations of care were the most important challenges
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Low familiarity with the health care system and limited social network in the host
country hinder recently arrived migrant women in navigating and utilising the
maternity services

Possible solutions include improved provision of health system structure, appropriate
use of professional interpreter, broader range of social services offered to women
with limited social network and increased cultural competency among health care

personnel.
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9. Clinical and public health implications

This thesis provides a foundation of evidence-based findings that can aid the development of

guidelines and new policy to improve maternity care to make it more “migrant-friendly”.

Furthermore, it encourages to explore the best balance between “same care for all” and

specialized organisation for at-risk migrant women. The findings will be useful for general

practitioner, obstetricians, midwives, and public health professionals. Specifically, the

findings of this thesis have the following implications:

Health care policy makers should acknowledge the importance of good
communication and implement targeted interventions to adapt health care services
to women with limited health literacy and majority language proficiency.

The identified subgroups of migrant women with increased risk of poor
understanding should get special attention by health service providers in order to
improve care, for instance offer of professional interpreter when needed and
multilingual antenatal classes to ensure relevant maternity-related information is
provided.

Health care personnel should assess health literacy and identify women with unmet
need for health information. Taking measures to overcome language barriers by
providing information in a clear language and avoiding medical language is important.
Adequate provision of information about various maternity-related can lead to
improved compliance with treatment and recommendations from health care
personnel, for instance for signs for postpartum depression, prevention of gestational
diabetes and contraception needs after delivery.

Health care personnel assessing the pregnant women’s expectations, and pregnancy
intention, would assist in better identifying the women in need for additional support
services to ensure higher satisfaction with care and better use of health care services.
As low familiarity with the health care system among recently arrived migrant women
can hinder them in navigating and utilising the maternity services, improved provision
of information about health system structure is needed.

Migrant women’s needs go beyond their pregnancy and include psychosocial- and

structural factors. As such, a broader range of social services should be offered to
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women with limited social network, such as social service groups for women who
speak the same language.

Establishment of specific guidelines describing maternity care for at-risk migrant
women should be considered for midwives, general practitioner, obstetricians, and
other health personnel working with maternity care.

A comprehensive approach to improving the quality of care should also include

cultural competency among health care personnel.
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10. Future studies

This thesis has answered important questions and provided new knowledge regarding a

particular vulnerable population in maternity care in Norway. However, several new research

questions emerged while conducting this study and these are presented below:

Measure health literacy: There is little evidence available that map the knowledge of

recently migrated women and their partners health literacy level. Future research
efforts should include large cross-sectional studies to explore this and inform
interventions targeting specific information needs.

Interventions to increase health literacy: Recognising the knowledge gaps on

maternity related topics and health care organisation found in our studies, future
research and interventions should focus on how to easily provide accessible
information. Technological devices like online resource groups, led by health care
professionals, or apps may be a solution to facilitate easy access to information of
good quality.

Interventions to improve health system organisation: There is also little knowledge

about how the health care system can better facilitate a diverse patient group with
distinct challenges such as language barriers. Future research should therefore
investigate how health care organisations provide services to patients with different
health literacy levels and more adaptive care. Initiatives to meet the patients’ needs
should further be systematized as quality indicators in future health care.

Measure impact of interventions, such as for interpreter services and multicultural

doulas. Multicultural doulas started as a local project at Oslo University Hospital in
2017 and have now expanded to many hospitals, with more than 230 migrant women
using this service till date.

Language proficiency: We found an association between majority language

proficiency and limited understanding and dissatisfaction. However, knowledge about
the association between majority language proficiency and adverse maternal and
neonatal outcomes are lacking and should be investigated. Both paternal and
maternal language proficiency should be examined.

Subgroup of recent migrant women: Research that includes more women from

certain vulnerable subgroups such as refugees and undocumented migrants in future
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studies would assist in deeper and more fully understanding of mechanism associated
with poor maternal health and maternity care

- Partner: Measuring the partner’s perception of care and determinants for satisfaction
would further assist is improving satisfaction and quality of care.

- Implicit bias: Our finding of more negative experiences of care-related discrimination
among refugees may indicate implicit bias among health care personnel and should

be further explored.
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12.2 Interview guide for in-depth interview with migrant women and health care
personnel

The MiPreg Project:
Closing the gap in migrant maternity care in Oslo

Intervjuguide

Intervju med kvinne

Intervju med helsepersonell

Fase 1 - informasjon

Fase 1 - Informasjon

Jeg/Vi er (navn, forsker, institusjon)

Vi vil gierne snakke med deg fordi du har samtykket til & delta i MiPreg-
studien. Studien er et forskningsprosjekt som har som mal & bedre
svangerskaps- og fadselsomsorgen for nylig innvandrede kvinner i Oslo.
En viktig del av studien er & bedre forsta hvordan nylig innvandrede
gravide kvinner opplever og erfarer oppfalging av svangerskapet.

Vi vil gjerne stille deg noen sparsmél om hvordan du opplever din egen
graviditet og eventuelle tidligere erfaringer med graviditeter/fadsler for du
kom til Norge. | tillegg @nsker vi & sparre deg om din opplevelse av
svangerskapsoppfalging her i Oslo — hva du tenker er bra eller darlig, og
hva du faler er viktig for deg og ditt svangerskap.

Det finnes ikke noen riktige eller gale svar pa sparsmalene vi stiller — vi
er forst og fremst interessert i dine egne opplevelser og tanker. Utover at
du er en pasient her pa Helsestasjonen vet vi ikke noe om deg eller din
helse.

Vi tar opptak av denne samtalen. Samtalen mellom oss vil bli lagret i en
fil pa Oslo Universitetssykehus’ sitt hiemmeomrade som kun forskerne i
studien har tilgang til og vil umiddelbart etter bli slettet fra
opptaksenheten. Lydopptaket vil bli skrevet ned - uten navn eller sted og
lagret pa samme hiemmeomréade. Filene vil bli slettet innen 5 &r etter
prosjektet er avsluttet.

Er det noe som er uklart? Har du noen spgrsmal?

Jeg/Vi er (navn, forsker, institusjon)

Vi vil gierne snakke med deg fordi du har samtykket til & delta i MiPreg-
studien. Studien er et forskningsprosjekt som har som mél & bedre
svangerskaps- og fadselsomsorgen for nylig innvandrede kvinner i Oslo. En
viktig del av studien er & bedre kunnskapen om hvordan nylig innvandrede
gravide kvinner opplever og erfarer oppfalging av svangerskapet.

Vi vil gjerne stille deg noen sparsmal for & forsta dine opplevelser og
erfaringer som jordmor i mate med nylig ankomne migranter pa
Helsestasjonen. Vart mal er & kartlegge ulike erfaringer med —og eventuelle
utfordringer dere som jordmadre har i deres moter med disse kvinnene. Vi
onsker i tillegg & stille deg enkelte sparsméal om hvordan du opplever
kommunikasjonen med denne pasientgruppen og hvordan du tenker at
kvinnenes tidligere migrasjonserfaringer, kulturelle bakgrunn og
livssituasjon virker inn pa ditt daglige arbeid med svangerskapsomsorg.

Vi vil ogsa presisere at det ikke finnes noen riktige eller gale svar pa
sparsmalene vi stiller - vi er farst og fremst interessert i dine erfaringer,
tanker og opplevelser.

Samtalen vil bli tatt opp for & forenkle analyseprosessen og vil bli lagret i en
fil pa Oslo Universitetssykehus’ sitt hiemmeomrade som kun forskerne i
studiien har tilgang til og vil umiddelbart etter bli slettet fra opptaksenheten.
Lydopptaket vil s& bli transkribert og anonymisert og lagret pd samme
hjemmeomrade. Filene vil bli slettet innen 5 ar etter prosjektet er avsluttet.

Er det noe som er uklart? Har du noen sparsmal?

Fase 2 - Bakgrunnsspersmal

Fase 2 — Bakgrunnsspersmal

1) Hvor gammel er du?

2

0

Hvor lenge har du bodd i Norge?
3) Har du noen barn fra for?
4) Er du gift/'samboer?

5) Har du utdannelse?

&2

6) Tidligere og naveerende arbeid/profesjon?
7) Hva er ditt opprinnelsesland?

8) Hvor lenge har du bodd i Norge?

9) Har du lyst til 4 si noe om hvorfor du forlot

(opprinnelsesland)?

Hvis nei pa dette spersmalet, ga videre til Fase 3. Hvis ja pa
dette sparsmalet:

Probe 1: For du forlot
(opprinnelsesland), var det noen utfordringer som var
spesielt vanskelige for deg/familien din?

Probe 2: Har du neer familie som er igjen i landet?
Bekymrer du deg for disse?

1) Hvor gammel er du?
2) Hva er din profesjonelle bakgrunn?

3) Hvor lenge har du arbeidet med svangerskapsomsorg?
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Probe 3: Matte du eller familie/venner du reiste med
noen spesielle utfordringer pa reisen til Norge?

Probe 4: (Kun hvis kvinnen selv innleder til samtale om
livssituasjon i Norge): Har du noen spesielle utfordringer
med livssituasjonen her i Norge du har lyst til & fortelle
om?

Fase 3 - Introduksjonsspgrsmal

Fase 3 - Introduksjonsspgrsmal

Fase 3 del |

Fase 3 del |

Na skal jeg/vi stille deg flere sparsmaél knyttet til dine opplevelser av din
egen graviditet né (hvis aktuelt: tidligere graviditeter/fedsler)

Na skal jeg/vi stille deg flere sparsmaél knyttet til din arbeidshverdag og
dine opplevelser av ditt arbeid med svangerskapsoppfalging av nylige
ankomne migranter

1) Hvor langt pa vei er du?

2) Hvordan faler du at graviditeten din har gatt til na?
Probe 1: Har du hatt noen spesielle utfordringer?
(graviditeten, andre sykdommer, livssituasjon)

3) Hvor mange ganger har du veert til kontroll under
graviditeten din?

1) Kan du fortelle litt om arbeidshverdagen din? Hvordan ser
en typisk arbeidsdag eller uke ut?
Probe 1: Hvor mange undersgkelser/samtaler har du
hver dag?

Probe 2: Hvor mye tid er satt av til hver
undersokelse/samtale?

Probe 3: Er det satt av tid til hiemmebesgk hos kvinnene
som har fgdt?

4) Har du oppsokt andre helsetjenester knyttet til graviditeten
din? For eksempel fastlege, private klinikker, sykehus, eller
andre?

5) Hvor seker du hvis du ensker a finne ut av noe du lurer pa i
forhold til graviditet eller hvis du kjenner noe fysisk
forandring i kroppen din? internett, venner, familie?

6) Har det opplevd noen fysiske endringer i kroppen din som
har gjort at du har bekymret deg?

7) Huvis du kjenner noen endringer i kroppen din eller bekymrer
deg for noe, tar du kontakt med helsestasjonen, eller andre
steder?

Probe 2: Har du familie eller venner i Norge eller utenfor
Norge som du kan snakke med om disse tingene?

2) Hvordan takler dere gkt antall innvandrere her pa denne
helsestasjonen?
Probe 4: Er dette noe dere snakker om?

Probe 5: Er det satt av nok ressurser til & imgtekomme
disse?

Probe 6: Hvordan organiserer dere
svangerskapsomsorgen med tanke pa at dere har en
starre andel innvandrerkvinner?

3) Pa ukentlig basis, hvor mange kvinnelige migranter antar du
at dere har til undersokelse/samtale?

4) Hvor mange av disse antar du er nylig ankomne (mindre enn
fem ér)?

5) Er det noen spesielle utfordringer som knytter seg til denne
gruppen gravide?
Probe 4: For eksempel i forhold til avsatt tid, behov for
tolk, oppklaring av spraklige misforstaelser, andre
medisinske behov/utfordringer utover graviditeten.

6) Foler du at du har ressurser nok til a ta tak i disse
utfordringene?

7) Foler du at det er allokert nok tid til hver enkelt kvinne og
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eventuelt medfalgere?

Fase 3 del Il

Fase 3 del Il

Intro: svangerskapsomsorg

Intro: svangerskapsomsorg

1) Hvordan opplever du oppfalgingen av deg og din graviditet
her pa helsestasjonen?

2)

o

Foler du at dine behov og ensker blir tatt hensyn til?

3

=«

Hvis du er eller skulle bli bekymret over din egen helse eller
barnets, foler du at disse bekymringene blir tatt alvorlig?

4

-

Opplever du at du at dine gnsker blir tatt med i avgjorelser
som omhandler din egen helse og graviditeten?

5

@

Foler du at du har nok tid med jordmor de gangene du
kommer til kontroll?

6)

]

Er det noe du tenker er spesielt vanskelig i forhold til
Jjordmor de gangene du er pa kontroll, for eksempel
vanskeligheter i forhold til sprak?

7)

fa )

Foler du at du forstar informasjonen jordmor eller annet
helsepersonell gir deg?
Probe 1: Tenker du at det blir satt av nok tid slik at du
forstar ordentlig den informasjonen som gis deg?

8) Har du noen tanker om hvordan du best kunne fa relevant

1) Foler du at du har nok tid til & formidle informasjon pa
en god mate til kvinnene (nylig ankomne migranter)?

2) Hvordan opplever du selv at du har mulighet til &

imatekomme kvinnenes gnsker og behov?

n

3) Er det enkelte ansker og behov som du opplever som
uforenlig med enten norsk helsepraksis eller ikke
overkommelig med tanke pa tid og ressursbruk?

4) Tenker du at du har nok tid til hver enkelt, og hvis ikke -
hvor mye ekstra tid tenker du at det ideelt sett skulle
veert avsatt til hver kvinne?

5) Hvordan opplever du selv kommunikasjonen med
kvinnene?

6) Er det ofte behov for tolk? | hvor stor grad?
Probe 2: Hvem/hvilke instanser bruker dere som tolk?

Probe 3: Er du fornayd med tolketjenestene? Dekker

og viktig informasjon?

9) Har du hatt, eller har du gnsket a ha, en tolk under

samtalene med jordmor?

L

Hvis ja til sparsmalet:

Probe 1: Hvem har veert tolk for deg? Eller hvem kunne
du gnske & ha som tolk?

Probe 2: Har du veert fornayd med tolk de gangene du
har hatt det?

Probe 3: Faler du at du far kommunisert godt nok til
jordmor hvordan du har det og hvordan du selv opplever
graviditeten?

10) Er det noe du gnsker skulle veert bedre eller som du faler du
leri ppfolgingen pé helsestasjonen?

)

P
gler | svangerskap

tieneste de sprakene kvinnene snakker?

Probe 4: Hvis nei pa spersmalet: Har du noen tanker om
hvordan tienestene kan forbedres?

Probe 5: Hvordan opplever du selv bruk av
tolk/telefontolk? Pévirker det flyten og kommunikasjonen
mellom deg og kvinnen?

7) Foler du selv at du klarer & fa formidlet viktig
informasjon om svangerskapet og mors/barnets helse til
kvinnene?

8) Er det noe i svangerskapsomsorgen for denne spesifikk
gruppen kvinner du tenker er viktig a sette sokelyset pa
eller endre?

Fase 3 del lll

Fase 3 del lll

Intro: Kulturelle aspekter/helsepraksiser

Intro: Kulturelle aspekter/helsepraksiser

1) Har du noen tidligere erfaringer fra fodelandet ditt eller
andre land du har bodd i forhold til svangerskapsoppfalging
og fadsel som du tenker er annerledes enn her i Norge?

1) Syntes du det er viktig for god svangerskapsomsorg at
man tar hensyn til og har en forstaelse for kvinnens
egne kulturelle praksiser knyttet til
svangerskapsomsorg og fodsel?
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2) Foler du at dine egne tidligere erfaringer knyttet til
helse/graviditet/fodsler blir lyttet til eller tatt hensyn til?

Probe 1: Har du lyst til & fortelle litt om ulike tanker eller
praksiser som knytter seq til graviditet og fadsel fra ditt
eget fodeland?

3) @nsker du, eller er det viktig for deg, a falge noen spesielle
kulturelle praksiser eller kunnskap om graviditet/fodsel?

4) Onsker du at disse pr og/eller tradisj skal bli
tatt hensyn til eller av helsepersonell?

Probe 2: Hvis ja: hvorfor er det viktig for deg?

Probe 3: Hvilke praksiser/tradisjoner tenker du er
viktigst?

Probe 4: Er det noen av disse praksisene/tradisjonene
som du tenker kan vare vanskelig for helsepersonell &
forsta eller ta hensyn til?

5) Foler du at de blir tatt hensyn til og respektert av
helsepersonell?

6) Opplever du at helsepersonell spar deg om hva du selv
onsker og hvilke tanker du selv har om graviditet og fodsel?

2) Og som oppfalging til dette: | hvilken grad prover dere &
fange opp kvinnens egne tidligere erfaringer? Og tenker
du dette er viktig i svangerskapsomsorgen du tilbyr?

3) [ hvilken grad tenker du at du har kapasitet til 4 samtale
om eller falge opp nar kvinnene gir uttrykk for frykt for
sin egen - eller barnets helse, eller befinner seg i en
vanskelig livssituasjon?

4) Er det noen ganger du kjenner at kvinnens egen
kunnskap om praksiser for a ivareta sin egen —og
barnets helse noen ganger kommer i konflikt med din
egen kunnskap og erfaring?

Probe 1: Har du noen eksempler pa situasjoner der du
har opplevd nettopp dette?

Probe 2: Hvordan handterer du en slik situasjon?

Probe 3: Faler du at du har nok kunnskap knyttet til
denne tematikken?

Fase 3 del IV - behov/barriereritiltak

Fase 3 del IV - behov/barriererftiltak

1) Er det noe ved svangerskapsomsorgen du har fatt/far som
du er spesielt forngyd med?

2) Er det noe du tenker burde endres eller noe du er
misforngyd med?
Probe 1: Har du noen tanker om hva som har bidratt til at
du ikke har fatt den helseomsorgen du gnsket?

Probe 2: Har det da veert noen barrierer eller faktorer
som har gjort at du ikke har fatt eller hatt tilgang til
helsetjenester under graviditeten? (sprak; mange barn
hjemme; vanskeligheter med transport; manglende
kunnskap om svangerskapstjenester og/eller det norske
helsesystemet; frykt, redsel eller liten tiltro til
helsevesenet; frykt for at de skulle pavirke tillatelse for
opphold i Norge)

1) Er det noen faktorer du tenker kunne bidratt positivt til
svangerskapsomsorgen for nyankomne gravide
migrantkvinner?

2) Erdet noen barrierer eller viktige faktorer som spiller
inn i ditt eget daglige arbeid med svangerskapsomsorg
for denne gruppen kvinner?

3) Hva tenker du er viktigst for 4 opprettholde eller bedre
svangerskapsomsorgen for denne gruppen kvinner?

Fase 4 - Oppsummering Fase 4 - Oppsummering
Er det noe du vil legge til? Er det noe du vil legge til?
Tusen takk for ditt bidrag! Tusen takk for ditt bidrag!
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12.3 Consent forms

Mipl‘ eg c\ Srﬁl\(/)ersitetssykehus

Forespgrsel om deltakelse i forskningsprosjekt

MiPreg-prosjektet (WP3):
Bedret svangerskapsomsorg til kvinner i Oslo med migrantbakgrunn

Bakgrunn

Mange kvinner som er nye i Norge blir gravide og fgder barn i lgpet av de forste arene etter ankomst.

Vi er et forskningsteam som er interessert i innvandrerkvinner som er nye i Norge og deres erfaringer fra
svangerskaps- og fgdselsomsorgen i Oslo.

Tidligere studier har vist at kvinner som har flyttet fra et land til et annet kan ha gkt sjanse for
komplikasjoner i svangerskapet eller for den nyfgdte sammenlignet med resten av befolkningen. Mange
arsaksfaktorer kan spille inn. Fa studier har spurt kvinnene selv om hvordan de har opplevd mgtet med
norske helsevesen som gravide eller fadende.

I denne studien, MiPreg, gnsker vi nettopp a fa vite hvilke erfaringer du som gravid har hatt i mgtet med
helsetjenesten, din helse fgr og under svangerskap og fgdsel, om du har fatt dekket de behov du har hatt
i svangerskapet og om det er viktige ting du har savnet i svangerskapsoppfglgingen.

Det endelige formalet med studien er a bedre svangerskaps- og fgdselsomsorgen for kvinner som er nye
i Norge.

Hva innebzerer studien?
Du vil pa barselavdelingen. etter at du har kommet deg etter fgdselen, bli forespurt om du kan tenke deg
a svare muntlig pa noen spgrsmal fgr hjemreise.

Var prosjektmedarbeider (lege, jordmor eller annet utdannet helsepersonell) vil stille deg noen spgrsmal
om det fglgende:
- Hyvilket land du er vokst opp i, din utdannelse, om du er gift og om du har barn fra fgr
- Hvor lenge du har vert i Norge og hvorfor du kom til Norge
- Din helse for svangerskapet og din helse under dette svangerskapet og under fgdsel
- Dine erfaringer med helsevesenet under graviditet, fgdsel og barsel nar det gjelder ivaretakelse
av dine fysiske, psykiske, spraklige og andre behov

Intervjuene finner sted i en privat atmosfaere. Dersom du har behov for eller vil fgle deg mest
komfortabel med & svare muntlig pa spgrsmalene pa ditt eget morsmal vil du fa tilbud om at en tolk er
med under samtalen. Du kan velge og ikke besvare spgrsmal som du oppfatter som ubehagelige. Det vil
ikke fa konsekvenser for din videre oppfglging og behandling. Intervjuene finner sted pa
barselavdelingen nert der du er. Intervjuet tar i gjennomsnitt 35 minutter.

Mulige fordeler og ulemper
Du vil ikke ha noen spesielle fordeler av studien i dette svangerskapet, men du hjelper oss a fa mer

kunnskap som vi haper kan gi enda bedre oppfelging av gravide kvinner med innvandrerbakgrunn i
framtida.

Side 1 av 2
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MiPl‘ eg c\ Snsil\?ersitetssykehus

Hva skjer med informasjonen om deg?

Alle opplysningene om deg vil bli behandlet anonymt, det vil si uten navn, fgdselsnummer eller andre
direkte gjenkjennende opplysninger. Kun personer knyttet til prosjektet har tilgang til informasjonen om
deg. Det vil ikke veere mulig a identifisere deg nar resultatene av studien publiseres.

Du kan be om 4 fé se, og eventuelt endre registrerte opplysninger om deg. Hvis du trekker deg fra
studien kan du be om a fa slettet opplysningene. Opplysningene blir slettet senest 5 ar etter at prosjektet
er avsluttet.

Frivillig deltakelse
Det er frivillig & delta i studien, og du kan nér som helst trekke deg uten 4 oppgi grunn. Deltakere er i
henhold til helseforskningsloven §50 dekket av pasientskadeloven (NPE-ordningen).

Dersom du gnsker a delta, undertegner du samtykkeerklaringen nedenfor.

Hvis du senere gnsker a trekke deg fra studien, kan du skrive til prosjektleder Dr. Ingvil Sgrbye pa e-
post isorbye@ous-hf.no eller kontakte oss pa tif. 23 07 00 00.

Samtykke til deltakelse i studien

«Bedret svangerskapsomsorg til kvinner i Oslo med migrantbakgrunn»

Jeg er villig til a delta i studien:

Dato:

Signatur deltaker

Bekreftelse pa at informasjon er gitt om deltakelse:

Dato:

Signatur prosjektmedarbeider

Side 2 av 2
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Mipl’ eg c\ Snsil\?ersitetssykehus

Foresporsel om deltakelse i forskningsprosjekt

MiPreg-prosjektet (WP2):
Bedret svangerskapsomsorg til kvinner i Oslo med migrantbakgrunn

Bakgrunn

Mange kvinner som er nye i Norge blir gravide og foder barn i lapet av de forste drene etter ankomst.

Vi er et forskningsteam som er interessert i innvandrerkvinner som er nye i Norge og deres erfaringer fra
svangerskaps- og fedselsomsorgen i Oslo.

Tidligere studier har vist at kvinner som har flyttet fra et land til et annet kan ha okt sjanse for
komplikasjoner i svangerskapet eller for den nyfedte sammenlignet med resten av befolkningen. Mange
arsaksfaktorer kan spille inn. Fé studier har spurt kvinnene selv om hvordan de har opplevd motet med
norske helsevesen som gravide eller fedende.

I denne studien, MiPreg, ensker vi nettopp & fa vite hvilke erfaringer du som gravid har hatt i metet med
helsetjenesten, din helse for og under svangerskap og fedsel, om du har fatt dekket de behov du har hatt
i svangerskapet og om det er viktige ting du har savnet i svangerskapsoppfelgingen.

Det endelige formélet med studien er & bedre svangerskaps- og fedselsomsorgen for kvinner som er nye
i Norge.

Hva innebzerer studien?
Du vil pa helsestasjonen, nar du er pa svangerskapskontroll, bli forespurt av jordmor om du kan tenke
deg a bli intervjuet.

Var prosjektmedarbeider vil stille deg noen sparsmal om det folgende:
- Hyvilket land du er vokst opp i, din utdannelse, om du er gift og om du har barn fra for
- Dine erfaringer med helsevesenet i Norge under graviditet, fodsel og barsel nar det gjelder
ivaretakelse av dine fysiske, psykiske, spréklige og andre behov.
- Dine tidligere erfaringer og kunnskap knyttet til svangerskap og fedsel fra ditt opprinnelsesland.

Intervjuene finner sted i en privat atmosfaere. Dersom du har behov for eller vil fole deg mest
komfortabel med & svare muntlig pé spersmalene pé ditt eget morsmal vil du fa tilbud om at en tolk er
med under samtalen. Du kan velge og ikke besvare spersmaél som du oppfatter som ubehagelige. Det vil
ikke fa konsekvenser for din videre oppfelging og behandling. Intervjuene finner sted pa
barselavdelingen naert der du er. Intervjuet tar i gjennomsnitt 1 time.

Mulige fordeler og ulemper
Du vil ikke ha noen spesielle fordeler av studien i dette svangerskapet, men du hjelper oss & fa mer

kunnskap som vi haper kan gi enda bedre oppfelging av gravide kvinner med innvandrerbakgrunn i
framtida.

Side 1 av 2
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Mipl’ eg c\ Snsil\?ersitetssykehus

Hva skjer med informasjonen om deg?

Alle opplysningene om deg vil bli behandlet anonymt, det vil si uten navn, fadselsnummer eller andre
direkte gjenkjennende opplysninger. Kun personer knyttet til prosjektet har tilgang til informasjonen om
deg. Det vil ikke veere mulig & identifisere deg nar resultatene av studien publiseres.

Du kan be om & fa se, og eventuelt endre registrerte opplysninger om deg. Hvis du trekker deg fra
studien kan du be om & f3 slettet opplysningene. Opplysningene blir slettet senest 5 ar etter at prosjektet
er avsluttet.

Frivillig deltakelse

Det er frivillig & delta i studien, og du kan nér som helst trekke deg uten & oppgi grunn. Deltakere er i
henhold til helseforskningsloven §50 dekket av pasientskadeloven (NPE-ordningen).

Dersom du ensker & delta, undertegner du samtykkeerkleringen nedenfor.

Hvis du senere ensker & trekke deg fra studien, kan du skrive til prosjektleder Dr. Ingvil Serbye pa e-

post isorbye@ous-hf.no eller kontakte oss pa tlf. 23 07 00 00.

Samtykke til deltakelse i studien

«Bedret svangerskapsomsorg til kvinner i Oslo med migrantbakgrunn»

Jeg er villig til a delta i studien:

Dato:

Signatur deltaker

Bekreftelse pa at informasjon er gitt om deltakelse:

Dato:

Signatur prosjektmedarbeider

Side 2 av 2
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Mipl‘ eg c\ Snsil\?ersitetssykehus

Foresporsel om deltakelse i forskningsprosjekt

MiPreg-prosjektet (WP2):
Bedret svangerskapsomsorg til kvinner i Oslo med migrantbakgrunn

Bakgrunn

Mange kvinner som er nye i Norge blir gravide og foder barn i lapet av de forste arene etter ankomst.

Vi er et forskningsteam som er interessert i innvandrerkvinner som er nye i Norge og deres erfaringer fra
svangerskaps- og fodselsomsorgen i Oslo.

Tidligere studier har vist at kvinner som har flyttet fra et land til et annet kan ha ekt sjanse for
komplikasjoner i svangerskapet eller for den nyfodte sammenlignet med resten av befolkningen. Mange
arsaksfaktorer kan spille inn. Fé studier har spurt kvinnene selv om hvordan de har opplevd metet med
norske helsevesen som gravide eller fadende.

Vi vil gjerne stille deg noen spersmal for & forsta dine opplevelser og erfaringer som jordmor i mete
med nylig ankomne migranter pa helsestasjon og/eller sykehus. Vart mal er a kartlegge ulike erfaringer
med —og eventuelle utfordringer dere som jordmedre har i deres moter med disse kvinnene. Vi ensker i
tillegg 4 stille deg enkelte spersmal om hvordan du opplever kommunikasjonen med denne
pasientgruppen og hvordan du tenker at kvinnenes tidligere migrasjonserfaringer, kulturelle bakgrunn og
livssituasjon virker inn pa ditt daglige arbeid med svangerskapsomsorg. Videre ensker vi a sperre deg
om dine tanker knyttet til organiseringen av svangerskapsomsorgen ved din arbeidsplass; utfordringer og
eventuelle barrierer. Det endelige formélet med studien er & bedre svangerskaps- og fedselsomsorgen for
kvinner som er nye i Norge.

Hva inneberer studien?

Du vil bli forespurt av forskere i MiPreg-studien om du kan tenke deg & bli intervjuet av prosjektets
forskere. Intervjuene finner sted i en privat atmosfare pa din arbeidsplass. Du kan velge a ikke besvare
spersmél som du oppfatter som ubehagelige. Intervjuet tar i gjennomsnitt 1 time. Samtalen vil bli tatt
opp pa en bandopptaker, skrevet ned og umiddelbart slettet fra opptaksenheten, og vil bli lagret pa en
sikker server hos TSD (Tjenester for Sensitive Data) ved Universitet i Oslo.

Mulige fordeler og ulemper

Du vil ikke ha noen spesielle fordeler av studien i dette svangerskapet, men du hjelper oss & fa mer
kunnskap som vi haper kan gi enda bedre oppfelging av gravide kvinner med innvandrerbakgrunn i
framtida.

Hyva skjer med informasjonen om deg?

Alle opplysningene om deg vil bli behandlet avidentifisert, det vil si uten navn, fodselsnummer eller
andre direkte gjenkjennende opplysninger. Kun personer knyttet til prosjektet har tilgang til
informasjonen om deg. Det vil ikke veere mulig & identifisere deg nar resultatene av studien publiseres.
Du kan be om & fa se, og eventuelt endre registrerte opplysninger om deg. Hvis du trekker deg fra
studien kan du be om a fa slettet opplysningene. Opplysningene blir slettet senest 10 ar etter at prosjektet
er avsluttet.

Side 1 av 2
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Kontakte deg igjen?

Vi ensker & kunne kontakte deg igjen for en oppfelgingssamtale innen 2 ar etter det forste intervjuet for
a hore dine erfaringer av svangerskapsoppfelgingen ved din arbeidsplass de siste to &rene. Du kan selv
velge hvorvidt du da ensker a delta nar vi igjen kontakter deg.

Frivillig deltakelse

Det er frivillig & delta i studien, og du kan nar som helst trekke deg uten & oppgi grunn. Deltakere er i
henhold til helseforskningsloven §50 dekket av pasientskadeloven (NPE-ordningen).

Dersom du ensker & delta, undertegner du samtykkeerkleringen nedenfor.

Hvis du senere onsker a trekke deg fra studien, kan du skrive til prosjektleder Dr. Ingvil Serbye pé e-
post isorbye@ous-hf.no eller kontakte oss pa tlf. 23 07 00 00.

Samtykke til deltakelse i studien

«Bedret svangerskapsomsorg til kvinner i Oslo med migrantbakgrunny»

Jeg er villig til & delta i studien:

Dato:

Signatur deltaker

Bekreftelse pa at informasjon er gitt om deltakelse:

Dato:

Signatur prosjektmedarbeider

Side 2 av 2
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12.4 Approvals

b: REGIONALE KOMITEER FOR MEDISINSK 0G HELSEFAGLIG FORSKNINGSETIKK

Region: Saksbehandler: Telefon: Var dato: Vér referanse:
REK sor-gst Tor Even Marthinsen 22845521 27.06.2018 2018/1086/REK sor-gst
[}
Deres dato: Deres referanse:
07.05.2018

Var referanse ma oppgis ved alle henvendelser

Ingvil Krarup Sgrbye
Kvinneklinikken Rikshospitalet

2018/1086 MIPREG-studien:Bedret svangerskapsutfall blant nyankomne migrantkvinner i Norge

Forskningsansvarlig: Oslo universitetssykehus HF
Prosjektleder: Ingvil Krarup Sgrbye

Vi viser til sgknad om forhandsgodkjenning av ovennevnte forskningsprosjekt. Sgknaden ble behandlet av
Regional komité for medisinsk og helsefaglig forskningsetikk (REK sgr-gst) i mgtet
07.06.2018. Vurderingen er gjort med hjemmel i helseforskningsloven (hfl.) § 10.

Prosjektomtale

Tidligere internasjonale og norske studier har vist at innvandrerkvinner fra visse regioner og land har gkt
sjanse for komplikasjoner i svangerskapet eller for den nyfgdte sammenlignet med resten av befolkningen.
Mange drsaksfaktorer kan spille inn, slik som mangel pa god kommunikasjon mellom brukere og
helsesektoren, manglende helsekunnskap og egenomsorg og manglende tilrettelegging av tjenester for en
heterogen befolkning. Fa studier har studert denne sammenhengen fra brukerne, eller de gravide, sitt
perspektiv. Med forskningsstudien MIPREG gnsker vi d fylle nettopp dette kunnskapsgapet ved d bruke nylig
innvandrede gravides egne erfaringer og opplevelser fra mgte med svangerskaps- og fgdselsomsorgen i
Oslo. Studien bestdr av tre faser, hvor vi i siste fase vil designe en intervensjon der 200 migrantkvinner er
mdlgruppen for ekstra tiltak i svangerskapet som ekstra tid ved helsekontroller, tilpassede tolketjenester og
bruk av interaktiv flersprdaklig informasjonapplikasjon ("app").

Vurdering

Helseforskningsloven gjelder for medisinsk og helsefaglig forskning, det vil si «virksomhet som utfgres med
vitenskapelig metodikk for & skaffe til veie ny kunnskap om helse og sykdom», jf. helseforskningsloven § 2,
jft.§4.

Slik komiteen oppfatter dette pilotprosjektet, som er inndelt i 4 arbeidspakker (W1-W4), er malsettingen &
undersgke hvor innvandringsvennlig norsk svangerskapsomsorg er, og a utvikle tiltak for a forbedre den.
Prosjektet bestar av 4 arbeidspakker:

WP1: Undersgke sammenheng mellom migrasjonsstatus og svangerskapsutfall.

WP2: Kartlegg svakheter i svangerskapsomsorgen for innvandrere.

WP3: Mile innvandringsvennligheten til svangerskapsomsorgen med et skjema.

WP4: Utvikle og pilotere tiltak for bedring av innvandringsvennlig svangerskapsomsorg.

1 WP2, WP3 og WP4 gnsker man gjennom kvalitative intervjuer og fokusgrupper 4 fa en dypere innsikt i
opplevelser og erfaringer fra bade kvinner og helsepersonell relatert til svangerskapsomsorgen. WP4 har
som langsiktig mél & bedre mgdrenes og barnas helse, men i selve prosjektet er det bare gjennomfgrbarheten

Besoksadresse: Telefon: 22845511 All post og e-post som inngar i Kindly address all mail and e-mails to
Gullhaugveien 1-3, 0484 Oslo E-post: post@helseforskning.etikkom.no saksbehandlingen, bes adressert til REK  the Regional Ethics Committee, REK
Web: http://helseforskning.etikkom.no/ sor-ost og ikke til enkelte personer sor-gst, not to individual staff
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av tiltakene som skal testes ut. Formalet er i all hovedsak a undersgke, og forbedre, helsetjenesten som
sadan, og komiteen mener, basert pa den fremlagte dokumentasjon, at WP2, WP3 og WP4 siledes ikke har
til formal & skaffe til veie ny kunnskap om helse og sykdom, slik dette forstas i helseforskningsloven § 4.
Disse deler av prosjektet oppfattes som helsetjenesteforskning.

WP2, WP3 og WP4 kan gjennomfgres uten godkjenning av REK innenfor de ordinre ordninger for
helsetjenesten med hensyn til for eksempel regler for taushetsplikt og personvern. Sgker bgr derfor ta
kontakt med enten forskerstgtteavdeling eller personvernombud for & avklare hvilke retningslinjer som er
gjeldende.

WP1 er en omfattende registerstudie hvor det skal hentes en lang rekke variabler fra Medisinsk
fgdselsregister, som skal kobles med opplysninger om landbakgrunn, utdanning og innvandringsstatus fra
Statistisk sentralbyra og Folkeregisteret. Formélet er & finne estimater pa prevalens av helseproblemer i
utvalgte grupper, og komiteen mener denne delen av prosjektet faller inn under helseforskningslovens
virkeomrade.

Det vil i prosjektet bli etablert en kontrollgruppe som vil besta av kvinner fgdt i Norge uten
migrantbakgrunn.

Det sgkes fritak fra kravet om innhenting av samtykke. Dette begrunnes med at resultatene av forskningen
anses & vare av stor betydning for samfunnet generelt og helsetjenesten i Norge i spesielt, da del-studien vil
kunne identifisere grupper med gkt risiko for ugnsket svangerskapsutfall. Det papekes at helseregistre er
viktigste kilde for informasjon om innvandreres svangerskapsutfall, da mange er ekskludert fra aktuelle
kohorter, slik som Mor-Barn studien.

Det anfgres videre at samtykke anses som svert vanskelig 8 innhente grunnet hgyt antall studieantall. Fritak
fra samtykke anses heller ikke & pavirke personers integritet, personvern eller velferd ettersom det kun er
rutineinformasjon som innhentes.

Komiteen mener det er gitt en god begrunnelse for fritak fra samtykke. Prosjektet oppfattes som
samfunnsnyttig forskning. Det gis en tilfredsstillende redegjgrelse for alle variablene man trenger fra de
forskjellige registrene, samt prosedyren for kobling av dem. Det er kobling av mye data fra sensitive
registre, men verdien av resultatene har etter komiteen mening potensial til & oppveie personvernulempen,
ettersom man i prosjektet har et troverdig system for hindtering av dataene (web-basert TDI ved UiO).

Utlevering av opplysninger fra Medisinsk fédselsregister

De sentrale helseregistrene har egne forskrifter som regulerer utlevering av opplysninger i
forskningsgyemed. I henhold til kapittel 3 i de enkelte forskriftene vil en forhandsgodkjenning av
medisinske og helsefaglige forskningsprosjektet etter helseforskningsloven § 33, jf. § 9, innebare at
databehandlingsansvarlig ved de sentrale helseregistrene kan utlevere data uten hinder av lovpalagt
taushetsplikt.

Komiteen har etter en samlet vurdering kommet til databehandlingsansvarlig ved Medisinsk fgdselsregister
kan utlevere identifiserbare helseopplysninger i trdd med prosjektsgknad og protokoll uten hinder av
lovpalagt taushetsplikt.

Nér det gjelder data fra Statistisk sentralbyra og Folkeregisteret, presiserer komiteen at man kun har tatt
stilling til og godkjent at data kan innga i prosjektets forskningsfil. Komiteen forutsetter at
tilgangsspgrsmalet avklares med aktuelle instanser, og at ngdvendige tillatelser derfra innhentes.

Vedtak

1. Etter spknaden fremstar WP2, WP3 og WP4 ikke som medisinsk og helsefaglig forskning, og disse
delene av prosjektet faller derfor utenfor helseforskningslovens virkeomréde, jf. helseforskningsloven § 2.

2. WP1 godkjennes, jf. helseforskningslovens §§ 9 og 33.
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Godkjenningen innebarer at databehandlingsansvarlig ved Dgdsérsaksregisteret kan utlevere opplysninger i
henhold til spknad og protokoll uten hinder av lovpalagt taushetsplikt.

Tillatelsen er gitt under forutsetning av at prosjektet gjennomfgres slik det er beskrevet i sgknaden og
protokollen, og de bestemmelser som fglger av helseforskningsloven med forskrifter.

Tillatelsen gjelder til 30.04.2027. Av dokumentasjons-og oppfglgingshensyn skal opplysningene likevel
bevares inntil 30.04.2032. Opplysningene skal lagres avidentifisert, dvs. atskilt i en ngkkel-og en
opplysningsfil. Opplysningene skal deretter slettes eller anonymiseres, senest innen et halvt ar fra denne
dato.

Komiteens avgjgrelse var enstemmig.
Komiteens vedtak kan péklages til Den nasjonale forskningsetiske komité for medisin og helsefag, jfr.

helseforskningsloven § 10, tredje ledd og forvaltningsloven § 28. En eventuell klage sendes til REK sgr-gst
C. Klagefristen er tre uker fra mottak av dette brevet, jfr. forvaltningsloven § 29.

Med vennlig hilsen

Britt Ingjerd Nesheim
professor dr. med.
leder REK sgr-gst C

Tor Even Marthinsen
seniorradgiver

Kopi til:calsan@ous-hf.no
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Oslo universitetssykehus HF

Postadresse:

Postboks 4950 Nydalen
o 0424 Oslo
PERSONVERNOMBUDETS TILRADING o
02770
Til: Ingvil Krarup Serbye Org.nr:
NO 993 467 049 MVA
. www.oslo-universitetssykehus.no
Kopi:
Fra: Personvernombudet ved Oslo universitetssykehus
Saksbehandler: Stian Moltke-Hansen Tveten
Dato: 04.09.2018
Offentlighet: Ikke unntatt offentlighet
Sak: Personvernombudets tilrading til behandling av
personopplysninger
Saksnummer: 18/15786

Personvernombudets tilrading til behandling av personopplysninger for:

«MIPREG prosjektet: Bedret svangerskapsutfall hos migrantkvinner i Oslo»

Formal:
«Hovedmal: Undersoke hvor innvandringsvennlig norsk svangerskapsomsorg er og d
utvikle tiltak for d forbedre den.

Delmail:

WP1: Undersoke sammenhengen mellom migrasjonsstatus og svangerskapsutfall

WP2: Kartlegge svakheter i svangerskapsomsorgen for innvandrere

WP3: Mdle innvandringsvennligheten til svangerskapsomsorgen og kvinners opplevelse av
den.

WP4: Utvikle og pilotere tiltak for forbedring av innvandringsvennlig
svangerskapsomsorg.»

Tidsrom: 04.09.2018 til 30.04.2022
Vi viser til innsendt melding om behandling av personopplysninger.

Med hjemmel i forordning (EU) nr. 2016/679 (generell personvernforordning) artikkel 37,
er det oppnevnt personvernombud ved Oslo Universitetssykehus (OUS).

Den behandlingsansvarlige skal sikre at personvernombudet pé riktig méte og i rett tid
involveres i alle sparsmal som gjelder vern av personopplysninger, jf. artikkel 38. Artikkel
30 palegger OUS a fore oversikt over hvilke behandlinger av personopplysninger
virksomheten har. Behandling av personopplysninger meldes derfor til sykehusets
personvernombud.

For det foretas behandling av helseopplysninger, skal den behandlingsansvarlige radfore seg
med personvernombudet, jf. personopplysningsloven § 10. Ved radferingen skal det
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vurderes om behandlingen vil oppfylle kravene i personvernforordningen og @vrige
bestemmelser fastsatt i eller med hjemmel i loven her. Radferingsplikten gjelder likevel
ikke dersom det er utfort en vurdering av personvernkonsekvenser etter
personvernforordningen artikkel 35.

Databehandlingen tilfredsstiller forutsetningene for melding etter forordning (EU) nr.
2016/679 (generell personvernforordning) artikkel 30.

Personvernombudet tilrar at databehandlingen gjennomfores under forutsetning av

folgende:

1. Oslo universitetssykehus HF ved adm. dir. er behandlingsansvarlig virksomhet.

2. Avdelingsleder eller klinikkleder ved OUS har godkjent databehandlingen.

3. Databehandlingen skjer i samsvar med og innenfor det formal som er oppgitt i
meldingen.

4. Data lagres som oppgitt i meldingen og i samsvar med sykehusets retningslinjer.

5. For den delen av studien som omfatter lydopptak skal det kun benyttes utstyr som er
eid av OUS. Lydopptakene skal transkriberes og lagres pa forsvarlig méte.
Lydopptakene skal slettes nar det ikke lenger er behov for dem. Lydopptaker ma til
enhver tid oppbevares forsvarlig nedlast hvor kun prosjektdeltakere har tilgang til
lydopptakeren.

6. Oppslag i journal med formal & identifisere potensielle deltagere til studien gjores av
ansatte ved sykehuset som har selvstendig lovlig grunnlag for oppslaget. Se
http://ehandboken.ous-hf.no/.

7. Studien er frivillig og samtykkebasert. Det innmeldte samtykke skal benyttes.

8. Eventuelle fremtidige endringer som bererer formalet, utvalget inkluderte eller
databehandlingen mé forevises personvernombudet for de tas i bruk.

9. Den behandlingsansvarlige har radfert seg med personvernombudet, jf.
personopplysningsloven § 10.

10. Kryssliste som kobler avidentifiserte data med personopplysninger lagres som angitt
i meldingen og i samsvar med sykehusets retningslinjer.

11. Det ma etableres en databehandleravtale med TSD.

12. Publisering i tidsskrift forutsettes a skje uten at deltagerne kan gjenkjennes, hverken
direkte eller indirekte.

13. Denne tilrddningen omfatter ikke den eventuelle utviklingen av en applikasjon.
Dersom dette blir aktuelt forutsettes det at personvernombudet radferes pa forhand.

14. Eventuelle krav fra tidsskrift om at grunnlagsdataene utleveres, skal behandles som
en utlevering av helse- og personopplysninger, jf. sykehusets eHandbok og
dokumentet «Utlevering av personopplysninger», dokumentID 15408. Se
http://ehandboken.ous-hf.no/. Denne tilrdding dekker ikke slik utlevering.

15. Data slettes eller anonymiseres 10 ar etter prosjektslutt i 2032 ved at krysslisten

slettes og eventuelle andre identifikasjonsmuligheter i databasen fjernes. Nér
formélet med registeret er oppfylt sendes melding om bekreftet sletting til
personvernombudet.

Prosjektet er registrert i sykehusets offentlig tilgjengelig database over forsknings- og
kvalitetsstudier.

Personvernombudets tilrdding (ﬁ)
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Med hilsen

Stian Moltke-Hansen Tveten
Personvernradgiver

Oslo universitetssykehus HF
Stab fag, pasientsikkerhet og samhandling
Avdeling for informasjonssikkerhet og personvern

E-post: personvern@oslo-universitetssykehus.no
Web:  www.oslo-universitetssykehus.no/personvern

Personvernombudets tilrdding (ﬂ)
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Postadresse:
Postboks 95
1478 Lorenskog
PERSONVERNOMBUDETS UTTALELSE _
02900
Til: Anne Eskild, Kvinneklinikken, Akershus Org.nr:
Universitetssykehus HF NO 883 971636 MVA
ahus.
Kopi: Nina Schmidt, Kvinneklinikken, Akershus wwands.no
Universitetssykehus HF
Ingvild Sgrbye, Kvinneklinikken, Oslo
Universitetssykehus
Fra: Personvernombudet ved
Akershus universitetssykehus
Dato: 15.04.2019
Offentlighet: Ikke unntatt offentlighet
Saksnummer/ 18/05310/ 53_2019

Personvernnummer:

Personvernombudets uttalelse til innsamling og behandling av personopplysninger for
forskning i prosjektet ”MIPREG-studien:Bedret svangerskapsutfall blant
nyankomnemigrantkvinner i Norge”

Prosjektbeskrivelse:

“Tidligere internasjonale og norske studier har vist at innvandrerkvinner fra visse regioner
og land har gkt sjanse for komplikasjoner i svangerskapet eller for den nyfadte
sammenlignet med resten av befolkningen. Mange drsaksfaktorer kan spille inn, slik som
mangel pd god kommunikasjon mellom brukere og helsesektoren, manglende helsekunnskap
og egenomsorg og manglende tilrettelegging av tjenester for en heterogen befolkning. Fd
studier har studert denne sammenhengen fra brukerne, eller de gravide, sitt perspektiv. Med
forskningsstudien MIPREG gnsker vi d fylle nettopp dette kunnskapsgapet ved d bruke nylig
innvandrede gravides egne erfaringer og opplevelser fra mate med svangerskaps- og
fadselsomsorgen i Oslo. Studien bestdr av tre faser, hvor vi i siste fase vil designe en
intervensjon der 200 migrantkvinner er malgruppen for ekstra tiltak i svangerskapet som
ekstra tid ved helsekontroller, tilpassede tolketjenester og bruk av interaktiv flersprdklig
informasjonapplikasjon ("app").”

Viser til innsendt melding om behandling av personopplysninger / helseopplysninger. Det
felgende er et formelt svar pd meldingen. Forutsetningene nedenfor mé veere oppfylt far
rekruttering av pasienter og behandling av personopplysninger i prosjektet kan starte.

Med hjemmel i forordning (EU) nr. 2016/679 (generell personvernforordning) artikkel 37,
er det oppnevnt personvernombud ved Akershus Universitetssykehus (Ahus).

Den behandlingsansvarlige skal sikre at personvernombudet pé riktig méte og i rett tid
involveres i alle spgrsmadl som gjelder vern av personopplysninger, jf. artikkel 38. Artikkel
30 pélegger Ahus & fare oversikt over hvilke behandlinger av personopplysninger
virksomheten har. Behandling av personopplysninger meldes derfor til sykehusets
personvernombud.

115




Side 2/3

Personvernombudet har vurdert det til at den planlagte databehandlingen av
personopplysninger / helseopplysninger tilfredsstiller de krav som stilles i personvern- og
helseforskningslovgivningen. Personvernombudet har ingen innvendinger til at den
planlagte databehandlingen av personopplysninger / helseopplysninger kan igangsettes
under forutsetning av fglgende:

1. Forskningsansvarlig / dataansvarlig Oslo Universitetssykehus ved adm. direktgr.

2. Avdelingsleder og forskningsansvarlig i divisjonen/klinikken har godkjent
gjennomferingen av prosjektet.

3. Behandling av personopplysningene / helseopplysninger i prosjektet skjer i samsvar
med og innenfor det formal som er oppgitt i meldingen.

4. Ved inklusjon av deltakere, vil aktuelle pasienter identifiseres og forespgrres av

behandler eller andre ansatte ved Ahus med selvstendig lovlig grunnlag for & gjere

oppslaget.

Studien er frivillig og samtykkebasert.

6. Samtykkeskriv vedlagt meldingen skal benyttes. Under «Hva skjer med

opplysnigner om deg» endres «anonymt» med «uten direkte indentifiserende

kjennetegn».

Data lagres som oppgitt i meldingen.

8. Lydopptak, og studien for gvrig, gjennomfgres som forutsatt av Personvernombudet
ved OUS.

9. Kodeliste som kobler avidentifiserte data (indirekte identifiserbare
helseopplysninger) med personopplysninger lagres som angitt i meldingen og i
samsvar med sykehusets retningslinjer.

10. Publisering i tidsskriver vil skje uten at deltagerne kan identifiseres, direkte eller
indirekte. Dersom det vil benyttes opplysninger som vil kunne innebere
bakveisidentifisering, vil dette omfattes av pasientens samtykke.

11. Prosjektslutt er 31.12.2019. Av dokumentasjonshensyn skal opplysningene likevel
bevares inntil 31.12.2024, da skal data slettes eller anonymiseres ved at kodelisten
slettes og eventuelle andre identifikasjonsmuligheter i databasen fjernes.

12. Dersom formalet, utvalget av inkluderte eller databehandlingen endres ma
personvernombudet gis forhdndsinformasjon om dette i likhet med REK.

v

N

Prosjektet er registrert i oversikten over tilrddinger og uttalelser til forskning og
kvalitetsprosjekter som Personvernombudet forer for sykehuset. Oversikten er offentlig
tilgjengelig.

Lykke til med studien!

Med vennlig hilsen

for personvernombudet

Line Mostad Samuelsen

Jurist/ personvernradgiver

Akershus universitetssykehus HF

Epost: forskning.personvern@ahus.no

Web:  www.ahus.no

Personvernombudets uttalelse (ﬂ)
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Dokumentet er signert elektronisk

Personvernombudets uttalelse (E)
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ABSTRACT

Objective To examine factors associated with recently
migrated women’s satisfaction with maternity care in
urban Oslo, Norway.

Design An interview-based cross-sectional study, using
a modified version of Migrant Friendly Maternity Care
Questionnaire.

Setting Face-to-face interview after birth in two maternity
wards in urban Oslo, Norway, from January 2019 to
February 2020.

Participants International migrant women, <5 years
length of residency in Norway, giving birth in urban Oslo,
excluding women born in high-income countries.
Primary outcome Dissatisfaction of care during
pregnancy and birth, measured using a Likert scale,
grouped into satisfied and dissatisfied, in relation to
socio-demographic/clinical characteristics and healthcare
experiences.

Secondary outcome Negative healthcare experiences
and their association with reason for migration.

Results A total of 401 women answered the questionnaire
(87.6% response rate). Overall satisfaction with maternal
healthcare was high. However, having a Norwegian
partner, higher education and high Norwegian language
comprehension were associated with greater odds of
being dissatisfied with care. One-third of all women did
not understand the information provided by the healthcare
personnel during maternity care. More women with
refugee background felt treated differently because of
factors such as religion, language and skin colour, than
women who migrated due to family reunification.
Conclusions Although the overall satisfaction was high,
for certain healthcare experiences such as understanding
information, we found more negative responses. The
negative healthcare experiences and factors associated
with satisfaction identified in this study have implications
for health system planning, education of healthcare
personnel and strategies for quality improvement.

INTRODUCTION

With rising proportions of births to migrant
women across Europe, there is a growing need
for more knowledge about the reproductive
health of migrants.l Many migrants are of
childbearing age and some have their first
contact with the healthcare system in the new
country when seeking maternity care. Higher

Strengths and limitations of this study

» Face-to-face interviews with interpreter enabled all
women to participate, regardless of language profi-
ciency and literacy.

» The use of the questionnaire tool, Migrant Friendly
Maternity Care Questionnaire, enables comparability
across countries.

» Timing of questionnaire shortly after birth may intro-
duce a bias as birth outcome might influence per-
ception of maternity care.

» As the interviews were conducted in the postnatal
ward, some women may have been reluctant to
share negative experiences about inpatient care.

maternal mortality and morbidity have been
found among migrants compared with the
host population in a number of European
countries.”” Several reasons for the elevated
risk of adverse obstetric outcomes exist, such
as substandard care and varying risk profiles
for subgroups of miglrants.2 Other reasons
include late initiation of antenatal care and
fewer antenatal visits among migrants, which
in turn can be caused by low health literacy.*"

Satisfaction with care is considered a key
predictor of utilisation of healthcare services,
which in turn can be a modifiable risk factor
for adverse outcomes.?"'™"* The WHO recom-
mends measuring maternal satisfaction of
care to improve quality of healthcare." Sitzia
and Wood define ‘satisfaction’ as both a
measure of the care received and a reflection
of the patients as it consists of the patient’s
personal preferences, the expectations and
the actual care received.'® Literature suggests
that different experiences of care, for
instance, support from healthcare personnel
and involvement in decision-making, are the
most important predictors of maternal satis-
faction." ™" Reproductive history, age and
socioeconomic status are other known factors

. . . . o 20
influencing perceived maternal satisfaction.”
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Socioeconomic status is a predictor of inadequate ante-
natal care among migrants and as such, women born in
low-income or middle-income countries are at a higher
risk.'” Recently arrived pregnant women are particularly
vulnerable. In addition to their migration experience,
that for many implies a loss of social network and socio-
economic disadvantage, they are more likely to have less
majority language proficiency and health system literacy.”’
Discrepancies exist within subgroups of migrants, where
refugees and asylum-seekers seem to have higher risk
for adverse outcomes, in contrast to people who migrate
because of work and education, who tend to be wealthier
and have better health.”

Disparities in maternal health outcomes and suboptimal
quality of maternity care for migrants are also reported
from Norway.4 9% 2 1 order to improve quality of care,
it is important to gain more knowledge about determi-
nants of migrated women’s satisfaction with maternity
care. A literature gap exists regarding these determi-
nants, especially for the most recently arrived groups of
migrants. The main objective of this study was, therefore,
to examine factors associated with recently migrated
women’s satisfaction with maternity care. The secondary
objective was to examine the association between health-
care experiences and subgroups of migrants by reason for
migration. We examined these factors among women in
urban Oslo, the region with the highest proportions of
migrants in Norway, in a setting of free universal access to
maternity care.

METHODS

Study design and setting

This interview questionnaire-based study is part of the
MiPreg project and was conducted between January
2019 and January 2020. The Mipreg project is a multi-
disciplinary, mixed method project that seeks to identify
factors that explain disparities in pregnancy outcomes
among recently migrated women in Norway. Norway has
universal health coverage and essential maternity care is
free of charge for all legal citizens. Persons without legal
residence have right to healthcare but must pay for it.”’
Pregnant women can choose between follow-up by a
general practitioner or a midwife at a maternity and child
healthcare centre.”* The standard antenatal package
includes 8 consultations, including 1 routine ultrasound
examination around weeks 17-19. Almost all births in
Norway occur in public hospitals. After discharge from
hospital, the maternity and child healthcare centre
provide the postnatal follow-up.””

Study participants

We included internationally migrated, recently pregnant
women with a length of stay in Norway <5 years, giving
birth in urban Oslo. We excluded migrants born in
high-income countries, according to the Global Burden
of Disease framework. Eligible women were recruited
from the two public hospitals that serve urban Oslo with

Oslo University

Akershus University

Hospital Hospital

Identified 458 eligible women

Interviewed 401 (87.6%) women

Figure 1 Flowchart inclusion.

approximately 14 800 births annually: Oslo University
Hospital and Akershus University Hospital.

Questionnaire

We applied a quantitative questionnaire, using a modified
version of the Migrant Friendly Maternity Care Question-
naire (MFMCQ) (online supplemental file 1). MFMCQ
is a structured questionnaire on maternity care devel-
oped to be used in migrant populations.” It includes
information on maternal socio-demographic, migration
and obstetric characteristics as well as satisfaction of care
and other healthcare experiences during pregnancy and
birth. The original questionnaire was adapted to the
health system setting of Norway and modified after inputs
from pilot testing. An interview guidebook was produced
and training workshops for all the research personnel,
one medical doctor and three midwives, were conducted.
The interviewers met regularly to discuss challenges and
experiences.

Data collection

The maternal healthcare in Norway is fragmented,
meaning the healthcare before, during and after birth
is administered by independent institutions. Therefore,
to elicit responses from hard-to-reach groups that we
would otherwise miss, the eligible women were recruited
cither on admission for delivery or at the postnatal ward
(figure 1). The research personnel informed women
about the study and a written consent was obtained.
Thereafter, they conducted the interviews face to face in
the women'’s own language of choice after birth, using an
interpreter when needed. In addition, to aid the women
in understanding the structure of the question and the
answer options, written translations of the questionnaire
were provided in nine languages: Arabic, Dari, English,
French, Norwegian, Somali, Sorani, Tigrinya and Urdu.
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The questionnaire was forward-translated by a certified
translating company with extensive knowledge about
medico-technical-related and pregnancy-related terms.
The back-translating was performed blinded. We further
systematically compared the back-translated question-
naire with the source language version, noting all discrep-
ancies and adjusted accordingly.

Outcome variable

Satisfaction of care was assessed using the question,
Overall, were you satisfied with the care you received?’,
combined for the two time periods: care during pregnancy
and care during birth, with the response options ‘always’,
‘sometimes’, ‘rarely’ and ‘never’. As the distribution of
satisfaction data was strongly skewed, we categorised the
data to be binary, with ‘satisfied’ (including ‘always satis-
fied’) and ‘dissatisfied’ (combining ‘sometimes’, ‘rarely’
and ‘never’). There were no missing values.

Explanatory variables

Country of birth was grouped into super-regions following
the Global Burden of Disease classifications, based on
epidemiological similarity and geographic closeness:
Latin America and Caribbean; Sub-Saharan Africa; North
Africa and Middle East; South East Asia, East Asia and
Oceania; South Asia; and Central Europe, Eastern Europe
and Central Asia.?’ As to reason (s) for migration, we used
the national classification based on the legal grounds for
immigration. We grouped women into one out of three
categories: refugee, work/education and family reunifica-
tion. Maternal education was classified into three groups:
no completed education, primary and secondary school,
or university. Economic status was measured by asking the
women if she had experienced difficulties making ends
meet and paying monthly expenses, with responses ‘yes
often’, ‘yes occasionally’ or ‘no never’. Having a Norwe-
gian partner implied that the partner was born in Norway,
regardless of ethnicity. Healthcare experiences were
examined by asking the women about 11 specific health-
care experiences, grouped binary as positive or negative
experiences.

Statistical analysis

A sample size of approximately 360 women was required
to detect a difference of 14% between 2 groups with and
without full satisfaction, assuming that the proportion of
fully satisfied women was 73% as the reference/control
group.” A two-sided significance level of 0.05 and 80%
power were used. We decided to include approximately
400women to take potential missing values into account.
The calculation of sample size was performed with Stata/
SE V.16.1. Descriptive statistics as mean with SD and
frequencies with percentages were calculated for cate-
gorical and continuous variables. The difference between
two independent proportions of ‘always satisfied’ and ‘not
always satisfied’ was tested by using a % test. Association
between socio-demographic and clinical variables with
primary and secondary outcomes was examined by using

univariable and multivariable logistic regressions. The
association was expressed as the OR with 95% CI and the
Hosmer-Lemeshow test was used to inspect global good-
ness of fit for the logistic regression models. Two-sided p
values were reported, and the significance level was set
at 0.05. x? test was used for the healthcare experiences
among different migrant groups and if a significant asso-
ciation was found, we conducted a pairwise z-test post-hoc
analysis with Bonferroni correction. The analyses were
performed with IBM SPSS V.25.

Patient and public involvement

The MiPreg projecthas, from the design phase throughout
the implementation phase, involved user representa-
tives from non-governmental organisations and relevant
migrant communities within the greater Oslo area. The
user representatives gave feedback on readability, validity
and cultural sensitivity of the questionnaire before data
collection. After data collection, preliminary findings
were presented, and interpretations were discussed with
user representatives.

RESULTS

Socio-demographic and clinical characteristics of study
participants

In total, 401 women completed the interview, 160 women
from Akershus University Hospital and 241 women from
Oslo University Hospital, giving an 87.6% response rate
(figure 1). The 57 non-participating women did not differ
from the participants in terms of age, length of residence
or region of birth. The main reason for not participating
was ‘being tired’ and ‘not having the time’. The mean
completion time for the interview was 44 min (SD: 13
min). All boroughs in the city of Oslo were represented,
including surrounding counties which constitute the
‘greater Oslo region’. The median age for primiparous
women was 29 years and for multiparous women was 31
years. In total, the women originated from 66 different
countries. Twenty-eight per cent of the women had lived
in Norway for up to 1year and 11 months, 37% for 2 years
up to 3 years and 11 months and 35% for 4years up to
5years. The majority of women were primiparous. Almost
one in four women had induction of labour (24.2%)
and almost every fifth women had a caesarean section
(18.0%). No difference in dissatisfaction was found for
women receiving maternity care from a general practi-
tioner (28.7%), a midwife (29.0%) or an obstetrician
(28.1%) (table 1).

Socio-demographic and clinical factors associated with
women’s dissatisfaction

Women with a non-Norwegian partner had decreased
odds of being dissatisfied with overall care, compared
with women with a Norwegian partner (adjusted OR:
0.38, 95% CI 0.18 to 0.82, figure 2). Having completed
primary and secondary education reduced the odds
of being dissatisfied compared with those with higher
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Dissatisfied*
(n=113)

Socio-demographic and

clinical characteristics  All (n=401)

Age (years), mean (SD) 29.8 (4.7) 29.8 (4.7)

Central Europe, Eastern 132 (32.9)
Europe and Central Asia

37(32.7)

North Africa and Middle
East

76 (19.0)

24 (21.2)

Southeast Asia, East
Asia and Oceania

37 (9.2) 8(7.1)

Partner’s region of birth
(GBD), n (%)t

High-income countries 65 (16.2) 28 (24.8)

North Africa and Middle
East

74 (18.5)

20 (17.7)

Southeast Asia, East
Asia and Oceania

15 (3.7) 3(2.7)

Partner Norwegian, n (%)

No 347 (86.5) 91 (80.5)

Education, n (%)

Primary/secondary
school

151 (37.7) 27 (23.9)

Marital status, n (%)

Cohabitant/married 380 (94.8) 108 (95.6)

Very low-low 19 (4.7) 8(7.1)

Dissatisfied*
(n=113)

Socio-demographic and

clinical characteristics  All (n=401)

Employment status, n (%)

Unemployed 173 (43.1) 44 (38.9)

Refugee 41(10.2) 12 (10.6)

Work/education 177 (44.1) 50 (44.2)

None 69 (17.2) 20 (17.7)

Good 158 (39.4) 40 (35.4)

Clinical characteristics

Number of children, mean
(SD)

1.6 (0.8) 1.6(0.8)

Care received by, n (%)

Midwife 331(83.0) 96 (85.7)

Parity, n (%)

Multiparous 172 (42.9) 39 (34.5)

363 (90.5) 104 (92.0)

Bad 5(1.2) 2(1.8)

Yes 79 (19.7) 17 (15.0)

Pregnancy complication,
n (%)

No 187 (46.6) 44 (38.9)

Induction 97 (24.2) 33(29.2)

Caesarean section 72 (18.0) 22 (19.5)

sravsy s220) - [WEpetomy 181 227271688
umnown  ska 208 o ey meEs)
Continued Continued
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Table 1 Continued

Socio-demographic and

Dissatisfied*

clinical characteristics  All (n=401) (n=113)
Pudendal 21(5.2) 9(8.0)
Complications during
birth, n (%)
Postpartum 19 (4.7) 7 (22.6)
haemorrhage
Transfer to NICU 27 (6.7) 8 (25.8)
Antibiotic treatment 55 (13.7) 16 (51.6)
Planned pregnancy, n (%)
Yes 300 (74.8) 78 (69.0)
No 101 (25.2) 35 (31.0)

*Percentages are column percentages.

TOne missing.

tMore than one healthcare provider possible.

.BMI, Body mass index; GA, Gestational age ; GBD, Global Burden
of Disease; NICU, Neonatal intensive care unit.

education (adjusted OR: 0.39, 95%CI 0.22 to 0.73).
Women with a Norwegian language comprehension
categorised as ‘good’ or ‘with difficulties’, as compared
with ‘fluently’, had decreased odds of being dissatisfied
(adjusted OR: 0.26 and 0.24, 95% CI 0.09 to 0.71 and 0.09
to 0.62, respectively). Not having a planned pregnancy
were associated with greater odds of being dissatisfied
with care. No significant association was found between
satisfaction and migrant-specific variables such as moth-
er’s region of birth, reason for migration and length
of residency. Overall dissatisfaction with care was most
pronounced during pregnancy (23%) as compared with
during birth (12%). For ‘dissatisfaction in pregnancy’, all
the variables from figure 2 were significantly associated, in
addition to being primiparous (online supplemental file
2). When analysing ‘dissatisfaction during birth’, none
of the variables from figure 2 were significant, including
birth-related factors: ‘complications during birth’ and
‘caesarean section’.

Factors: aOR (95% ClI):
Not-planned pregnancy 1.97 (1.14-3.42)
Education

No education 1.36 (0.41-4.53)

Negative healthcare experiences and their association with
women’s dissatisfaction

We found a higher proportion of negative responses
for different healthcare experiences as compared with
the overall dissatisfaction of care (table 2). One-third of
women (33.4%) had not understood the information
provided by the healthcare personnel during a consulta-
tion or while being admitted to hospital. Of these, 85%
said that they would have understood the information
better in another language. Among the one-third, there
was a higher proportion of less fluency in Norwegian
and lower education, compared with the two-thirds who
understood the information. More than one-fourth of the
women experienced that healthcare personnel did not
ask if they had questions and did not spend enough time
providing explanations. Half of the women had experi-
enced prolonged waiting time before receiving care. One
in every five women had experienced that healthcare
personnel made a decision without taking their wishes
into account.

Healthcare personnel not taking the women’s concerns
seriously (OR: 6.8, 95%CI 4.2 to 11.2), not spending
enough time providing information (OR: 6.0, 95% CI
3.8 t0 9.7) and perceived prolonged waiting time for the
migrant women (OR: 5.2, 95% CI 3.2 to 8.5) increased
the odds of being overall dissatisfied the most (figure 3).

Negative healthcare experiences and their association with
reason for migration

More refugee women felt treated differently by healthcare
personnel because of religion, skin colour, language, etc
(24.4% vs 9.3%, p=0.022) and understood less informa-
tion (51.2% vs 27.2%, p=0.008), compared with women
who migrated due to family reunification and work/
education, respectively (table 2). The majority of refugee
women originated from Eritrea (34.1%), Syria (19.5%),
Iraq (7.3%) and Somalia (7.3%). Women who migrated
due to family reunification were more dissatisfied with the
pain management (17.5% vs 7.3%, p=0.01) and felt that
decisions were made without their wishes being taken
into account (24.6% vs 14.1%, p=0.03), compared with
women who migrated due to work/education.

Primary/secondary school 0.39 (0.22-0.73)
Non-Norwegian partner 0.38 (0.18-0.82)
Norwegian comprehension

None 0.33(0.11-1.02)

With difficulties 0.26 (0.09-0.71)

Good 0.24 (0.09-0.62)

0 05

——
- —

() s

- —

- —

1 15 2 25 3 35 4
aOR with 95% CI

Figure 2 Association between socio-demographic and clinical factors with overall dissatisfaction with care (combined
for during pregnancy and birth), with adjusted OR and 95% CI. Adjusted for Norwegian partner, education, Norwegian
comprehension, parity, planned pregnancy, caesarean section, mother’s region of birth, reason for migration, maternal age and

length of residency.
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Table 2 Negative healthcare experiences for all participants and for subgroups of migrants with refugee, family reunification

and work/education, with frequency, N, and percentage, %

All (n=401) Refugee (n=41) Family reunification = Work/education

Negative healthcare experiences N (%) N (%) (n=183) N (%) (n=177) N (%)
HCP did not spend enough time providing explanations 123 (30.7) 14 (34.1) 58 (31.7) 51 (28.8)
Concerns were not taken seriously by HCP 101 (25.2) 12 (29.3) 52 (28.4) 37 (20.9)
Prolonged waiting time 201 (50.1) 17 (41.5) 89 (48.6) 95 (53.7)
Decisions were made without my wishes taken into account 80 (20.0) 10 (24.4) 45 (24.6) 25(14.1)
There are things HCP could do differently 160 (39.9) 13 (31.7) 74 (40.4) 73 (41.2)
Preferences for care were not followed 17 (4.2) 3(7.3) 8(4.4) 6 (3.4)

Felt treated differently to other people by HCP 50 (12.5) 10 (24.4) 17 (9.3) 23 (13.0)

HCP did not ask if | had any questions 106 (26.4) 14 (34.1) 52 (28.4) 40 (22.6)
Dissatisfied with pain management 50 (12.5) 5(12.2) 32 (17.5) 13(7.3)
Dissatisfied with length of hospital stay 71 (17.7) 11 (26.8) 22 (12.0) 38 (21.5)

Did not understand information by HCP 134 (33.4) 21(51.2) 65 (35.5) 48 (27.1)

HCP, healthcare personnel.

DISCUSSION

This study identified factors associated with maternal
satisfaction with healthcare for recently arrived migrants.
A substantial proportion of participants were satisfied
with the received healthcare. However, the degree of
dissatisfaction was higher among women with unplanned
pregnancy, higher education, good language skills and a
Norwegian partner. One-third of all women reported not
to understand the information provided by the health-
care personnel during maternity care. In addition, more
women with refugee background felt treated differently
by the healthcare personnel because of factors such as
religion, language and skin colour, than women who
migrated due to family reunification.

Measures of satisfaction are important because it is
assumed that they reflect quality of care. In consonance
with the definition of satisfaction of care, ‘high satisfac-
tion’ can indicate good care received but also ‘low expec-
tations’ and vice versa.”! This is especially true for the
perinatal period where it may be difficult to distinguish

Factors: OR (95% CI):

Concerns were not taken seriously

HCP did not spend enough time providing explanations
Prolonged waiting time

Decisions were made without my wishes taken into account
Things HCP could do differently

Felt treated differently to other people

Dissatisfied with pain management 3,29

HCP did not ask questions

Had preferences for care that were not followed
Dissatisfied with length of hospital stay 2.34

Did not understand information 1.83

1

(
6.03(3.75-9.71
5.18(3.15-8.53
4.78 (2.85-8.02
4.71(2.96-7.51
3.62(1.97-6.64
(1.79-6.02
2.93 (1.83-4.69
2.36(0.88-6.28
(1.38-3.99
(1.16-2.87

0 1 2

between the childbirth experience and the actual care
received.”® The recently arrived migrant women’s varying
background can highly affect their expectations,
depending on, for example, previous experience with
healthcare in other countries, cultural context and
knowledge about Norwegian healthcare system.” This is
reflected in our results; even though the overall satisfac-
tion was high, consistent with existing litemture,f/‘4 e
found a high rate of negative responses for some health-
care experiences. This emphasises that an overall satis-
faction score may not be adequate to measure quality
of care. In agreement with our study, a recent review
article on maternity care in Nordic countries also found
experiences of care-related discrimination among refu-
gees.”® This may indicate implicit bias among healthcare
personnel. However, this needs to be further explored,
especially since negative implicit bias among healthcare
personnel has the potential to contribute to disparities
in health.”

6.82 (4.15-11.20) =

)

) —
) —_——

) — —

) ———

) ———

) ———

) ——

) | ——

) ——

d
4 5 6 7 8 o 10 1 12
OR with 95% CI

Figure 3 Association between negative healthcare experiences and overall dissatisfaction with care (combined for during

pregnancy and birth), with crude OR and 95% CI.
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Care during pregnancy was the time period with highest
proportion of dissatisfaction in our study. Contrary to this,
a Dutch study showed that non-Western migrants were
most satisfied with the antenatal cari:,38 while a British
study found little difference in satisfaction between the
three periods.” These differences might be explained by
different ways of organising the maternity care between
countries, for instance, a more non-intervening approach
to perinatal care, continuity of care and more home births
in the Netherlands compared with Norway. Contradicting
previous research, we found no difference in women’s
satisfaction with maternity care given by a general practi-
tioner or a midwife.”

In our study, women with high education were less
satisfied, compared with those with some education. This
difference can be explained by different expectations,
which in turn can be influenced by health system literacy.
A study specifically measuring expectations with ante-
natal care among vulnerable women, including migrants,
found low expectations among women with a lower
level of education.” Contrary to our finding, studies not
looking specifically at migrants have suggested the oppo-
site and no association between education and satisfac-
tion.”" Indeed, several studies from developing countries
have showed that women who are illiterate or with only
primary education were more satisfied compared with
those with higher education,** in line with our findings.

Communication and language barriers have been pointed
out as main obstacles in achieving high-quality care for
migrant women,” ** ¥ yet few quantitative studies have
included language proficiency as a determinant for satisfac-
tion. We did, indeed, find that a high proportion of women
had not understood the information delivered by healthcare
personnel and the majority of them believed they would have
better understanding in a different language. This language
barrier is a worrying finding in terms of quality of care. In
agreementwith our finding, a recentstudy indicated ‘effective
communication’ to be one of the strongest associated factors
with overall satisfaction.’ Hence, increased satisfaction
among women with less fluency in Norwegian language as
shown in our study can be due to lower expectations. Giirbiiz
et al who also used the questionnaire tool MEMCQ surpris-
ingly found no association between language proficiency and
satisfaction.”” In order to ensure high quality of care, there is
a need for migrantfriendly communication, which includes
access to professional interpreter services, provision of
written materials for migrants in their language and training
of healthcare personnel in intercultural communication.

Having a Norwegian partner increased the odds of
being dissatisfied in our study. A recent study from Norway
found increased odds for adverse outcomes for babies
with two migrant parents compared with one and linked
it to disadvantages such as communication problems
and levels of health system literacy.” Our findings may,
therefore, reflect expectations rather than actual quality
of care. We found no association between overall satisfac-
tion and mother’s region of birth in our study, in agree-

mentwith other studies,'? 34 including one conducted in

Norway.”” While some studies have found higher satisfac-
. . . : 35 41 42
tion among migrants compared with non-migrants,
other studies have found the opposite.’ However, we did
not include non-migrants, as our aim was not to compare
migrant women to the majority population.

Strength and limitations

A strength of this study was the use of face-to-face inter-
views with interpreter when needed, enabling all women
to participate, not limited by language or literacy. In this
way, we were also able to reduce the chance of missing
data and limiting misinterpretation of questions. The
use of the questionnaire tool MFMCQ enables compa-
rability across countries. The clinical characteristics of
study participants were comparable with national statis-
tics on obstetric interventions and complications during
birth.”! As this is a crosssectional study, true cause-and-
effect relationship cannot be assessed. The questionnaire
was administered within some days after birth not only
to ensure responses from hard-to-reach groups but also
potentially introducing bias. Immediately after birth,
women tend to show high satisfaction levels, the so-called
‘halo effect’, where the women are filled with relief for
having a healthy baby.”” Social desirability bias could also
affect the answers, since the interviews were conducted by
healthcare personnel in the postnatal ward. However, the
interviewing healthcare personnel did not provide care
to the participating women and there is no consensus as
to the right time for a survey.'? The lack of measurement
of expectations may have limited our understanding of
some of the variables such as education and parity.”®

Practical implications of the study and recommendations for
future research

The findings of this study provide usable information for the
improvement of maternal care to become ‘migrant friendly’.
Healthcare personnel assessing the pregnant women’s
literacy, expectations and pregnancy intention would assist in
better identifying the women in need for additional support
services to ensure higher satisfaction with care and better use
of healthcare services. To ensure optimal communication,
tools such as provision of professional interpreter, support
material in various languages and intercultural mediation are
required. This study emphasises that in migrant population,
specific healthcare experiences rather than overall satisfaction
may be important to evaluate quality of care. Including more
women from certain vulnerable subgroups such as refugees
and undocumented migrants in future studies would assist
in deeper and more fully understanding of factors associated
with dissatisfaction. Additionally, it would be important to
understand the relationship between being dissatisfied and
the use of healthcare services as well as between dissatisfaction
and maternity outcomes. Including the partner’s perception
of care and predictors for satisfaction would further assist in
understanding pathways to achieve higher quality of care.
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Abstract: Limited understanding of health information may contribute to an increased risk of adverse
maternal outcomes among migrant women. We explored factors associated with migrant women'’s
understanding of the information provided by maternity staff, and determined which maternal health
topics the women had received insufficient coverage of. We included 401 newly migrated women
(<5 years) who gave birth in Oslo, excluding migrants born in high-income countries. Using a
modified version of the Migrant Friendly Maternity Care Questionnaire, we face-to-face interviewed
the women postnatally. The risk of poor understanding of the information provided by maternity
staff was assessed in logistic regression models, presented as adjusted odds ratios (aORs), with 95%
confidence intervals (CI). The majority of the 401 women were born in European and Central Asian
regions, followed by South Asia and North Africa/the Middle East. One-third (33.4%) reported a
poor understanding of the information given to them. Low Norwegian language proficiency, refugee
status, no completed education, unemployment, and reported interpreter need were associated with
poor understanding. Refugee status (aOR 2.23, 95% CI 1.01-4.91), as well as a reported interpreter
need, were independently associated with poor understanding. Women who needed but did not get a
professional interpreter were at the highest risk (aOR 2.83, 95% CI 1.59-5.02). Family planning, infant
formula feeding, and postpartum mood changes were reported as the most frequent insufficiently
covered topics. To achieve optimal understanding, increased awareness of the needs of a growing,
linguistically diverse population, and the benefits of interpretation services in health service policies
and among healthcare workers, are needed.

Keywords: language barriers; health disparities; quality of care; migrants; maternity care; health
literacy; interpreter; maternal health

1. Introduction

Due to increasing international migration, healthcare workers in host countries are
providing care to an increasingly linguistically and culturally diverse patient group. Newly
arrived migrants constitute a vulnerable group who, in addition to the loss of social status,
discrimination, and socioeconomic marginalisation, may experience language barriers [1].
An increasing and considerable proportion of women giving birth in host countries are
migrants. Thus, maternity care is often among the first exposures to a new healthcare
system for migrant women. In addition, pregnancy and birth may exacerbate already
existing vulnerability factors.

Disparities in maternal health outcomes and sub-optimal healthcare for migrants
in Europe have been well documented [2,3]. Migrants have poorer access to, and inad-
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equate utilisation of, available maternity healthcare services, which may be associated
with socioeconomic status and the reason for migration [4]. Furthermore, women born
in low- or middle-income countries represent a group with a higher risk-profile and in
need of healthcare during pregnancy and birth [5,6]. While the causes of disparities are
multifactorial, inadequate uptake of maternity health information and the ability to act on
this information has been suggested as a major contributor, particularly for newly arrived
migrants [7,8].

Adequate understanding of health information provided face-to-face by a health
worker depends on several factors, such as health literacy, language proficiency, and
the cultural competence and communication skills of both the patient and healthcare
worker [9-12]. In addition, migrant background, educational level, and occupational
and economic status can also influence the understanding of the health information of a
patient [13-15].

The use of a professional interpreter has been shown to reduce the language barrier
and improve the quality of care [16-18]. Provision of interpretation services is furthermore
a modifiable factor that may be handled from within the healthcare system, in contrast to
more complex factors such as socioeconomic status. Consequently, a number of European
countries aim to provide interpreter services to migrants [19].

We know that the health information need is particularly high during pregnancy and
birth, due to significant physical and psychological changes, in addition to the concerns
about the foetus [20]. Moreover, the health information need is critical, as behaviours can
have long-term consequences for women and their offspring [21]. Poor understanding
can impact timely access to maternity care services, and impact the patient—provider
relationship [22]. Ultimately, it may lead to poor compliance, and in the worst case, adverse
outcomes [23,24].

Currently, little is known about newly arrived migrant women'’s experiences of receiv-
ing, and level of understanding, health information in maternity care. In this study, we
conducted face-to-face structured interviews with newly arrived migrant women in Nor-
way, a country where almost 30% of the children born in 2020 had a migrant mother [25].
We explored factors associated with newly arrived migrants” understanding of information
provided by maternity staff. In addition, we determined which maternal health topics the
women had received insufficient coverage of.

2. Materials and Methods
2.1. Study Design

This questionnaire study is a part of the larger MiPreg-project that is seeking to
identify factors that explain disparities in maternity outcomes among newly migrated
women in urban Oslo, Norway. The project is a multidisciplinary, mixed-method project
with qualitative and quantitative work packages. For this quantitative study, we used a
modified version of the Migrant Friendly Maternity Care Questionnaire (Supplementary
Material File S1). This structured questionnaire on maternity care was developed to be used
in migrant populations [26]. It includes information on maternal socioeconomic factors,
migration and obstetric characteristics, and understanding of information and interpreter
use. The original questionnaire was adapted to the health system setting of Norway
and modified to include questions on socio-economic background from national surveys.
Response options for questions about antenatal services used by the women were altered
to fit current available services within the healthcare system in Norway. Furthermore, we
conducted pilot-testing of the questionnaire and made adjustments accordingly.

2.2. Study Setting

Norway has universal health coverage, and essential healthcare before, during, and
after birth is free of charge for all legal citizens. Persons without legal residence have the
right to healthcare, and if they cannot pay for maternity services they are exempted [27].
The standard antenatal package offered to low-risk pregnancies, with eight consultations,
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includes one routine ultrasound examination around week 18. Antenatal care is provided
by a general practitioner or midwife in low-risk pregnancies, and by obstetricians in high-
risk pregnancies. Patients have a legal right to receive healthcare information in a language
they understand, free of charge [28]. It is the responsibility of the healthcare worker to
book an interpreter, and it is recommended that relatives should not be used in place of a
professional interpreter [28].

2.3. Study Population

We included international migrant women who gave birth in urban Oslo, with a
length of stay in Norway < 5 years. We excluded migrant women born in high-income
countries, as defined by the Global Burden of Disease framework, which is based on
epidemiological similarity and geographic closeness [29]. The woman’s country of birth
was further classified into the Global Burden of Disease super-regions; Latin America &
the Caribbean, Sub-Saharan Africa, North Africa & the Middle East, South East Asia, East
Asia & Oceania, South Asia and Central Europe, Eastern Europe & Central Asia.

2.4. Data Collection

From January 2019 to January 2020, eligible women were recruited by trained research
personnel, a physician, and three midwives from the two public hospitals with a maternity
ward that serve urban Oslo (approximately 14,800 births annually): Oslo University Hospi-
tal and Akershus University Hospital. Almost all births in Norway are institutionalised
and occur in public hospitals. The research personnel went through the maternity ward
list approximately once a week and identified eligible women by asking the midwife in
charge about the women’s country of birth and length of stay in Norway. As such, eligible
participants were women admitted to the ward the days we recruited participants, i.e.,
consecutive selection was used. If eligible, written consent was obtained after informing the
women about the study, using an interpreter if needed. The research personnel conducted
the interviews face-to-face with the women at the postnatal ward 1-3 days after birth, in
the woman'’s language of choice, using an interpreter, when needed. Training workshops
for the research personnel were conducted, and an interview guidebook was produced to
ensure accuracy and consistency in registration.

2.5. Outcome Variables

We explored the women'’s understanding of information by asking the question “Did
you understand the information the health care worker tried to convey to you?” combined for
three time periods; during pregnancy, during birth, and after birth. As the distribution of
the response data was strongly skewed towards always understood, we categorised the data
as a binary variable: good understanding, which included “always understood the information”,
and poor understanding, which included “sometimes”, “rarely” and “never understood the
information”. Further, the women were asked to determine whether they had received
sufficient or insufficient coverage of a range of maternal health topics during the course of
their pregnancy.

2.6. Explanatory Variables

We determined majority language proficiency by asking about the level of Norwegian
fluency for oral, reading, writing, and comprehension skills, with the response options
“fluent”, “good”, “some difficulty”, and “not at all”. A sum-score ranging from 4 to 16 was
created, and we grouped the variable into tertiles; “Low” with a sum-score of 4-7; “Moderate”
with a sum-score of 8-11; and “High”, with a sum-score of 12-16. As to the reason for
migration, we used the national classification based on the legal grounds for immigration,
grouping women into three categories: refugee, work/education, and family reunification.
Completed maternal education was classified into three groups: no education, primary
and secondary school, or university. The need for and offer of a professional interpreter
was assessed for the three time periods: during pregnancy, during birth, and after birth.
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2.7. Statistical Analysis

Descriptive statistics, such as the means with standard deviations (SD) and frequencies
with percentages, were calculated for categorical and continuous variables. There were
no missing values. To test differences between poor and good understanding, we used
chi-square tests for all categorical variables, and Mann-Whitney Tests for the continuous
variables. Associations between explanatory variables and poor understanding were
estimated by univariable and multivariable logistic regressions, presented as crude (OR)
and adjusted odds ratios (aOR) with 95% confidence intervals (CI). In Model A, we adjusted
for majority language proficiency, the reason for migration, education, and employment.
In Model B, we additionally included the variable offered interpreter during pregnancy.
We only included the time period of pregnancy as it comprised the period where most
women reported a need for a professional interpreter. In addition, we explored a possible
interaction effect between majority language proficiency and if the woman had been offered
an interpreter during pregnancy. However, as the interaction term was not significant in
the model, we excluded it. We assessed the goodness of fit for the regression models and
checked for multicollinearity. The significance level was set at 0.05. The analyses were
performed with IBM SPSS version 25.

2.8. Ethics and Public Involvement

This study was approved by each hospital’s Ethical Review Committee (approval
18/15786 + 18/05310). Written informed consent was obtained from the women who
participated in the study. User representatives from migrant communities were involved
from the design phase, and throughout the implementation phase, of the MiPreg study.

3. Results
3.1. Characteristics

A total of 401 newly migrated women, born in 65 different countries, were interviewed
(87.5% response rate). Overall, one-third (33.4%) of the women reported a poor under-
standing of the information provided by maternity staff during their pregnancy, birth,
or after birth. The majority of women were born in the Central/Eastern European and
Central Asian regions, followed by South Asia and North Africa/the Middle East. As
to the women'’s country of birth, the top five represented countries were Poland (10.2%),
Pakistan (8.1%), India (7.7%), the Philippines (6.5%), and Eritrea (5.5%). The mean age was
29.8 years, and the mean length of residency was 36 months. Understanding of informa-
tion did not differ significantly between primiparous and multiparous women. Among
women reporting a poor understanding, most had a low majority language proficiency,
while among women reporting a good understanding, most had high proficiency. Overall,
more than half had a university education, and almost 60% were employed. More women
without any completed education reported poor understanding (56.2%), while the majority
of the women with a completed university degree reported good understanding (70.9%).
Overall, the majority had migrated due to family reunification or work/education, while
10.2% were refugees. More refugees reported poor understanding (51.2%), while more
women who migrated due to education/work reported a good understanding (72.9%). The
women'’s need for an interpreter varied during the three time periods, with the highest need
reported during pregnancy (42.1%). Among those who felt the need for an interpreter, most
of them were offered one during pregnancy (56.2%), whereas few women were offered one
during birth (19.0%) (Table 1).

The baseline characteristics varied between the women who needed but did not get
an interpreter, those who needed and did get an interpreter, and those who did not need a
professional interpreter (Supplementary Material Table S1). Women with refugee status
were offered a professional interpreter during pregnancy, birth, and after birth most often
(41.5%, 9.8%, and 29.3%, respectively). Partners or other adult family members were most
commonly used as interpreters (74.0%), followed by a professional interpreter (19.2%) or a
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bilingual healthcare worker (5.1%). Only one woman reported that her underage child had
been used as an interpreter (data not shown).

Table 1. Characteristics of all study participants and according to poor or good understanding of information provided by
maternity staff, n (%) or mean (SD).

All Participants Poor Understanding Good Understanding

Characteristics (N = 401) (N = 134) (N = 267) p-Value
Mean age, in years (SD) 29.8 (4.7) 29.4 (4.5) 30.0 (4.8) 0.188 2
Mean length of residency, in months (SD) 35.6 (19.4) 32.9 (18.6) 37.0 (19.7) 0.044 2
Women region of birth (global burden of disease), n (%) 0.067
Central/Eastern Europe and Central Asia 132 (32.9) 37 (28.0) 95 (72.0)
Latin America and the Caribbean 13 (3.2) 3(23.1) 10 (76.9)
North Africa and the Middle East 76 (19.0) 29 (38.2) 47 (61.8)
South Asia 81(20.2) 23 (28.4) 58 (71.6)
Southeast Asia, East Asia and Oceania 37(9.2) 12 (32.4) 25 (67.6)
Sub-Saharan Africa 62 (15.5) 30 (48.4) 32 (51.6)
Partner’s background, n (%) 0.061°
Norwegian 54 (13.5) 12 (22.2) 42 (77.8)
Foreign 347 (86.5) 122 (35.2) 225 (64.8)
Parity, n (%) 0919°
Primiparous 229 (57.1) 77 (57.5) 152 (56.9)
Multiparous 172 (42.9) 57 (42.5) 115 (43.1)
Majority language proficiency, n (%) 0.017°
Low 112 (27.9) 47 (42.0) 65 (58.0)
Moderate 173 (43.1) 59 (34.1) 114 (65.9)
High 116 (28.9) 28 (24.1) 88 (75.9)
Education, n (%) 0.030°
No completed school 16 (4.0) 9 (56.2) 7 (43.8)
Primary /secondary school 151 (37.7) 57 (37.7) 94 (62.3)
University 234 (58.4) 68 (29.1) 166 (70.9)
Employment, n (%) 0.017°
Unemployed 173 (43.1) 69 (39.9) 104 (60.1)
Employed 228 (56.9) 65 (28.5) 163 (71.5)
Financial level, n (%) 0.028®
High 313 (78.1) 96 (30.7) 217 (69.3)
Low 88 (21.9) 38 (43.2) 50 (56.8)
Reason for migration, n (%) 0.009 ®
Refugee 41 (10.2) 21 (51.2) 20 (48.8)
Family reunification 183 (45.6) 65 (35.5) 118 (64.5)
Education/work 177 (44.1) 48 (27.1) 129 (72.9)
Need for and offer of a professional interpreter during pregnancy, n (%) <0.0001 ®
Needed but did not get 74 (18.5) 37 (50.0) 37 (50.0)
Needed and got 95 (23.7) 43 (45.3) 52 (54.7)
Did not need 232 (57.9) 54 (23.3) 178 (76.7)
Need for and offer of a professional interpreter during birth, n (%) <0.0001 b
Needed but did not get 128 (31.9) 63 (49.2) 65 (50.8)
Needed and got 30 (7.5) 15 (50.0) 15 (50.0)
Did not need 243 (60.6) 56 (23.0) 187 (77.0)
Need for and offer of a professional interpreter after birth, n (%)
Needed but did not get 102 (25.4) 45 (44.1) 57 (55.9)
Needed and got 54 (13.5) 33 (61.1) 21 (38.9) <0.0001 P
Did not need 245 (61.1) 56 (22.9) 189 (77.1)

2 Mann-Whitney Test (2-tailed). b Pearson Chi-Square (2-sided).
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3.2. Factors Associated with Poor Understanding of Information

The majority language proficiency, reason for migration, educational level, employ-
ment, and offer of a professional interpreter during pregnancy were associated with poor
understanding of information in the crude analysis (Table 2). Needing but not getting
offered a professional interpreter during pregnancy increased the risk of poor understand-
ing of information (crude OR 3.30, 95% CI 1.91-5.70). In model A, women with low
majority language proficiency (aOR 2.14, 95% CI 1.14-4.02) were more likely to have a
poor understanding of information compared to those with high proficiency (Table 2).
Furthermore, women who migrated as refugees (aOR 2.56, 95% CI 1.18-5.53, Table 2) had a
higher risk of poor understanding compared to women who migrated due to education or
work. In model B, the reason for migration and being offered a professional interpreter
during pregnancy remained statistically significant (Table 2). The women who needed, but
did not get offered, a professional interpreter were 2.8 times more likely to have a poor
understanding of information, whereas those who needed and got one were 2.1 times more
likely to have a poor understanding of information, compared to those who did not need a
professional interpreter.

Table 2. Factors associated with poor understanding of information given by healthcare personnel during pregnancy, birth,

and after birth.
Adjusted OR Adjusted OR
Factors C(;‘S‘gecolf‘ (95% CI) (95% CI)
° Model A Model B

Majority language proficiency

Low 2.27 (1.29-4.01) * 2,14 (1.14-4.02) * 1.76 (0.92-3.40)
Moderate 1.63 (0.96-2.76) 1.51 (0.87-2.62) 1.26 (0.71-2.23)
High 1.00 1.00 1.00

Reason for migration

Refugee 2.82 (1.41-5.66) * 2.56 (1.18-5.53) * 223 (1.01-491) *

Family reunification 1.48 (0.95-2.32) 1.40 (0.85-2.31) 1.37 (0.82-2.27)

Education/work 1.00 1.00 1.00
Education

3.14 (1.12-8.77) *
1.48 (0.96-2.28)

1.78 (0.60-5.29)
1.13 (0.71-1.81)

1.26 (0.41-3.86)
0.93 (0.56-1.54)

No completed school
Primary /secondary school

University 1.00 1.00 1.00
Employment
Unemployed 1.66 (1.10-2.53) * 1.16 (0.72-1.87) 1.05 (0.63-1.73)

Employed 1.00 1.00 1.00

Need for and offer of a professional interpreter during pregnancy

Needed but did not get 3.30 (1.91-5.70) * 2.83 (1.59-5.02) *
Needed and got 2.73 (1.64-4.52) * 2.07 (1.14-3.76) *
Did not need 1.00 1.00

* Significant at p < 0.05. OR = Odds ratio. CI = confidence interval. GBD = global burden of disease. Model A: includes “majority

language proficiency”, “reason for migration”, “education” and “employment”. Model B: includes model A + “offered professional interpreter
during pregnancy”.

3.3. Insufficient Coverage of Maternal Health Topics

More than half of the women reported insufficient coverage on the topic of family
planning (58%), infant formula feeding (56%), and postpartum mood changes (53%).
Information about recommended medical tests had the lowest reported proportion of
insufficient coverage (17%). For all topics, higher proportions of insufficient coverage were
reported by the women with a poor understanding of information, compared to women
with a good understanding (Figure 1).
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Family planning and birth control (58%)

Postpartum mood changes (53%)

Infant formula feeding (56%)

Emotional changes during pregnancy (41%)

The various phases of birth (37%)

Whom to contact in case of health-related questions (39%)
Signs that the birth had started (31%)

Pain relief during childbirth (27%)

Physical changes during pregnancy (27%)

Nutrition during pregnancy (24%)

Breastfeeding (22%)

Medical tests (17%)

Q
X

10% 20% 30% 40% 50% 60% 70% 80%

B Poor understanding B Good understanding

Figure 1. Proportion of women who reported receiving insufficient coverage of various maternal health topics (percentage
of all) and by poor and good understanding of information provided by maternity staff.

4. Discussion

Among 401 newly arrived migrants, one-third (33.4%) reported a poor understanding
of information provided by maternity staff during pregnancy, birth, or after birth. Needing,
but not getting offered, a professional interpreter during pregnancy, compared to not
needing one, increased the risk of poor understanding (aOR 2.83, 95% CI 1.59-5.02). In
addition, refugee status, compared to having migrated due to education or work, also
increased the risk of poor understanding (aOR 2.23, 95% CI 1.01-4.91). More than half of
the women reported insufficient coverage of family planning, infant formula feeding, and
postpartum mood changes.

4.1. Poor Understanding of Information

Migrant women’s poor understanding of the information provided by maternity staff
has been well documented in qualitative studies [30,31]. We show that being offered a
professional interpreter was associated with a better understanding of information. We
also found an unmet need for professional interpreter services, consistent with the litera-
ture [30,32-34]. Thus, these results suggest that more effort should be put into providing
interpreting services, which compared to other factors, is a more easily modifiable factor.
This is in line with a WHO report which identified interpretation, translation, cultural me-
diation, and education of healthcare workers as the most significant strategies for reducing
communication barriers for migrants in Europe [35].

However, several factors can cause the underuse of interpreting services. A Swiss
study reported that only 9% of healthcare workers had received training in the importance
of, and how to work with, a professional interpreter [36]. In addition, very few healthcare
workers expressed that their health facility encouraged using professional interpreters [36].
Increased awareness among policymakers, as well as continued education for healthcare
workers about their responsibility to provide measures for better understanding, were
indicated as important in a previous Norwegian study [32]. Targeted actions to increase
the use of professional interpreters for women during birth has shown positive results [37].
Additionally, interventions designed to increase understanding of information among
patients with low health literacy, such as adding video to written information or pictograms,
has led to improved comprehension [38].
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As expected, the offer of a professional interpreter was most common during antenatal
care, possibly due to the structure of the consultations, with a set time frame and therefore
easier logistics. Although ensuring a good understanding of information is crucial during
birth, not only to avoid adverse maternal outcomes such as perineal tears but also for the
birth experience of the woman, only 19% of the women who needed interpretation were
offered it. Our findings, therefore, indicate that the recommended standards for providing
patients with interpretation services in Norway are not being followed. This was also
found in an Australian study, which reported that only 22% of the women who did not
speak English had access to a professional interpreter during birth [39].

In contrast to countries with considerable linguistic diversity among maternity staff,
such as the UK, bilingual maternity staff were seldom used as interpreters in our study [33].
This emphasises the need for other strategies to overcome language barriers in countries
with less linguistic diversity among healthcare workers. Consistent with our findings, using
family members as interpreters was a common strategy to overcome language barriers;
however, this is not recommended, or in accordance with guidelines [33,34,40].

Our findings of a poor understanding of information among refugees may partially
explain insufficient access and utilisation of antenatal care within this subgroup of mi-
grants [4,41]. The majority language proficiency is undoubtedly an important factor in
understanding information, as confirmed by other studies [42,43]. However, it can only
partially explain differences, as a substantial proportion of women with low and moderate
language proficiency reported adequate understanding. It is worth mentioning that our
findings do not take into account whether or not the women spoke English, a language
many healthcare workers in Norway have a good command of. Therefore, women with low
to moderate Norwegian proficiency with good understanding might represent those who
spoke English. In agreement with our study, parity has been shown to not be associated
with the level of understanding of health information [44].

4.2. Insufficient Coverage of Maternal Health Topics

We found a high rate of insufficient coverage of several maternal health topics. Among
women who reported poor understanding of information, a greater proportion of topics
were reported to be insufficiently covered. In line with our findings of insufficient coverage
about family planning, a German study found that although the government provided free
family planning services, there was a big knowledge gap for refugees [45]. Interventions
with the aim of increasing knowledge about family planning may be particularly important
for migrants, as some originate from countries with minimal sexual and reproductive
education in school. Infant formula feeding was the second most frequent topic with
insulfficient coverage. In Norway, exclusive breastfeeding is recommended for the first six
months and, if possible, throughout the first year of life, and preferably longer. Although
breastfeeding is more common among women in low- or middle-income countries [46],
migration to a high-income country generally tends to have a negative impact on breast-
feeding practices [47,48]. Maternity staff may therefore be hesitant to provide information
on infant formula feeding, as they may fear that it leads to its overuse. A systematic review
concluded that the high use of early supplementation with formula among African mi-
grants was due to the belief that formula is necessary to achieve bigger, and thus healthier,
babies [49]. Better education about indications, benefits, and disadvantages regarding
infant formula feeding is needed. The women in our study also reported high rates of
insufficient coverage of changes in mood postpartum. Higher rates of perinatal depression
among migrants have been found previously [50]. As insufficient information and stigma
about depression has an impact on help-seeking behaviour [51], ensuring better education
about symptoms and the importance of seeking help in time is crucial.

4.3. Strengths and Limitations

A strength of this study was the use of extensive face-to-face interviews, with in-
terpretation provided as needed. This enabled all women to participate, not excluding
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illiterate women or limiting inclusion to certain languages. As such, it reduced the chance
of selection bias and missing data, as well as information bias due to misinterpretation of
questions. We had a high response rate of 87.5%, and the non-participating women did
not differ from the participants in terms of age, length of residence in Norway, or region
of birth.

Nevertheless, some limitations to our study should be addressed. First, the question-
naire was administered shortly after birth to ensure responses from hard-to-reach groups,
as postpartum care is fragmented in Norway. However, as new mothers may be tired and
might have a hard time remembering details about the pregnancy at this time, this might
have impacted the answers. Second, social desirability bias, where the women over-report
“good behaviour” and socially acceptable answers, may have affected our questionnaire
since the interviews were held at the ward. However, the research staff did not partake in
clinical patient care, which was carefully explained at recruitment. Third, not including a
variable measuring English proficiency most likely limited our interpretation of language
proficiency regarding the understanding of information. As English-speaking women
may report good understanding despite having low Norwegian proficiency, the language
variable may in reality be more strongly associated with understanding than what can
be seen from our findings. Furthermore, as the consecutive selection was applied, the
findings apply primarily to newly arrived migrants in urban Oslo. Due to heterogeneity
in the composition of migrant women in different countries, caution must be taken when
generalizing the results.

5. Conclusions

Our study contributes to the identification of modifiable factors that could improve
newly arrived migrant women’s understanding of maternity health information, as well as
identifying gaps in the coverage of maternal health topics. Our findings of suboptimal pro-
vision of interpreting services, alongside an improved understanding among women who
did get offered a professional interpreter, suggest that current policies are yet to be put into
consistent practice. Targeted interventions should be applied to adapt healthcare services
to linguistically diverse patients, including the provision of tailored health education and
prenatal classes that consider the specific needs of newly arrived migrants.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
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Abstract

Background: Migrant women are at increased risk for complications related to pregnancy and childbirth, possibly
due to inadequate access and utilisation of healthcare. Recently migrated women are considered a vulnerable group
who may experience challenges in adapting to a new country. We aimed to identify challenges and barriers recently
migrated women face in accessing and utilising maternity healthcare services.

Methods: In the mixed-method MiPreg-study, we included recently migrated (< five years) pregnant women born in
low- or middle-income countries and healthcare personnel. First, we conducted 20 in-depth interviews with migrant
women at Maternal and Child Health Centres (MCHC) and seven in-depth interviews with midwives working at either
the hospital or the MCHCs in Oslo. Afterwards, we triangulated our findings with 401 face-to-face questionnaires post-
partum at hospitals among migrant women. The data were thematically analysed by grouping codes after careful
consideration and consensus between the researchers.

Results: Four main themes of challenges and barriers faced by the migrant women were identified: (1) Navigating
the healthcare system, (2) Language, (3) Psychosocial and structural factors, and (4) Expectations of care. Within the
four themes we identified a range of individual and structural challenges, such as limited knowledge about available
healthcare services, unmet needs for interpreter use, limited social support and conflicting recommendations for
pregnancy-related care. The majority of migrant women (83.6%) initiated antenatal care in the first trimester. Several
of the challenges were associated with vulnerabilities not directly related to maternal health.

Conclusion: A combination of individual, structural and institutional barriers hinder recently migrated women in
achieving optimal maternal healthcare. Suggested strategies to address the challenges include improved provision of
information about healthcare structure to migrant women, increased use of interpreter services, appropriate psycho-
social support and strengthening diversity- and intercultural competence training among healthcare personnel.

Keywords: Migrant, Maternity, Antenatal, Norway, Barriers, Migration, Vulnerability, Qualitative, Questionnaire

Background
Disparities in maternal health between migrants and
host population in high-income countries remains
- a public health concern [1]. It is well established that
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gender and genetics; and structural determinants, such
as legal, political and socio-economic frameworks; play
important roles in an individual’s health. Structural
determinants can be especially important to a migrant’s
health — both physical and mental — during the differ-
ent stages of the migration and integration process [4].
A migration experience may also be associated with
loss of social network and direct economic loss [5]. In
addition, previous experience with fragmented health-
care and poor quality can affect trust in the health sys-
tem of the host country.

Although migrant women are a heterogeneous group
of people with huge variability in socioeconomic sta-
tus and risk profiles, they share the experience of being
new to a country. As such, recently migrated women are
more likely to have a relative disadvantage compared
to migrants with residence of more than 5 years, many
of whom arrived as children and thus have greater lan-
guage proficiency and familiarity with the health systems
in host countries. Furthermore, women born in low- or
middle-income countries constitute a vulnerable group
with higher risk of receiving inadequate antenatal care,
compared to the migrant women born in high-income
countries [6].

Migrants may encounter barriers and challenges in uti-
lizing the healthcare system due to language barriers, low
health literacy, socio-economic difficulties, lack of psy-
chosocial support, cultural beliefs, and low-transcultural
proficiency of healthcare personnel [6-9]. ‘Barrier’ is
understood as anything that restricts access, use or bene-
fit from healthcare services, and a ‘challenge’ as a subjec-
tive experience of something that requires great effort to
succeed and, in contrast to “problem’, is an opportunity
for growth [7]. Health literacy includes both personal and
organisational health literacy [10]. The former focuses
on the individual’s ability to find, understand and use
information and healthcare services, whereas the latter
focuses on the organisation’s ability to enable individuals
to find, understand and use information and healthcare
services [10].

Even though maternity care in Norway is generally
considered to be of good quality, sub-optimal maternity
care [11, 12] and barriers to health care access [13, 14]
among migrants have been reported. Previous system-
atic reviews have explored the experiences of migrant
women in accessing and utilising the maternal health-
care in host countries [15-17]. However, acculturalisa-
tion occurs over time and there is limited research on
recently migrated women’s perceived barriers to optimal
maternity care in Norway. Furthermore, quantitative
research exploring the patterns of access and utilisation
of maternal healthcare among recently migrated women
is lacking.
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This article is a part of the project “The MiPreg Study:
Closing the Gaps in Maternity Care to Migrant Women
in Norway”. The results will be used to pilot an inter-
vention to fill gaps in maternal healthcare that decrease
health disparities between migrants and host popula-
tion. In order to develop efficient interventions, we need
to map the current patterns of access and utilisation, and
better understand the challenges this group face. Thus,
the aim of this article was to identify challenges and bar-
riers recently arrived migrant women face in accessing
and utilising the maternity healthcare service in Norway.
We strive for a comprehensive approach by utilising both
qualitative and quantitative methods, as well as including
the perspectives of both migrant women and midwives.

Methods

Study setting

This study is set in urban Oslo, the city with the largest
population of migrants in Norway, with migrants cur-
rently accounting for 26% of the population [18]. The
highest proportion of recent migrants born in low- or
middle-income countries to Oslo in 2020, in descending
order, were from Poland, Syria, Lithuania, Eritrea and
the Philippines [18]. Norway has universal health cover-
age and compulsory healthcare insurance paid through
taxes, that covers all care rendered in hospitals. Essential
maternity healthcare before, during and after birth is free
of charge for all residents in the country with a national
identification number or temporary identification num-
ber, including refugees and asylum seekers yet to receive
a residence permit. Persons without legal residence, such
as undocumented migrants, are entitled to healthcare
during pregnancy and birth, but while antenatal services
are offered free of charge, they are financially responsible
for expenses related to childbirth [19]. Pregnant women
can choose to have their follow-up at their family doc-
tor or a midwife at a Maternal and Child Health Centre
(MCHC) [20]. The standard antenatal package includes
eight consultations, including one routine ultrasound
screening at around week 18. Almost all births in Norway
are institutionalised and there are only public hospitals
for delivery. After discharge from hospital the midwives
at MCHC provide the post-partum follow-up.

Inclusion criteria

We included pregnant migrant women in urban Oslo,
with a length of stay < 5 years in Norway and born in
a low- or middle-income country. Thereafter, we used
the Global Burden of Disease regional classification sys-
tem, which is based on epidemiological similarity and
geographic closeness, to classify women into different
regions [21]. We included midwives with extensive expe-
rience in providing maternity care for migrant women
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from hospitals and MCHCs in urban Oslo. In the Nor-
wegian maternity care system, midwives often provide
the majority of antenatal and post-partum care and
deliver most normal births. They often have a relational
and social approach to migrant women and their families
throughout the pregnancy. Due to these factors, we chose
to include midwives as representatives for healthcare
personnel.

Study design and triangulation

The MiPreg project is a multidisciplinary, mixed-method
project. It is organised into four parts, of which two are
included in this article: quantitative part (structured
questionnaire with migrant women) and qualitative
part (in-depth interviews with migrants and healthcare
personnel). We sought to triangulate our findings by
technique, i.e., applying mixed-methods, with in-depth
interviews from two different but interrelated groups —
women and midwives, and a structured questionnaire
among migrant women. Triangulation can be used to
increase the validity in research as it combines different
methods to answer a research question [22]. It enabled a
different perspective to our study objective, and thus pro-
vided a more complete and comprehensive understand-
ing about the subject of barriers and challenges migrant
women face.

Quantitative part: structured questionnaire

In this part we applied a quantitative questionnaire, using
a modified version of the Migrant Friendly Maternity
Care Questionnaire (Supplementary file 1), that meas-
ures maternity care related factors in migrant popula-
tions [23]. To ensure accuracy and consistency of data
collection the interviewers - three midwives and one
physician, were trained and an interview guidebook was
produced. In addition, the interviewers met regularly to
discuss challenges and experiences. From January 2019
until February 2020 the interviewers at the two hospitals
serving urban Oslo identified eligible pregnant women
being admitted at the birth ward. The women were inter-
viewed face-to-face in their own language of choice using
an interpreter when needed, before discharge from the
hospital. The mean completion time for the question-
naire was 44 min. A previously published article, provide
detailed description on the methodology for the ques-
tionnaire-study [24].

Qualitative part: in-depth interviews with migrant women

In this part, two anthropologists experienced in qualita-
tive methods conducted in-depth, semi-structured inter-
views with migrant women from March until December
2019. The interviews took place at three MCHC in Oslo
with high proportions of migrants. We ensured variation
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in country of birth in the sampling process. Of the women
recruited,15 were in their third trimester, and the remain-
ing five had recently given birth. The eligible women
were identified by midwives working at the MCHC, who
passed on contact information to the researchers upon
consent. The women were interviewed face-to-face, using
a professional interpreter for most of the interviews. The
interviews, lasting from 50 min to 1.5h explored in detail
the women’s experiences with maternity care in Norway,
including potential barriers and facilitators. The included
women received a reimbursement of 250 NOK for their
participation — a gift card for use in a grocery store.

Qualitative part: in-depth interviews with midwives

In the qualitative part we additionally conducted in-
depth interviews with seven midwives, three from hos-
pitals and four from MCHCs in urban Oslo. The age of
the midwives varied from 31 to 57 years. The interviews
lasted between 1 and 2h and included themes that
focused on experiences and perceptions of maternity
care with pregnant migrant women, challenges faced
in their daily work and structural limitations related to
time, resources and organisation of maternity care. We
had initially planned 10 interviews with healthcare work-
ers, however due to coronavirus pandemic, we had to
pause the inclusion of the last 3 interviews. After start-
ing analysis of the obtained material, data saturation had
been reached, judged to be attained when no new themes
or information emerged in subsequent interviews. We
therefore decided to stop further data collection.

Data analysis

The descriptive statistics from the quantitative data was
analysed as mean with standard deviation (SD), median
with interquartile range (IQR) and frequencies with per-
centage, using IBM SPSS version 25. The audio recorded
in-depth interviews were transcribed and analysed using
an inductive approach to identify recurring themes and
sub-themes. The open-ended questions from the ques-
tionnaire and the qualitative data were analysed by the-
matic analysis. This involved reading and rereading the
data, underlining key phrases and reoccurring topics
and creating initial thematic codes. After reading the
transcript, three researchers coded relevant sections
separately, which were further discussed and modified
if necessary. Themes and sub-themes were defined, and
descriptive narrations were written and compared to
the quantitative data material, drawing out quotes from
migrant women and midwives that highlighted the four
main themes identified in the transcribed interviews. In
this article, the quotes from migrant women are followed
by participant number, length of stay in Norway in whole
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years and reason for migration. For midwives, they are
followed by number and workplace.

Ethical considerations
The questionnaire study (approvals 18/15786 + 18/05310)
and the in-depth interviews (approvals 18/15786) were
approved by Oslo University Hospital and Akershus Uni-
versity Hospital’s ethical review committees. Information
about the study was provided both orally and written to
the migrant women and midwives. Written consent, or
oral consent based upon the women’s preference, was
obtained from those who volunteered to participate in
the study. To ensure confidentiality, personal identifica-
tion was removed, and all collected information includ-
ing audio recordings, transcripts and questionnaires were
securely stored and accessible only to the research team.
As the aim of this artice was on the barriers and chal-
lenges, we were conscious that participants reflections
on these have the potential to reinforce negative ethnic
or racial stereotypes as well as play into public discus-
sions in media, especially on internet, on issues related
to immigration, health-related deservingness and inte-
gration. Another important concern when conducting
the in-depth interviews with pregnant migrant women
was that participation may result in distress, or further
trauma for those with a traumatic history. We made clear
to the participants at the start of the interviews that they
did not have to talk about issues they found difficult or
too personal. If participants voluntarily shared traumatic
issues, the research team informed participants of pro-
fessional resources, including their midwives, for further
support.

Results

Characteristics of migrant women

In the questionnaire study, 401 women participated, giv-
ing an 87.5% response rate. In total, the women were
born in 66 different countries, with most belonging to
the Central/Eastern European and Central Asian regions
(Table 1). The five most frequent languages spoken at
home were English, Polish, Arabic, Urdu and Tigrinya.
For the in-depth interviews, 20 migrant women were
included. The women were born in 12 different coun-
tries, with most belonging to the Sub-Saharan African
region (Table 1). The languages Tigrinya, Arabic, Pashto,
Sorani, Hindi, Portuguese, Russian and Uyghur were
represented.

Main barriers and challenges

Several challenges and barriers related to accessing and
receiving care during pregnancy and birth in the ques-
tionnaire study and in-depth interviews were discussed.
Combined, four main themes for challenges and barriers
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Table 1 Characteristics for recently migrated women from the
questionnaire study and the in-depth interviews

Characteristics Questionnaire In-depth
study (n=401) interviews
(n=20)
Mean age, in years (SD) 298 (4.7) 30.1(4.7)
Mean length of stay, in months (SD) 356 (194) 226(14.2)
Maternal region of birth, n (%)
Central/Eastern Europe and Central Asia 132 (32.9) 2(100)
Latin America and Caribbean 13(3.2) 1(5.0
North Africa and Middle East 76 (19.0) 5(25.0)
South Asia 81(20.2) 5250
Southeast Asia, East Asia and Oceania 37(9.2) 1(5.0)
Sub-Saharan Africa 62(15.5) 6(30.0)
Parity, n (%)
Primiparous 229 (57.1) 11 (55.0)
Multiparous 172 (429) 9 (45.0)
Education, n (%)
No completed school 16 (4.0) 3(15.0)
Primary/secondary school 151 (37.7) 8(40.0)
University 234 (584) 9 (45.0)
Reason for migration, n (%)
Refugee® 41(102) 7 (350
Family reunification 183 (45.6) 10 (50.0)
Education/work 177 (44.1) 3(15.0)

2 Refugee include undocumented migrants, asylum seekers and refugees

were identified: navigating the healthcare system, lan-
guage, psychosocial and structural factors, and expecta-
tions of care (Fig. 1).

Navigating the healthcare system

Navigating the healthcare system was the most frequent
barrier to receiving optimal healthcare, experienced by
185 women (46.1%) in the questionnaire study. Difficul-
ties in navigating the health system included not realising
that the services were offered, eligibility for those services
and/or not understanding how the maternity health-
care system works. The median (IQR) time for booking
the first antenatal care was 8 weeks (6 to 12), with 83.6%
of the women having it done by week 12 (Fig. 2). Only
2.5% of the women had their booking after week 21. No
significant difference was found for the women’s region
of birth or migration background in terms of late ante-
natal booking (data not shown). The standard routine
ultrasound conducted at around week 18 was attended
by 93.5%. Early ultrasound, mainly done to detect health
status or genetic characteristics of the foetus, which is
currently not a part of routine antenatal care in Norway,
was attended by 13.2%. Furthermore, less than one fifth
(18.2%) had attended pregnancy courses through the
MCHC or at the hospital prior to birth. During the study
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Questionnaire
with migrant
women
(n=401)

1. Navigating the healthcare
system

3. Psychosocial and structural
factors

women, and in-depth interview with healthcare personnel

In-depth
interviews with
migrant

women (n=2

In-depth
interviews with
midwives (n=7)

2. Language

Main challenges and barriers

4. Expectations of care

Fig. 1 The main challenges and barriers identified by triangulating findings from structured questionnaire and in-depth interview with migrant

period, the pregnancy courses were only offered in Nor-
wegian or, in very few places, English. Among the women
who did not attend a course, 27.4% said they would
attend a course if it was offered free of charge in a lan-
guage they understood. Other services they would have
liked to attend were courses about how the health system
for maternity care is structured in Norway and a meeting
place for pregnant women sharing the same language.

In the in-depth interviews, three sub-themes
emerged: limited knowledge about the structure of
healthcare system, long perceived waiting time for con-
sultation and use of the emergency outpatient clinic.
The majority of the women in the in-depth interviews
stated low familiarity with the Norwegian healthcare
system. Some had challenges with accessing appropriate
healthcare due to lack of a personal identification num-
ber while others struggled to find information about
their right to healthcare as foreigners in Norway. The

Norwegian healthcare and welfare system is divided
into different departments and this fragmented organi-
sation can be especially difficult to navigate for recently
arrived migrants. One woman described it this way:

I was quite disappointed when I was followed up
by my family doctor, because she didn’t give much
information about how things happen in Norway...
I have not lived here for long, she has to give some
background.

(Woman 9 - three years in Norway, education/
work)

Explaining how the healthcare system is built, what
rights the pregnant woman have for maternity leave
and help in filling out forms for the Norwegian welfare
system were common requests from migrant women
to midwives. The midwives reported that newly arrived
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migrants struggled with a lack of familiarity with the
Norwegian health and welfare systems, and their desire
for orientation to accessible health services:

Some people do not know anything about how things
work here [in Norway] ...they don’t know the system,
for example how to apply for ultrasound, what they
have a right to and can claim...there is a lot of infor-
mation that must be conveyed [to the woman].
(Midwife 1 - MCHC)

An undocumented woman explained how her first
antenatal check-up was delayed due to lack of knowledge
about available healthcare services, such as the Health
Centre for Undocumented Migrants:

I came to the health station [MCHC] very late
because I did not know that I could get help there.
My husband made inquiries, and since I was out-
side the system, they told us to get in touch with the
health station and get help from them. In the begin-
ning it was difficult since I did not have neither per-
sonal identification number nor a family doctor, and
no one wanted to receive me.

(Woman 10 - three years in Norway, undocumented
migrant)

Late initiation of routine antenatal care, especially
among undocumented migrants posed a challenge for

some midwives, with time-consuming consultations and
concerns about best care for the remaining pregnancy
and birth:

We had one here [undocumented woman] a while
ago, she was in week 25, but never filled in a health
card or applied for a birthing place [at a hospital].
(Midwife 1 - MCHC)

Several migrant women described unfamiliarity with
the process of booking a consultation for antenatal care
and perceived prolonged waiting time at the family
doctor:

The system here is like you have to call to the fam-
ily doctor and make an appointment... They give you
time not on that same day...Maybe others have a
[more] serious issue, you have not... But this is the
bad thing, for me it’s serious. So, you have to wait for
two or three days.

(Woman 1 - three years in Norway, family reunifica-
tion)

When the women had acute concerns or symptoms,
either related to the pregnancy, or other healthcare
issues, many did not know whom to contact and ended
up going to the Emergency outpatient clinic. As antena-
tal care is free of charge in Norway, some women were
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surprised when they had to pay for a consultation at the
Emergency outpatient clinic:

When I had to go to the emergency outpatient
clinic, they gave me an invoice. My husband talked
to them and told them that I was pregnant and
therefore should not pay. They refused and said
that we had to pay. We still haven’t paid that
invoice, and now we have received warning of debt
collection.

(Woman 15 - two years in Norway, family reunifica-
tion)

Language

Language was the second most frequent barrier to receiv-
ing optimal healthcare, experienced by 112 women
(27.9%) in the questionnaire study. Two-thirds (63.3%)
of women would have understood the information dur-
ing maternity care better if offered in another language.
The Norwegian language proficiency among the migrant
women was low; 22.9% of the women could not speak or
understand Norwegian at all, 38.7% with difficulty and
38.4% had a good level. Almost one fifth of the women
(17.2%) had contacted healthcare personnel in their
country of birth for questions or concerns regarding their
pregnancy and birth.

In the in-depth interviews, three sub-themes emerged:
using a professional interpreter, anonymity and confiden-
tiality, and use of relatives as interpreters. All migrant
women mentioned language as an important barrier in
accessing and using healthcare services, except those
fluent in English. Even if they had relatively good Nor-
wegian comprehension, there was a big gap between
everyday language and medical terms, according to the
women. Some women chose to have their antenatal care
with their family doctor, as they had chosen a family doc-
tor originating from the same country as themselves and
therefore did not experience the language barrier. Cor-
roborating the findings from the questionnaire study,
some chose to speak to healthcare personnel in their
country of birth, either digitally or even by visits to their
country of birth for follow-up. Insufficient language pro-
ficiency was also one of the main challenges noted by
healthcare personnel, that often lead to extended consul-
tations to make sure they understood the concerns of the
migrant woman or that the women understood the infor-
mation provided by the healthcare personnel:

We take them in for an extra consultation because
there is so low language proficiency on the phone,
things we would have clarified on the phone to peo-
ple who spoke the language well, we have to take in
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to be sure...sometimes we almost do not understand
what they are calling for.
(Midwife 7 - hospital).

Challenges concerning use of interpreter was men-
tioned by many migrant women. Some women got an
interpreter that spoke another dialect than they did and
therefore encountered difficulties understanding the
information:

When I was new in Norway, I was in a car accident.

1 was in the hospital and there was an interpreter.

1 did not understand her dialect, so a big mistake

happened, a big misunderstanding. The doctor wrote

a lot of things I did not say, I even used a lawyer to

change the statements, but they insisted that I said

it.

(Woman 2- five years in Norway, refugee).

Some migrant women were concerned about anonym-
ity and confidentiality when using interpreting services.
This was especially true for women who belonged to a
community with a small number of people with the same
ethnic background, and women who were suspicious of
being under surveillance by authorities in their country
of birth. One solution to language barriers and difficulties
in getting a professional interpreter on time was using
bilingual co-workers. Although midwives had good expe-
riences with that, this option was not available for the
majority of languages. Oftentimes the migrant woman’s
relative or partners was used, however several midwives
had concerns related to using relatives as interpreter:

If you use relatives as interpreter, you do not really
know how much they have understood. We do not
really know what they are translating.

(Midwife 2 - MCHC)

Discussing sensitive topics with relatives as interpret-
ers or even a professional interpreter can be challeng-
ing, both for the patient and the healthcare personnel, as
voiced by one midwife:

If I know a woman comes in with a mother-in-law, I
will not ask, for example, ‘how many induced abor-
tions have you had? * But if there had been an inter-
preter and it was just her, I would have asked more
easily about such things...and there may be sensitive
things, so you do not necessarily want a woman to
open up when there is an interpreter there.

(Midwife 6 - hospital).

Among the English-speaking women a recurrent com-
plaint was lack of English knowledge among the older
healthcare personnel both at the MCHC and the hospital,
as one migrant woman put it:
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I think that the old midwives, they don’t like to speak
in English...If you ask something, they always reply
back in Norwegian. They understand...maybe they
don’t like that the new generation is speaking in Eng-
lish.

(Woman 1 - three years in Norway, family reunifica-
tion).

Although the Scandinavian languages Swedish and
Danish are understood by most Norwegians, some
migrant women emphasised that this is a challenge for
migrants even though they have a fairly good command
of the Norwegian language. One woman explained how
she did not need an interpreter during her pregnancy,
but when a Danish midwife attended her at the hospital
for birth she did not understand much and was ashamed
to ask for an interpreter, as it is expected to understand
Scandinavian languages in Norway. In addition, while
Norway has two official written languages, no spoken
standard exists, making it hard for some migrants to
understand the varying dialects in the country:

People come from different regions and have differ-
ent dialect in Norway. So even if you learn Norwe-
gian in Oslo...if you speak to other people who come
from other parts of Norway, it is difficult to under-
stand that person.

(Woman 9 - three years in Norway, education/work
migrant)

Psychosocial and structural factors

Structural factors were the third most frequent barrier to
receiving optimal healthcare, experienced by 50 women
(12.5%) in the questionnaire study. Structural factors
included not having access to transportation, financial
reasons, not getting time off work or not getting childcare
for other children to attend services. Most women were
married, while 21 women were single or divorced. Over
90% of the women lived with their partner, 22 women
lived with their in-laws and 14 women lived alone. A bit
more than half (57.3%) had paid work since moving to
Norway, while 85.0% had work permit in Norway. Almost
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20% answered that they experienced occasionally (15.0%)
or often (4.7%) financial difficulties for the family the
past year, for instance with making ends meet and paying
monthly expenses such as food, often transportation and
housing. In varying degrees, women reported symptoms
of being afraid or anxious (24%), of hopelessness for the
future (15%) and of loneliness (30%) (Table 2). Most of
the women (96.8%) had someone they could trust, with
whom they could speak in confidence and the partner
was that person for the majority of the women (75.0%).

From the in-depth interviews, loneliness in the host
country, distress about relatives in their country of birth
and structural barriers emerged as sub-themes. Most of
the women interviewed had a limited social network and
many had close contact only with their in-laws:

My husband has family here but as you know they've
been living here for...So they are almost like Norwe-
gians. Busy, busy, busy, busy, busy. You have to make
an appointment first, then you have to ask them...So
that'’s why I feel sometimes very lonely here because
everyone is always busy.

(Woman 1 — three years in Norway, family reunifi-
cation)

Migrant women in general, and refugees especially,
expressed distress about their relatives still in their
country of birth and being under surveillance by the
government:

My brother is in jail now, because I'm abroad. They
say that if I return to my homeland, they can give
freedom to my brother. But that is not true. So I will
not return, but I'm very sad about it. Every day I
think about my brother and whether he is alive or
not. Because I cannot have contact with him. My
family too, we cannot talk on the phone.

(Woman 3 — four years in Norway, family reunifica-
tion)

Migrant women and midwives mentioned challenges
beyond pregnancy and childbirth that to a great extent
affected the migrant women’s lives. That included basic

Table 2 The distribution of women from the questionnaire study (n=401) who reported being troubled for three psychosocial

symptoms, N (%)

Psychosocial symptoms Afraid or anxious, N (%) Sense of hopelessness for the future, N (%) Sense of
loneliness,
N (%)

Not troubled 310(77.3) 342 (85.3) 281 (70.1)

Alittle troubled 72(18.0) 47 (11.7) 95 (23.7)

Very troubled 14 (4.7) 70.7) 20 (5.0)

Extremely troubled 5(1.2) 5(1.2) 5(1.2)
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practicalities of everyday life, such as following up after
consultations or reaching hospitals on time, as explained
by a midwife:

1t gets too much [for the women]; if you speak the lan-
guage poorly, not responsible for your own finances,
do not have a driver’s license... we say that “you have
to come now right away’, still it might take 3-4 hours,
because they are waiting for the partner to come
home from work and drive them. Or because they do
not dare to come alone because they think they speak
poor Norwegian. And many do not have the oppor-
tunity to leave their children at home, because they
don’t know anyone who can be a babysitter.

(Midwife 7 - hospital)

Even though maternity care is free of charge in Nor-
way, certain deductibles may need to be paid which
came as a surprise for some women. For instance, birth
preparation courses are free of charge at some MCHCs
while in other places it may cost a fee:

It costs quite a lot to take those courses. At the hos-
pital you pay 1300 NOK for two or three hours.
There are not many districts that have it [for free],
even though it is stated in the guidelines for mater-
nity care that you must be able to offer birth prep-
aration courses.

(Midwife 1 - MCHC).

Another example of a financial challenge that mid-
wives often observed among migrant women was related
to transportation:

We see many who want an ambulance to get in [to
hospital], perhaps because they do not have a driv-
er’s license and they think it is too expensive with
taxi. It also becomes a problem to explain, that we
think it is acute enough that they should come to
check-up, but not so acute that they need ambu-
lance transport. Then they may choose not to come
for the check-up, because they have to pay NOK
500 in a taxi to enter.

(Midwife 7 - hospital)

Both migrant women and midwives addressed how
legal restrictions and lack of a residence permit made the
migrant women’s life more complicated. After moving to
Norway, one woman had to leave her two children in Nor-
way because of a forced return to her country of birth:

I lived in my home country for one year and seven
months without my husband, daughter [2 years
old] and son [4 years old], it was really hard.
(Woman 15 - two years in Norway, family reunifi-
cation)
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One midwife explained how an undocumented preg-
nant migrant woman faced several problems beyond the
pregnancy:

She had experienced a lot of violence, did not have a
place to live and in addition great challenges in rela-
tion to health.

(Midwife 1 - MCHC)

Expectations of care

Seventeen women experienced that healthcare person-
nel refused a practice or ritual during or after birth that
she requested, in the questionnaire study. Some of these
wishes were related to food preferences. One woman
asked to pierce her infant’s ears as per cultural custom,
but was refused by health personnel for fear of causing
pain to the child. Other women requested bathing the
infant right after birth, which was rejected by health
personnel because it was not standard Norwegian cus-
tom. Another woman wanted to perform an ‘adhan, a
traditional Islamic birth custom, but was rejected for
concerns of impairing the infants” hearing. Six women
reported that they wanted to bring more relatives
or support persons into the birthing room than was
allowed.

From the in-depth interviews, conflicting recom-
mendations, varying support from family and gender
preference on healthcare personnel emerged as sub-
themes. Differences in recommendations for physical
activity in pregnancy and after birth was a repeating
topic of discussion by both migrant women and mid-
wives. Migrant women reported conflicting advice on
how much physical activity was beneficial during preg-
nancy. One woman explained how her relatives residing
in her country of birth reacted to the recommendations
for physical activity during pregnancy and after birth in
Norway:

When I told them [relatives from home country],
they reacted by saying that I was completely crazy
and had lost my mind, and that it was crazy to go
out after only a week!

(Woman 10 - three years in Norway, undocumented
migrant).

Midwives explained how the difference in their recom-
mendations about level of physical activity after birth and
some women’s own expectations and experience from
their birth country could lead the midwives to view the
migrant women as lazy and less co-operative. Eventu-
ally, this could make patient-provider relationships more
challenging as well as have the potential to contribute to
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cementing attitudes and cultural stereotypes about the
women. As one midwife noted:

Sometimes it's hard to get them up. Especially after
a caesarean section...they may think we’re mean or
want to punish them..What is a pity are attitudes
among staff in the department, it often becomes
like ‘she is so hard to get up, she wants nothing,
but that’s often not what it’s about. It's more about
the fact that they haven’t understood why they
should do it.

(Midwife 4 - hospital).

Both migrant women and midwives observed a cultural
difference in how much help the pregnant women got
from relatives. Perceived increased responsibility for the
newborn and individualistic lifestyle in the host country
was a transition for some migrants:

When you give birth in Norway, you have a respon-
sibility to the child, the home and everything else...
In my home country it is very different, there your
mother comes and is with you for a whole month
and other relatives help. It is almost as if you do not
notice that you have a child.

(Woman 10 - three years in Norway, undocumented
migrant).

Bringing many relatives to the hospital when giv-
ing birth and post-partum was a recurring difference in
expectations between migrants and the majority popula-
tion. One midwife explained how this practice was per-
ceived as unfamiliar to the midwives, yet not allowing
visits could contribute to feelings of isolation in migrant
women:

When they bring with them maybe five, six, seven,
eight, ten, people, from the start till birth, which can
take three days, then we feel that it is different than
what we are used to at the ward. I think I forget to think
that this is perhaps what the woman is used to from
before and needs to feel safe, if we send home all the
people, it will suddenly be a very insecure situation.
(Midwife 7 - hospital).

The midwives had experienced some incidents where
the migrant woman did not want a male healthcare per-
sonnel. A few women emphasised the importance of
having female healthcare personnel, mostly for clini-
cal work and check-ups, but also for having a female
interpreter:

I have told the family doctor that I need a female
interpreter, but they say that they don’t have female
interpreters, and I don’t want a male interpreter... at
the family doctor there is someone who speaks Ara-
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bic. There is a man, so despite the fact that I have
said several times that I do not want a male inter-
preter, he still comes and interprets.

(Woman 15 - two years in Norway, family reunifi-
cation).

Discussion

This article investigated potential barriers and challenges
to optimal maternity care for recently arrived migrants
as perceived by the migrant women and midwives. The
challenges they reported as most difficult were related
to navigating the healthcare system, language, psychoso-
cial and structural factors, and expectations of care. Even
though our findings are consistent with previous inter-
national literature on perceived barriers among migrant
women, until now few studies have explored barriers in
particular for recently migrated women. Lack of knowl-
edge about the healthcare structure and limited social
network during the first period after having migrated
to the country emerged as significant challenges for the
recently migrated women.

The healthcare services in Norway are comparably of
a high standard [25]. The fact that the accessibility and
quality have been so high over many years, may also con-
tribute to higher expectations of its service delivery, and
potentially a lower threshold for criticising the health
system and its services. Yet, our findings do suggest that
some migrant women had variable layers of vulnerability
factors that influenced their capacity and means to use
the health services available and to understand and navi-
gate the health system.

In agreement with previous studies, we found that
migrant women lacked information about the health-
care system in host countries, including administrative
procedures, which led to women not using the variety
of available maternity care services [9, 17, 26]. National
guidelines in Norway recommends the first antenatal
care consultation to be booked by the end of gestational
week 12 [20], which was done by 83.6% in our study. As
we did not compare migrants to non-migrants, we can-
not establish if there was a difference in how early the
women started antenatal care. Nevertheless, studies from
European countries have shown later initiation of ante-
natal care among migrants compared to non-migrants
[27, 28], first generation- compared to second genera-
tion migrants [29], minority ethnic groups compared to
White women [28, 30] and especially profound among
recently migrated women [31]. Although our finding of
a high percentage of timely initiation of antenatal care,
midwives from the in-depth interviews indicate that sub-
groups of migrants may be at risk. Our findings should
therefore be further explored by research on subgroups
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with low language proficiency, acculturation and among
undocumented migrants [13].

Slightly lower attendance was found for the standard
routine ultrasound conducted at around week 18, which
was 93.5% in our study, compared to 97% in national
surveys [32] . The high attendance for standard routine
ultrasound in our study may be explained by the rela-
tively high number of women from Central and Eastern
Europe that were included, seeing that there is a practice
and expectation of using ultrasound earlier and more fre-
quently during pregnancies in those countries [33]. We
also found that 13.2% of the women had gotten an early
ultrasound, a service often paid for privately as it is not
a part of routine antenatal care in Norway, except for
groups with elevated risk of fetal chromosomal abnor-
mality. This is low compared to local surveys in Norway
suggesting that half of the women had an early ultra-
sound in the first trimester [32]. Women reported often
using the emergency outpatient clinic in case of medical
concerns, in line with a previous study that found more
frequent use of emergency outpatient clinic by migrants
compared to the host population [34]. Educating the
migrant women about the structure of healthcare system
may be a solution in reducing the barriers of navigating
the healthcare system.

Our findings on language barriers, complements pre-
vious work where language is highlighted as one of the
main barriers for migrants [1, 15-17]. Use of interpreter
services have been shown to increase the understand-
ing of maternal health information among migrants
[35]. However, we found that even when a professional
interpreter was used, sometimes communication prob-
lems persisted as a result of dialect or gender of inter-
preter. Healthcare personnel, as well as the institutions
they are part of, need to be aware of this and the need
for appropriate interpretation services. Furthermore,
previous research has linked low language proficiency to
low attendance in pregnancy preparation courses among
migrants [36, 37]. Therefore, offering pregnancy prepara-
tion courses in English and other major languages could
be beneficial in increasing the attendance among non-
Norwegian speaking women.

Our findings show that recently migrated women often
lacked social support, had limited social network and
struggled to acclimate to the difference in community and
familial support between their birth country and Norway.
Previous studies on social support among migrants are
not conclusive, as some are in concordance with our find-
ings [30], while others found no evidence of limited social
support [8], or even higher social support in migrant
groups [8, 38]. Longer length of stay in the host country
often leads to wider social networks. This could explain
why the recently arrived women in our study experienced
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limited social networks as challenging — psychosocially
as well as in relation to practical and emotional support.
Lack of social support has been shown to be linked with
a number of adverse pregnancy outcomes, such as post-
partum depression [39, 40], low birth weight [41] and
preterm birth [42]. Identifying women that lack or have
little social support and providing them with additional
social services may thus increase psychosocial wellbe-
ing as well as potentially identify additional vulnerability
factors.

Varying expectations of care and the healthcare sys-
tem’s limited ability to provide differentiated care to
women with special needs, may make it difficult for
migrant women to adjust to the healthcare system in host
countries [14]. While coping with conflicting recommen-
dations in the two countries, migrant women can even
be viewed as “difficult to manage” by healthcare person-
nel. Although some training in cultural competence is
offered during professional education, efforts to include
more targeted training for health personnel, both dur-
ing professional education but also as continued learning
could provide increased awareness and self-reflexivity. As
explained by Phillimore et al. [26], it is almost impossible
to gain cultural knowledge about every ethnic group in
an increasingly multi-ethnic world. Rather, focus should
be on intercultural competence and treating patients
individually while still being culturally sensitive. A newly
published scoping review on different models of ante-
natal care targeted at migrant women, including group
antenatal care and specialised clinics, found the models
to be acceptable for women and increased access to care
[43]. Use of multicultural doulas for vulnerable migrant
women have shown promising results in Norway [44].

This article has not explored conceptions of ‘health
related deservingness’ [45] — who ‘deserves’ or have the
right to access health services or who should or should
not be financially supported when accessing services. The
question of who deserves it most and the extent to which
diverse migrant groups can claim state welfare goods is
often debated in Norwegian media and on internet sites.
The competing and black-and-white stances are often
grounded in moral judgement, notions of exclusive citi-
zen rights, and moral ideas about having to ‘earn’ access
to goods. The extent to which these contentions and
judgments find their way into healthcare provision in
Norway needs further exploration.

Strengths and limitations

Strengths of this study include an emphasis on multidisci-
plinary research, from the design phase to interpretation
of findings, as the authors hold background in medi-
cine, gynaecology, anthropology and public health. Two
authors, one physician and one medical anthropologist,
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performed the content analysis independently and dis-
cussed the findings before reaching consensus, thereby
increasing the validity. Both the questionnaire study and
the in-depth interviews were done face-to-face in the
migrant women’s language of choice, enabling women
with low language proficiency and literacy to participate.
A high response-rate for the questionnaire study with
few missing values limited response bias. The in-depth
interviews were conducted by anthropologists, limiting
the possible social desirability bias that using healthcare
personnel can introduce.

Nonetheless, limitations exist. Administering the
questionnaire-study within some days of birth could
potentially introduce bias as the new mothers might be
exhausted and not remember details about the preg-
nancy well. This timing, however, ensured responses
from hard-to-reach groups, a factor we considered more
important. As healthcare personnel conducted the quan-
titative interviews, social desirability bias could affect
the answers of the migrant women. Limitations of the
in-depth interviews include convenience sampling and
selection bias. With midwives at the MCHCs holding
responsibility for recruiting eligible migrant women, the
women interviewed might represent a group of migrants
who are more integrated, omitting those who were
most isolated and did not attend MCHCs. The findings
reported from the in-depth interviews with midwives
are based on purposive sampling of healthcare personnel
who volunteered to participate in the study. Therefore,
the extent to which the midwife’s views are representa-
tive of all healthcare personnel serving migrant women
is unknown. In addition, taking the sample only from a
diverse urban area may limit the generalisability of the
findings in rural areas.

We did not explicitly focus on gender relations and to
what extent cultural understanding of gender influence
access to maternal healthcare services. Issues related to
not reaching hospital in time when experiencing symp-
toms, for example due to lack of childcare or transpor-
tation, may reflect gendered divisions of responsibilities
or culturally shaped notions of birth belonging to the
‘women’s sphere. Furthermore, the fact that all partici-
pants included in our study were women, men’s voices
and perceptions have not been included, and thus gen-
dered norms and the ways they may influence uptake of
services have not been explored.

Conclusion

Low familiarity with the healthcare system in the host
country can hinder recently arrived migrant women in
navigating and utilising the maternity services. Com-
bined with, limited language proficiency, psychosocial/
structural factors and different expectation of care, they
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are the main challenges and barriers to optimal mater-
nity care for migrant women. Improvements and inter-
ventions that may meet the needs of the recently arrived
migrants include improved provision of health system
structure, appropriate use of professional interpreter,
broader range of social services offered to women with
limited social network and increased cultural compe-
tency among healthcare personnel.
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