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Agrip
Markmid: Meginmarkmi® rannséknarinnar var a& skapa pekkingu um hvort og bé hvar
barf ad baeta starfshaetti innan islensku barneignarpjénustunnar og hvernig haegt er ad
tryggja velferd og heilsu kvenna af erlendum uppruna i barneignarferlinu og nybura
peirra. Markmié fyrsta hluta rannséknarinnar var ad kanna faedingarGtkomu medal kvenna
af erlendum uppruna 4 islandi. Markmi® annars hluta rannséknarinnar var ad kanna
notkun kvenna af erlendum uppruna & verkjamedferdum vié faedingu og f& pannig innsyn
i gaedi ljésmédurpjénustu i faedingu. Markmid pridja hluta rannséknarinnar var ad lysa
bérfum, vaentingum og upplifun kvenna af erlendum uppruna af uménnun ljésmaedra i
faedingu 4 islandi. Saman munu pessir prir hlutar rannsknarinnar gera okkur kleift ad
d6last dypri pekkingu i Gtkomu peirra, fa innsyn i umdnnunarparfir peirra og hvort paer
hafi upplifad parfir sinar i faedingu uppfylltar.

Bakgrunnur: Nylegar rannséknir benda til misraemis i feedingardtkomum pegar kemur
ad konum af erlendum uppruna sem bua i héatekjuldndum samanborié vié konur med
uppruna i landinu. Innflytiendum fjélgar hratt hér & landi en 13,6% pjé&arinnar voru med
erlent rikisfang 4ri® 2020. Samt sem &8ur er takmdrkud pekking fyrir hendi um heilsufar
kvenna af erlendum uppruna & barneignaraldri & islandi og adgengi beirra ad
heilbrigdiskerfinu og reynslu af barneignarpjénustu i landinu.

Adferd: Notast var vid tveer lydgrundadar ferilrannséknir auk eigindlegrar rannséknar
bar sem notast var vid igrundada pemagreiningu med langtimasnidi & vidtélum, tekin
annars vegar 4 medgdngu og hins vegar eftir faedingu. | rannsékn | og Il voru konur af
erlendum uppruna skilgreindar sem konur meé& annad rikisfang en islenskt, par & med&al
fléttamenn og heelisleitendur. baer voru einnig flokkadar i prjd hépa, byggt &
mannpréunarvisitélu rikisfangslands peirra (Human Development Index (HDI)) og &hrif
rikisfangs &eetlud. Rannsékn | var séguleg lydgrundud ferilrannsékn og nési til kvenna
sem faeddu einbura 4 islandi & drunum 1997 til 2018, samtals 92.403 faedingar. Helstu
Utkomubreytur voru upphaf feedingar, 6rvun, utanbastsdeyfing, spangarstudningur,
spangarskurdur, faedingaradferd, faeedingaréverki i endaparms hringvédva, bleeding eftir
feedingu, fyrirburafseding, fimm mindtna Apgar <7, innlégn & gjdrgaesludeild nybura,
Vékudeild og burdarmélsdaudi. Leidrétt gagnlikindahlutfsll (aORs) og 95% &ryggisbil
(Cls) fyrir faedingaratkomur voru reiknud Gt med pvi ad nota adhvarfsgreiningu. Rannsékn
Il var einnig séguleg lydgrundud ferilrannsékn sem nédi til allra kvenna sem faeddu
einbura 4 islandi & arunum 2007 til 2018, alls 48.173 faedingar. Eins og i rannsékn |,
voru kerfisbundnar adhvarfsgreiningar me® OR og 95% Cl notadar til ad kanna tengslin
milli rikisfangs og notkun verkjamedferdar vid feedingu. Helstu Gtkomubreytur voru
notkun verkjamed&ferdar med og én lyfja. Rannsékn IIl var eigindleg langtimarannsékn



med hélfstédludum einstaklingsvidtdlum sem tekin voru i desember 2021 til mai 2022.
Atta konur med pélskan rikisborgararétt t6ku patt { tveimur vistslum, & medgéngu og eftir
feesingu. Vistdlin voru greind med igrundadri pemagreiningu.

Nidurstddur: | rannsékn | feeddu samtals 8.158 konur af erlendum uppruna &
rannséknartimabilinu: 4.401 frumbyrjur og 3.757 fjélbyrjur. Pegar & heildina er litid voru
konur af erlendum uppruna med haerri leidrétt gagnlikindahlutfall (aORs) fyrir
spangarskurdi (frumbyrjur: aOR 1,43; 95% Cl 1,26-1,61, fjslbyrjur: 1,39 [1,21-1,60]) og
dhaldafeedingar (frumbyrjur: 1,14 [1,02-1,27], fjdlbyrjur: 1,41 [1,16-1,72]) og laegri aORs
fyrir framkéllun faedingar (frumbyrjur: 0,88 [0,79-0,98], fjélbyrjur: 0,74 [0,66-0,83]),
samanborid vié islenskar konur. Konur fra 16ndum med hda mannpréunarvisitélu (HDI >
0,900) hofdu svipada eda betri Gtkomu en islenskar konur, & medan konur fré 16ndum
med leegri HDI en island (HDI <0,900) héfdu ad auki auknar likur 4 fylgikvillum faedinga
& médur og barni auk inngripa i faedingaferlid, svo sem bradakeisara og bleedinga eftir
feedingu. | rannsékn Il var notast vi& gdgn fré 6.097 konum af erlendum uppruna. Konur
af erlendum uppruna voru med haerra aOR ad nota engar verkjamedferdir i faedingu
(1,23 [1,12-1,34]), samanbori& vid islenskar konur. Konur af erlendum uppruna héféu
einnig laegra aOR fyrir notkun nélastungumedferda (0,73 [0,64-0,83]), raftaugadrvun yfir
has (TENS) (0,92 [0,01-0,67]), sturtu/bad&kars (0,73 [0,66-0,82]),
ilmkjarnaoliumedferda (0,59 [0,44-0,78]) og inndéndun nituroxids (0,89 [0,83-0,96]).
Mannpréunarvisitala (HDI<0,900) rikisfangslands kvennanna tengdist lsegri aORs fyrir
notkun ymissa verkjamedferda i faedingu. | rannsékn Il var eitt pema myndad ar vistlum
sem tekin voru & medgéngu: (1) Ad finnast pa ekki njéta skilnings, vera ein og hraedd.
Tvd pemu voru myndud Gr vidtdlum sem tekin voru eftir faedingu: (1) Ad hafa einhvern
sem leidbeinir pér og er med pér i gegnum medgdngu og faedingu; og (2) mikilvegi
bess ad hafa rédd. Tvé pemu voru myndud i langtimarannsékn & vidtélum sem tekin voru
& medgdngu og eftir faedingu: (1) Virdingarfull einstaklingsmidud umdnnun; og (2)
mikilvaegi pess ad deila upplysingum og fa svor vié spurningum pinum.

Alykiun: Nidurstddur rannséknanna benda til pess ad rikisfang kvenna og HDI
rikisfangslands peirra er tengt fjdlda fylgikvilla médur og faedingarinngripa, svo sem
spangarskurd og &haldafsedingu. Ennfremur er pad ad vera af erlendum uppruna 4
islandi mikilvaegur pattur sem gaeti takmarkad notkun verkjamedferda an lyfja i fedingu,
sérstaklega 4 medal kvenna med rikisfang fré 16ndum med HDI <0,900. Nidurstddur
okkar benda til pess a8 umdnnunarparfir kvenna af erlendum uppruna i nyju landi tengjast
gédum samskiptum og tengslum vié adra. Odryggi var filfinning sem margar konur létu
i lj6s T rannsékninni i tengslum vid verkjastillingu i faedingu en einnig i tengslum vié
samskipti vié ljésmédur. G&S samskipti auk pess ad koma & tengingu vid ljésmédur i
feedingu var pérf allra kvennanna.

Lykilord:

Ljésmd&urfraesdi, konur af erlendum uppruna, Gtkoma, umdnnun, reynsla



Abstract

Aims: The overall aim of this thesis was to create a body of knowledge that highlights
which practices, if any, need to be improved within the Icelandic maternity care system
and how the welfare and health of migrant women and their new-borns” can be ensured.
The aim of Study | was to explore maternal and perinatal outcomes of migrant women in
Iceland. The aim of Study Il was to explore the use of pain relief methods during childbirth
by migrant women and thus get some insight on the quality of intrapartum midwifery
care. The aim of Study Ill was to describe migrant women’s needs, expectations, and
experience of midwifery care during childbirth in Iceland. Together, these three studies
will contribute to a deeper knowledge of migrant women's care outcomes and give us
insight info their care needs and whether these needs were fulfilled in intrapartum
midwifery care.

Background: Recent studies indicate disparities in perinatal outcomes when it comes to
migrant women living in high-income countries. Immigration is rapidly increasing in
Iceland with 13.6% of the population holding foreign citizenship in 2020. However,
limited knowledge exists regarding the health status of migrant childbearing women in
Iceland, their access to and use of the healthcare system and their experiences of
maternity care in the country.

Method: Two population-based cohort studies and a longitudinal qualitative study were
conducted. In studies | and Il, migrant women were defined as women with citizenship
other than an Icelandic one, including refugees and asylum seekers. They were
categorised into three groups, based on the human development index (HDI) score of
their country of citizenship, to estimate the effect of country of citizenship on maternal
and perinatal outcomes and use of care. Study | was a prospective population-based
cohort study which included women who gave birth to a singleton in Iceland between
1997 and 2018, i.e. a total of 92,403 births. The main outcome measures were onset of
labour, augmentation, epidural, perineum support, episiotomy, mode of birth, obstetric
anal sphincter injury, postpartum haemorrhage, preterm birth, a five-minute Apgar <7,
neonatal intensive care unit admission and perinatal mortality. Adjusted odds ratios
(aORs) and 95% confidence intervals (Cls) for maternal and perinatal outcomes were
calculated using logistic regression models. Study Il was also a prospective population-
based cohort study which included all women who had a singleton birth in Iceland
between 2007 and 2018, i.e. a total of 48,173 births. As in study |, logistic regression
analyses, with ORs and 95% Cls, were used to investigate the relationship between
migrant backgrounds and the use of pain management during birth. The main outcome

measures were the use of non-pharmacological and pharmacological pain management



methods. Study Il was a longitudinal, qualitative study involving individual semi-
structured interviews conducted from December 2021 to May 2022. Eight women with
a Polish citizenship participated in two interviews during pregnancy and after birth. The
interviews were analysed using reflexive thematic analysis.

Results: In study |, a total of 8,158 migrant women gave birth during the study period,
4.401 of them primiparous and 3,757 of them multiparous. Overall, migrant women had
higher aORs for episiotomy (primiparas: aOR 1.43; 95% CI 1.26 - 1.61, multiparas: 1.39
[1.21-1.60]) and instrumental births (primiparas: 1.14 [1.02-1.27], multiparas: 1.41 [1.16-
1.72]) and lower aORs for induction of labour (primiparas: 0.88 [0.79-0.98], multiparas:
0.74 [0.66-0.83]) compared to Icelandic women. Migrant women from countries with a
high HDI score (=0.900) had similar or better outcomes than Icelandic women, whilst
migrant women from countries with a lower HDI score than that of Iceland (<0.900) had
high aORs for maternal and perinatal complications and interventions, such as emergency
caesarean and postpartum haemorrhage. In study Il, the data from 6,097 migrant women
were included. Overall, migrant women had higher aORs for no use of pain management
(1.23 [1.12-1.34]), when compared to Icelandic women. Migrant women also had lower
aORs for the use of acupuncture (0.73 [0.64-0.83]), transcutaneous electrical nerve
stimulation (TENS) (0.92 [0.01-0.67]), shower/bath (0.73 [0.66-0.82]), aromatherapy
(0.59 [0.44-0.78]), and nitrous oxide inhalation (0.89 [0.83-0.96]) than Icelandic
women. Women from countries with a HDI score <0.900 had lower aORs for the use of
various pain management methods. In study Ill, one theme was generated from all the
interviews conducted during pregnancy: Feeling not understood, alone and scared. Two
themes were generated from the interviews conducted after birth: (1) having someone
who guides and accompanies you through pregnancy and birth; and (2) the importance
of having a voice. Two themes were generated from the longitudinal analysis of the
interviews conducted during pregnancy and after birth: (1) respectful individualized care;
and (2) importance of sharing information and getting answers to your questions.

Conclusion: The studies” findings indicate that women’s citizenship and the HDI score
of their country of citizenship are significantly associated with a range of maternal and
perinatal complications and interventions, such as episiotomy and instrumental birth.
Furthermore, being a migrant in Iceland is an important factor that could limit the use of
non-pharmacological pain management, especially for migrant women with citizenship
from countries with a HDI score <0.900. Our results suggest that migrant women’s care
in a new country is related to good communication and connection with others. Insecurity
was a feeling expressed by many of the women in our study, especially regarding pain
relief in labour and communication. Ensuring good communication as well as
establishing a connection to the midwife was an overall need among all the women in
our study. These findings necessitate a further look into inequality in healthcare in Iceland.
By acknowledging migrant women’s diversity in experiences of security, knowledge and



personal values, we can implement policies that will help us take better care of migrant

women in maternity care.
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Midwifery, migrants, outcome, care, experience
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1 Introduction

Immigration is steadily increasing worldwide, with almost one in 10 people in the World
Health Organization (WHOQ) European Region estimated to be an international migrant.”
Iceland is no exception with 14.1% of its population holding foreign citizenship in 2019,2
similar to Norway® and Denmark.*

There are many definitions for the term migrants. A lack of specificity is demonstrated by
the range of terms used interchangeably to refer to migrants. A basic definition of
migration is ‘the movement of a person or people from one country, locality, place of
residence, efc., to settle in another’.® In this project, we use the words migrant women to
refer to women who have moved from their country of origin and take up residence in
another country. The move could either be a voluntary decision (e.g. to find better
employment) or the result of adverse social, economic and political conditions in the
country of origin. Those who move voluntary or as a result of unfavourable conditions in
their home country are categorised into the following subgroups: refugees, asylum
seekers, settlers, circular migrants and transit migrants. Migrants may remain in their host
country (‘settlers’), reside provisionally in a country with the aim of moving to another
country (‘transit migrants’), move back and forth between countries (‘circular migrants’,
such as seasonal workers), seek profection from persecution and serious human rights
violations (‘asylum seekers’) or qualify for an international protection after fleeing their
country because of risk of persecution and serious human rights violation (‘refugee’). In
this study, we acknowledged the heterogeneous nature of migrant women and their
experiences.

Research shows that while some migrant women have maternal and perinatal outcomes

6-10

similar to native-born women,®™® other groups of women, such as refugees, asylum

seekers, undocumented migrants and women from certain geographical regions, are

more prone to receiving suboptimal maternity care."

1.1 Migrant’s health

The inequity that migrants face with regards fo their state of health and access to quality
health services has been demonstrated by global researchers and international
organisations,'“such as the WHO'" and the European Public Health Association'. The
term inequity refers to those unfair, avoidable differences that arise from poor
governance, corruption and cultural exclusion.” When equity is ensured, everyone gets
access to the same opportunities. Inequity is sometimes confused with the term inequality;
however, these terms are not interchangeable. Inequality in healthcare refers to the
uneven distribution of health resources because of lack of resources or even genetic
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factors.’® When equality is ensured, everyone is granted the same access. However, this
can only work if everyone has the same start in life; therefore, equity needs to be ensured
first. The difference in the definition of these terms is illustrated in Figure 1.

Justice

Equality

The assumption is that Everyone gets the All 3 can see the game
everyone benefits from supports they need without supports or
the same supports. This (this is the concept of accommodations because
is equal treatment. “affirmative action”), thus the cause(s) of the
producing equity. inequity was addressed.

The systemic barrier has
been removed.

Figure 1 An illustration of the difference in definition between the terms equality and equity'

1.1.1 Equity in healthcare

In every country, health care systems are developed to meet the needs of most of its
population. However, providing all people in a country with the same level of care may
be insufficient for vulnerable populations, such as migrants. Equity in healthcare does
not mean being able to use the same services as everybody else; rather, it is about
adapting existing services and care for all population groups in a country to the needs of
migrant women.?° Even if a migrant has national health insurance as a citizen in the host
country, with equal access to health services, their ability to benefit from these services
depends on their autonomous decision making, socio-economic status and social
network. To ensure health equity, extra resources are needed for some
individuals/groups so that everybody can make full use of the services provided. Also,
much of the differences across the world are due to uneven distribution of wealth
between nations as well as within each country; this has resulted in health inequity, where
people with higher income can access private health services in addition to the national
health scheme.? There is a notable shortage of research comparing health interventions
among majority and minority groups because it has been standard practice to exclude
minority groups from clinical trials and research. Therefore, it is not known whether all
treatments are equally effective for or cater equally to the needs of these different groups.
Because there has been such scant research, we also do not know what needs the care
has to cater for, and this has caused grave inequity.’
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1.2 The health of migrant women

Theories regarding better or adverse health outcomes among migrant women compared

to native-born women include the healthy migrant effect,?’ socio-economic

2126 22,23,2528

suboptimal use or access to care, underlying conditions in the

25,26

disadvantage,

21,22,24,26,29

mother and the stress of migration.

1.2.1 The healthy migrant effect

The ‘healthy migrant effect’ refers to observations that at immigration, migrants have a
better health status than the rest of the population in their country of birth and to some
extent, the population in their host country. This is believed to be because healthy
individuals are more likely able to undertake and withstand the rigors of migration.*

1.2.2 Socio-economic status (SES)

Currently, migration has increased and over greater distances than before. Although
temporary employment played a significant role in this development, environmental and
social factors have been identified as more important factors.®! Migrants are likely to be
young people, and women comprise 48% of all international migrants.? The proportion
of female migrants is the highest in Europe (51.9%) with a median age of 42.3 years.*?

3334 and the socio-economic status

Migrants often work below their level of qualifications,
(SES) of migrants is generally lower than that of native-born people, although there are
individual differences. Theories have been put forward that SES is a part of the causal
chain between migration status and health, thus acting as a mediator instead of a
confounder, especially if being a migrant determines, to some extent, a person’s SES,

for example through a mechanism of social exclusion.™

1.2.3 Culture

In other countries, active integration of migrant women into the host country’s population
and policies which promote social participation have been linked to lower risks of adverse
maternal and perinatal outcomes.*® However, despite the growing number of migrants
and increasing global attention to migrants’ health,' the integration policy in Iceland has
been criticised for lacking an infrastructure that can identify and respond to migrants’
specific health needs and access to care.?

The longer a woman has resided in the country with increasing language fluency and the
younger her age at migration, the more likely she is to adopt the aftitudes, behaviours
and traditions of the country.’ Even healthy migrant women who had a better health status
than the population in the host country at the time of immigration can, within 5-10 years
after immigration, lose their health advantage. They may bring their cultural preference
for caesarean section (CS) or even seek interventions like an epidural if this is viewed as
being associated with better care in the host country.™ Also, having a partner who is
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native of the host country seems to affect migrant women’s use of maternity service, such
as the use of epidural during labour.®

Cultural competence is a concept used in the context of professionals who relate to
unfamiliar systems of meaning, which requires receptiveness and communication skills.
Professionals in these situations are encouraged to critically focus on their worldview,
values and implicit presuppositions, and adopt an attitude of humility and openness.™
The training and education of healthcare providers is the main prerequisite for
developing cultural competence. However, these should not only be directed at
caregivers but also at administrators, researchers, managers and policymakers.™

1.2.4 Access to healthcare

Access to healthcare refers to the ease with which people can make use of a healthcare
service when they need it. Possible indications of problems with healthcare access
include the underutilization of care provision and delaying seeking healthcare until
problems are more advanced and symptoms more severe and often too late to be
managed successfully.’ Also, accessibility of health education, health promotion and
preventive care relates to the ease with which healthcare workers successfully reach and
influence their intended target groups.?°

Migrants may come from countries with very different healthcare systems. Their
assumptions about the behaviour they can expect from the health professionals as well as
what is expected from them may not correspond to the contextual reality.” Indeed,
learning to use the health system in the host country is an important component of
acculturation. Integration programmes for immigrants are a suitable context for initiatives
to stimulate health literacy; this requires intersectoral cooperation among the different
agencies involved. Regarding the skills needed to negotiate the system, it is an
unfortunate paradox that users who are more socially excluded are likely to have a greater

need for care but at the same time be less capable of getting it."®

Language barriers and subsequent difficulties in communication seem to affect migrant
women’s experiences of the childbirth process.”” Continuously informing the woman
about the course of childbirth and the factors relating to, for example, child well-being,
supervision and treatment at birth can be of great importance. If women are well
informed, they have a more positive experience at childbirth; however, if they do not
receive sufficient information, they may perceive the experience negatively and even
consider it abusive.® If midwives fail to show enough care and support during childbirth,
the women feel helpless and do not consider themselves in control.** Several studies
have highlighted that women without a good grasp of the English language may even
consider ’‘straightforward’ births to be stressful and frightening, and those who
experience complications such as a CS are likely to experience even greater trauma.¥”
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In order to achieve equity in care for all women, it has been suggested that support from
a doula or cultural mediators in the context of childbirth might benefit migrant women in
some birth settings.® Cultural mediators, chosen for their familiarity with the culture and
‘life-world’ of the service user, bridge the social and cultural gap between healthcare
service providers and users.™ It is not always possible to separate linguistic barriers from
social and cultural ones, and it is increasingly common fo find the role of interpreter
being extended to that of ‘cultural mediator’."™ This concept has been pioneered by a few
countries (mainly the United Kingdom, the Netherlands, Belgium, Spain, France and ltaly)
and is now increasingly being adopted elsewhere.*' Cultural mediators can play a very
important role in reducing barriers to access and bridging the gap between migrant and
minority communities and the healthcare system.'

1.2.5 Quality of health care

There are several approaches to assessing the quality of health services. Bearing in
mind that these services consist of healthcare, health education and health promotion,
the criteria for assessment will depend on the component in question. There are
basically three ways in which the quality of healthcare can be conceptualised: (1) by
measuring the outcomes in quantitative terms of how successful an activity is in
achieving its intended aim; (2) by measuring subjective concepts such as satisfaction
and experience, often related not only to the outcome of the care but also to the
experience of receiving it; and (3) by conducting procedural evaluation to examine
whether care is being provided as intended; this is often done as a preliminary stage to
the previously mentioned methods of assessment.” Suboptimal quality of care as well
as unequal levels of quality in maternity care can exacerbate inequity. Recognising that
there are racial and ethnic differences in healthcare and attending to our own
complicity and the system characteristics that contribute fo them may ultimately help to
advance equity, improve quality and attenuate disparities. Continuous support in labour
has been linked to a shorter duration of labour and a decreased need for CS,
analgesics, oxytocin and forceps.*? It has also been associated with higher levels of
satisfaction with the birth experience.*?

1.3 Aspects of pregnancy and birth

1.3.1 Maternal and perinatal outcomes

Several studies have been conducted on perinatal outcomes among migrant women in
high-income countries. Increased risks of adverse perinatal outcomes have been reported
among migrant women in the Nordic countries compared with the host population."

2527284344 However, the results of previous studies have been inconsistent regarding

2325 and interventions,?"?2

heterogenous study populations, designs, and exposure group definitions.

mode of birth,?242  maternal outcomes reflecting
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The benefits of initiating antenatal care early in pregnancy are undisputed.** There are
reports that women with fewer antenatal care visits than recommended are more likely to

4647 and that increased mortality from congenital anomalies may

have complicated births
partly be related to restricted access to screening during pregnancy.®® The WHO
antenatal care model recommends that the first antenatal care visit takes place within the
first trimester (i.e. gestational age of <12 weeks) and then an additional seven visits
subsequently.*’ In the clinical guidelines for antenatal care by the National Institute for
Clinical Excellence, which was translated and localised for Iceland, pregnant women are
encouraged to seek professional healthcare as early as possible in pregnancy, typically
within the first 10 weeks of pregnancy,* so that they can obtain and use evidence-based
information to plan their pregnancy and benefit from antenatal screening and health

promotion activities.

It is estimated that between 2% and 36% of women begin antenatal care after the first
trimester in European countries.®' Several studies have indicated a relationship between
country of origin and the timing of the first antenatal visit*>43“¢ as well as the number of
antenatal visits.*® Studies have also indicated a higher rate of low 5 minute Apgar

2122242528 among children born to migrant

21,22,44

score?"?* and being small for gestational age,
women; others have reported a higher rate of preterm birth among these women.
These associations and the importance of starting antenatal care early in pregnancy raises
questions about whether the most vulnerable women in each country have access to
appropriate healthcare.®' It also raises questions about whether the relation between
country of birth and complications indicate that certain migrant groups should be given
more attention in maternity care.*

In a small retrospective study conducted in Iceland in 2014, several outcome measures
were explored comparing migrant women with native-born Icelandic women.® It was
found that the migrant women were more likely to have normal weight, be married and
older than the native-born Icelandic women and that they had fewer diagnosis of
complications during pregnancy.® More migrant women had few antenatal visits (<7)
while native-born Icelandic women often had more than 16 antenatal visits (4.1%/2.7%).
No migrant woman was diagnosed with mental illness; this is in contrast to the 2.7% of
native-born Icelandic women who were.®

There has been a substantial rise in obstetric interventions in most developed countries
since the 1970s.5" Countries vary in their use of inferventions, and it is important to
explore how this development has affected migrant women in each country.”’ The
incidence of induction of labour has risen in many countries,*?%* but in studies where
there is a distinction between migrant women and native-born women, migrant women
are less likely to have their birth induced.”*2%4 In an Irish study by Walsh et al.,” women
from Eastern Europe were less likely to be induced for prolonged pregnancy than Irish
women, their mean duration of spontaneous labour was significantly shorter and they
were more likely to deliver vaginally after a spontaneous onset of labour. The authors
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explained the differences in obstetric interventions using the 'healthy migrant effect’.
Other studies have shown similar results.®? This was also the result in the small Icelandic
study previously mentioned, where 25.3% of native-born Icelandic women were induced,
a number which exceeds the 18.5% for migrant women (p=0.036).°

Other interventions such as episiotomy have been shown in some studies to be more
likely among migrant women. In a study by Hennegan et al., 28.9% of migrant women
versus 17.8% of native women had an episiotomy.? However, in a study by David, Pachaly
and Vetter conducted in Germany, there was little to no difference in episiotomy rate
between the German and migrant primiparas, although there was a significantly lower
rate of episiotomy among multipara migrant women compared to the German multipara
women.? Similar findings were reported by Zanconato et al. in ltaly, where 25.6% of
ltalian women had episiotomy versus 23.3% of migrant women (adjusted for age, not

parity).™

Increased rate of CS has been reported in some studies although when separated by
ethnicity the opposite becomes apparent.?? The rising CS rate in many Western countries
has been associated with a wide variation between and within countries.?* Also, CS
rates appear to vary between migrant and native-born women. In a study in Norway,
published in 2000, migrant women had a higher rate of CS than women from Norway.>®
The rate of CS was more than 20% among women from India, the Philippines, Brazil,
Chile and Africa, while women from Vietnam had the lowest rate (10.1%). A similar rate
was found among women from Turkey, Morocco and Pakistan compared to that among
women from Norway (12.4%). After adjusting for all the study covariates, including
maternal age, parity, education and place of delivery, the crude excess risk of
undergoing CS (compared to Norwegians remained elevated among women from the
Horn of Africa (2,7%) and Chile/Brazil (6,4%).% The most important diagnosis associated
with the high prevalence of CS in this study were foeto-pelvic disproportion, foetal
distress, and prolonged labour.%¢

Contrastingly, a 2011 prospective study in Ireland showed that intrapartum CS rates were
significantly lower among migrant primiparous women compared to Irish women.** The
authors suggested that this could potentially be explained by the younger age and lower
induction rates among migrant primiparous women.>® In a Finish study by Malin and
Gissler in 2009, primiparous migrant women had CS less often than women with Finnish
origin (18.2% vs. 19.7%, P <0.05). However, when studied by ethnicity, women from
Africa (40.5%, P <0.001), Latin America and Caribbean (31.0%, P <0.05), Southeast
Asia (28.6%, P <0.001) and Somalia (28.8%, P <0.001) had significantly higher CS
rates, while the lowest CS rates were noted among women from the Nordic (12.8%, P
<0.01), East European (13.0%, P <0.001) and Baltic (14.8%, P <0.05) countries. The
difference in CS rates between multiparous women of Finnish origin and migrant origin
women was statistically insignificant (13.1% and 12.7%, respectively).??
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In the Icelandic study previously mentioned, the overall CS rate was similar between
migrant women and native-born Icelandic women. The rate of intrapartum CS was
however higher among migrant women compared with the native-born Icelandic group
(13.1% versus 11.2%), while the native-born Icelandic women had higher rates of elective
CS than migrant women (5.7% versus 3.8%).¢ Despite the increasing global attention to
migrants’ health," there is limited knowledge on the perinatal health of migrant women
in Iceland.

1.3.2 Pain relief during labour

Promoting comfort is an integral part of the “art” of midwifery care.”” Therefore, all
women are entitled to being listened to and receiving evidence-based information on
both pharmacological and non-pharmacological methods of pain relief during childbirth
so that they can make informed choices about intrapartum care as per their personal
needs. Non-pharmacological pain management methods are beneficial on many levels.
They enhance women’s satisfaction with intrapartum care, give them a feeling of
competence and control during labour,*® help them cope with the pain®® and have little
or no side effects compared to pharmacological pain management methods,* thus
reducing the need for obstetric interventions.”” However, these methods may not be
sufficient for all women, and some may still experience suffering due to the pain,
increasing their risk of needing obstetric interventions.*® The circumstances in which
pharmacological pain management methods are offered are therefore very important.

The increased use of pharmacological pain management methods among women in
labour has been associated with primiparity,*® macrosomia,®’ higher maternal body mass
index (BMI),**¢" maternal stature (high birthweight among short women),3 advanced
maternal age,®' high income,*® permanent employment,’® being married,*® not being a

5 induction of labour,®” lack of one-on-

migrant,®35626¢ |onger stay in the host country,?
one continuous support,®? participation®® and non-participation® in antenatal education
programs, higher number of antenatal care visits,*” cultural preference’™ and the
woman’s health issues, such as anxiety, pre-eclampsia®® and diabetes.”” The increased
use of non-pharmacological pain management methods has been associated with

primiparity,*® higher levels of education,? and not being a migrant.®®

Additionally, place of birth® is a variable associated with the use of pain management
methods. The use of pain management methods varies among groups of women with
different cultural backgrounds, but the information regarding whether migrant women

|8:22,35,6264,6670.72 and non-pharmacological methods?262:¢%

use pharmacologica more or
less than the host population is inconsistent. In the previously mentioned Icelandic study,
48.3% of the native-born Icelandic women used epidural during labour compared to
42.3% of migrant women. The native-born Icelandic women also used non-
pharmacological pain management methods more often than migrant women (12.0%

versus 9.4%).¢ Other studies have indicated that the use of epidural during labour
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depends mostly on the maternal country of origin suggesting that the expectations women
bring with them influence their use of epidural analgesia. Findings from a Swedish study
showed that compared with native Swedish women, women from Chile, Iran, Poland and
Finland used epidural more often, after adjustments for perinatal and sociodemographic
confounders.®® It was also reported that women from Somalia, Iraq, Turkey and
Yugoslavia used epidural less often;* however, having a native Swedish partner
increased the use of epidural among migrant women.* This is in accordance with the
above-mentioned Irish study by Ismail et al., where migrant women used epidural during
birth more often that their native Irish counterparts.

Despite the increased global attention to migrant women'’s health during childbirth and
inequities in the quality of care and access to maternity services for this group,” few
studies have been conducted on the use of various pain management methods during
labour among migrant women.

1.3.3 Migrant women’s experience of intrapartum care

Several studies have explored the experience of maternity care among migrant women
and revealed a relationship between women’s experience of social inequality and their
access to pre-, intra- and post-partum care.”#’¢ Migrant women are in a vulnerable position
when pregnant and giving birth because of their expectations, circumstances and need
for adaptability.”*”” Individualised and sensitive care appears to be insufficient, and
maternity care services must be adapted to migrant women’s expectations of support and
cultural differences, where their own strength and resources are acknowledged.”

Midwifery support during birth is one of the key factors that contribute to a positive
childbirth experience.*”® Studies have shown four main factors that influence women’s
childbirth experience: personal expectations, support from caregivers, the quality of the
relationship between a woman and her caregiver, and women’s participation in decision
making.”” Regarding women’s satisfaction with childbirth, the influences of pain, pain
relief and intrapartum medical interventions are not as powerful as those of the attitudes
and behaviors of the caregivers.”” Promoting and enhancing comfort is integral to the
“art” of midwifery care.”’

In a study by Berg et al.8° who examined an evidence-based, woman-centered, model of
midwifery care in Sweden and Iceland, findings about women’s and midwives’
experiences of childbirth were synthesised from 12 qualitative studies. These researchers
described being able to provide woman-centered care as a ‘balancing act’ (p. 86). The
midwifery model of care (MiMo) consists of three central intertwined dimensions; the
midwife is with the woman and uses grounded knowledge, forms a reciprocal relationship
and creafes a birthing atmosphere. These three central dimensions are performed by the
midwife through a balancing act in a cultural context which comprises promoting or
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hindering norms for conducting a woman-centred care.®® Promoting and enhancing

comfort is integral to the 'art’ of midwifery care.””
1.4 The Icelandic setting

1.4.1 Migrants in Iceland

At the end of the year 1996, foreign citizens living in Iceland made up 2.2% of the
Icelandic population;®' their number increased to 14.1% at the beginning of the year
2019.%" Poland was the country of origin for most of the migrant women (34.6%); the
Philippines came second with 5.9%, followed by Lithuania 4.9%, other Nordic countries
(4.7%), Germany (4.2%), Thailand (3.9%), Latvia (2.6%), Romania (2.2%) and the United
States (2.1%).%5 Thus, the majority of migrant women in Iceland come from countries
where health, education and the economy are considered to be good.®2

Migrants in Iceland are mostly aged between 15 and 49 years (75%), and 50% of them
have a median duration of stay in the country of less than 5 years.®® The majority (68%)
mention work as their reason for moving to the country.®* However, they often do not
have jobs that suit their education level and have long and non-standard working hours
compared with the Icelandic-born population.®® Of all migrants, 45% are women,%* 43.9%
of whom work in production jobs.® This is an interesting example of intersectionality,
where various social and political identities combine to create different modes of
discrimination and privilage.®”

In papers | and Il, we defined migrant women as those with citizenship other than
Icelandic, due to data registration. For the native women in this project, we will use the
term Icelandic women, which we defined as women with Icelandic citizenship.

1.4.2 The human development index (HDI)

The human development index (HDI) is an index compiled for countries by the United
Nations Development Program.®? The idea behind the HDI is to assess the development
of living standards in each country without looking at economic growth alone. The HDI
is composed of indicators for health, education and living standards including life
expectancy at birth, the average length of schooling for adults over 25, the expected
length of education for children of school-age and gross national income per capita.®? It
can therefore be said that the HDI is several factors combined into one to create a simple
picture of the standard of living in each country and thus make them comparable in a
simple way. However, the HDI fails to capture all aspects of living standards such as
equality, poverty, security, and empowerment, and this must be considered when using

the index.
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1.4.3 Policy

The WHO stated that reproductive health included the right of access to appropriate
health care services that will enable women to safely go through pregnancy and childbirth

t.88 The International

and provide couples with the best chance of having a healthy infan
Confederation of Midwives (ICM) has set forth an aim to improve the standard of care
provided to women, babies and families throughout the world through the development,
education and appropriate utilisation of the professional midwife. In keeping with this
aim, the ICM outlined a code to guide midwifery education, practice and research.®’ This
code acknowledges women as persons with human rights, seeks justice for all people
and equity in access to healthcare, and is based on mutual relationships of respect, trust

and dignity for all members of society.®’

The challenge of achieving equity in maternity care for migrant women appears to be
related to ensuring the provision of appropriate care by managing and supporting
educational, relational, and culturally sensitive services.?® Migrant women are in a
vulnerable position when pregnant and giving birth, as they struggle to find meaning in
their new country, cope, communicate, connect and achieve a safe pregnancy and
childbirth. To overcome this, their own strengths and resources must be acknowledged
and their access to health care must be improved. Continuity of care is a way to meet
their needs and help them find a sense of meaning in their new country.”* In response to
cultural diversity, health care systems need to pay atftention to the need for culturally and
linguistically appropriate services so as to create a culturally competent healthcare
system,?' as poor communication and cultural differences may lead to misunderstandings,
lack of confidence and insecurity (especially for female refugees) during pregnancy and

childbirth.??

1.4.4 Maternal care in Iceland

The maternity service in Iceland is part of a publicly funded healthcare system; it is mostly
free of charge, except for legal migrants who must pay for health insurance during the
first 6 months of their stay in Iceland if they are relocating to Iceland from outside the
European Economic Area (EEA),2¢ which can affect their access to care. After this 6-
month period, migrants automatically become members of the Icelandic social insurance
system, regardless of their nationality. Migrant women are entitled to a free interpreter;”*
however, the need for and use of interpreters in maternity care in Iceland is unknown.
The recommended number of antenatal care visits for an uncomplicated singleton
pregnancy is ten for healthy primiparous women and seven for multiparous women.
Antenatal care is delivered by midwives through the primary care system, where most
women have their own midwife, and women receive care in hospitals in case of
complications and medical risks. Usually, midwives provide information on pain
management methods during antenatal care visits and in antenatal education programs.
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Women must pay for attending such programs but can apply for reimbursement from
their union.

1.4.5 Intrapartum care in Iceland

Iceland does not offer a national continuity of care model, and women in labour generally
do not know their midwife beforehand. However, continuous support from a midwife
during labour is encouraged. Most women (over 80%) give birth in the National
University Hospital, a tertiary hospital in the capital, Reykjavik, where two-thirds of birthing
women have a residence.” All women in labour are attended to by midwives, who
collaborate with an obstetrician if complications arise. Migrant women are entitled to free
interpreter service during childbirth, although the need for and use of these interpreters
is unknown. All birth places in Iceland offer various non-pharmacological pain
management methods during labour; some primary birth places additionally offer nitrous
oxide inhalation, while some secondary and all tertiary birth places offer all non-
pharmacological and pharmacological pain management methods mentioned in this
study. The pain management methods are free for all women with Icelandic health
insurance. The Icelandic birth setting is further described in an earlier publication.&°

1.5 How can health systems promote equity in health?

In a briefing on policy by the WHO Regional Office for Europe, the measures required
to promote health equity for migrants in health systems were summarised,’ alongside the
need to involve a multisectoral approach, including health, employment, education,
housing and immigration policies. All levels of government were urged to act in a
coordinated way and involve all other relevant partners such as health service providers,
insurance systems, companies, research and educational organisations, communities and
users’ organisations. Effort must be devoted to increasing the public’s awareness of
health equity.

1.6 The theoretical model /framework

The cultural competence/healthcare disparities framework is a theoretical framework that
focuses on the intersection between cultural competence and healthcare disparities. It
seeks to address the challenges faced by diverse populations in accessing healthcare that
is culturally sensitive, equitable, and of high quality.

Cultural competence refers to the ability of healthcare providers and systems to effectively
deliver care to patients from diverse cultural backgrounds. It involves understanding and
respecting the cultural beliefs, values, and practices of patients, as well as addressing
potential language barriers and ensuring appropriate  communication. Cultural
competence also involves recognising and mitigating the impact of cultural biases and
stereotypes that may affect the quality of care provided.?®
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In contrast healthcare disparities refer to differences in access to healthcare, utilisation of
health services and health outcomes among different population groups. These
disparities can be influenced by various factors, including race, ethnicity, language,
socioeconomic status and immigration status. Healthcare disparities are often rooted in
systemic and structural factors, such as unequal distribution of resources, discrimination,
and lack of culturally competent care.”®

By applying this framework to this thesis on perinatal and maternal outcomes of migrant
women in Iceland and their experience of care, we investigated how cultural competence,
or the lack thereof, may contribute to disparities in the access and utilization of
healthcare, and the health outcomes for this specific population. We explored the role
factors such as language barriers, cultural norms and expectations, availability of
interpreters, cultural adaptation of healthcare practices, and the role of healthcare
providers' cultural sensitivity play in shaping the experiences and outcomes of migrant
women during the perinatal and maternal period. The cultural competence/healthcare
disparities framework provides a lens through which we can analyse and address the
challenges faced by migrant women in Iceland, ensuring that their unique cultural and
healthcare needs are recognised, respected, and effectively met.

1.7 A summary of and the rationale for this study

Limited knowledge exists regarding the health status of migrant childbearing women in
Iceland, their access to and use of the healthcare system and their experience of maternity
care in the country. Most women will become pregnant and have one or more babies in
their lifetime. According to the EURO-PERISTAT project® healthy mothers and children
are the building blocks for a strong future in Europe. As such, optimal care during
pregnancy, birth and the postpartum period is of importance in all societies which aim
to maximise the safety and wellbeing of childbearing women and their future generations.

This study attempts to fill the knowledge gap regarding migrant childbearing women in
Iceland. Furthermore, it attempts to identify possible hindrances and inequity in maternity
care as well as explore factors that promote the health and meet the healthcare needs of
migrant childbearing women in Iceland. Hopefully, this knowledge will positively affect
the practice of midwives and other maternity care providers, the curriculum for future
midwives in Iceland and policies regarding how we take care of migrant women in the
country.

In the thesis, the included papers will add knowledge on the needs of migrant
childbearing women in Iceland. By examining maternal and perinatal outcomes of
migrant women, their use of pain relief methods during birth and their expectation and
experience of midwifery care during childbirth, | believe we can highlight the ways in
which we can improve their wellbeing and reduce health inequity among migrant women
in Iceland.
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The concept of ‘care in childbirth’ was the focus in the study. When comparing quality
of care, the indicators of the outcome of pregnancy, stillbirth, neonatal and infant
mortality rates, are frequently used within countries in comparison, as well as
internationally between countries. Looking at care through a different lens brings attention
to studies on comfort during birth. Research on the processes of care during labour
suggests that when comforting measures are used and comfort is experienced, that
comfort may be a strengthening factor during labour and may enable women to use less
analgesia.” Alleviation of pain is identified as a means of providing comfort and
supporting women in labour.”” We can only measure variables that are listed and
available in our registration system and so we looked into birth outcomes as well as
women’s use of painrelieving methods during childbirth. To achieve a deeper
understanding, qualitative approach was used to study migrant women’s experience of
care during childbirth, their needs, if/how they were met and their feeling of comfort in

childbirth.
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2 Aims

The aim of the thesis was to create a body of knowledge that offers a deeper
understanding into which practices need to be improved within the Icelandic health care
system to ensure the welfare and health of migrant women and their newborns”. We
analysed the birth outcomes of migrant women in Iceland, their use of pain relief methods
during birth and their experience of care during childbirth. This will increase the
understanding on the interplay between service delivery and core outcomes, in addition
to migrant women’s experience of care.

2.1 Aim of Study |

This study’s primary objective was to explore maternal and perinatal outcomes among
migrant women in Iceland and thus gain insight on the quality of maternity care.

2.2 Aim of Study Il

The aim of this study was to explore the use of pain relief methods during birth by migrant
women and thus gain insight into the quality of intrapartum midwifery care.

2.3 Aim of Study llI

The aim of this study was to describe migrant women’s needs, expectations and
experience of midwifery care during childbirth in Iceland and thus gain a deeper
understanding of their care and care needs and assess whether they have experienced
their needs being fulfilled in intrapartum midwifery care.
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3 Materials and Methods

The thesis consists of three independent studies and papers that, together, describe the

background and birth outcomes of migrant childbearing women in Iceland and their

experience of maternity care in the country. Mixed methods were used in the research.

Studies | and Il were population-based cohort studies, while Study Il was a longitudinal

qualitative study. An overview of the three studies is outlined in Table 1 and further

described in the following chapters.

Table 1 An overview of the three studies included in this PhD thesis

Study

Purpose

Explore maternal and
perinatal outcomes among
migrant women in
Iceland.

Explore the use of pain
relief methods during
childbirth by migrant

women.

Describe migrant
women’s needs,
expectations, and
experience of midwifery
care during childbirth in
Iceland.

Research questions

Is there a difference in the
maternal and perinatal
outcomes among migrant
women in Iceland
compared to Icelandic

women.

Is there a difference in the
use of pain relief methods
during birth among
migrant women in Iceland
compared to Icelandic

women.

How do migrant women
experience their
trajectory through the
maternal healthcare

system in Iceland?

Design

Quantitative.

Quantitative.

Qualitative.

Participants

All women who gave birth
in Iceland between 1997
and 2018, including
92,403 births.

All women who gave birth
in Iceland between 2007
and 2018, including
51,791 births.

Eight pregnant women
of polish origin
receiving antenatal care
in Iceland.

Data collection method

Data from the extensive
Icelandic Medical Birth
Register Database.

Data from the extensive
Icelandic Medical Birth
Register Database.

Convenience sampling.
Participants were
recruited in antenatal
care and through a
Facebook group.
Individual interviews
were conducted in the
antenatal and postpartum
periods.

Independent variables

Country of citizenship
(Icelandic/other).

Country of citizenship
(Icelandic/other).

Dependent variables

Caesarean section
(082.0; 082.1; 082.2;
MCSA10; MCSAOQ0),
induction of labor (083.8;
MASCO00; MAX02;
MAXO09), instrumental
delivery, small for

Bath or shower
(NIC1340), acupuncture
therapy (AXXAQO),
relaxation (NIC6040),
massage (NIC1480),
hot/cold pack (NIC1380),
sterile water injection
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gestational age (weight
and length below 10th
gentile for gestational
age), neonatal
resuscitation
(endotracheal intubation/
external cardiac
massage), admission to
special care, Apgar score
less than 7 at 5 minutes,
postpartum hemorrhage
(072.0-2), episiotomy,
OASI, and pain relief
methods.

(NIC2317), TNS
(NIC1540), essential oil
therapy (NIC1330),
epidural (WAA307),
Entonox gas (WAA740)

and pudendal (WAA230).

Data analysis

Descriptive analysis.
Regression analysis.

Descriptive analysis.
Regression analysis.

Reflexive thematic
analysis.

Article title Challenges in migrant The use of pain ‘She’s going to give me
women’s maternity care in | management in childbirth | information and support
a high-income country: A among migrant women in | that no one else can’: A
population-based cohort Iceland: A population- longitudinal qualitative
study of maternal and based cohort study study on migrant
perinatal outcomes women’s care needs,
expectations, and
experience of midwifery
care during birthing in
Iceland
Journals AOGS Midwifery Women and birth

3.1 Study l. Challenges in migrant women’s maternity care in a

high-income country: A population-based cohort study of
maternal and perinatal outcomes

Study | was a population-based cohort study which explored the maternal and perinatal
outcomes of migrant women who gave birth in Iceland between 1997 and 2018.

3.1.1 Sample and data collection

The population in this cohort study included women who gave birth to a singleton in
Iceland between 1 January 1997, and 31 December 2018. The data were prospectively
collected by the Icelandic Medical Birth Registry (IMBR), which is a routinely collected
nationwide centralised administrative registry, and obtained retrospectively by
researchers. The data included information on all births in Iceland from 22*° weeks
gestation or from infants weighing =500g. A total of 92,403 births took place during the
study period, 37,456 by primiparous women and 54,947 by multiparous women.
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3.1.2 Study measures

Data on maternal characteristics, pregnancy complications and birth characteristics were
obtained from the IMBR. Obstetric interventions and birth complications were registered
using the following: 1) the recorded variables and diagnostic and surgical codes in the
IMBR, 2) the International Statistical Classification of Diseases and Related Health
Problems, tenth revision (ICD-10) and 3) the Nordic Medico-Statistical Committee

Classification of Surgical Procedures (NCSP).%

3.1.2.1 Exposure variable

The exposure variable was both a binominal variable and a trichotomous categorical
variable based on registered citizenship. The binominal variable ‘migrant women’ was
defined as women with citizenship other than Icelandic, including refugees and asylum
seekers. Migrant women who had received Icelandic citizenship were included in the
reference group. Migrant women were further categorised into a trichotomous
categorical variable based on the women’s country of citizenship HDI score, a statistic
composite index of life expectancy at birth, education and per capita income indicators.??
Due to data protection regulations in Iceland, we were not able to use the variable country
of citizenship. Therefore, HDI scores for year 2018 were categorised by IMBR into 12
groups at intervals of 0.050. Due to the small number of migrants coming from countries
with a low HDI score, the groups in the lower levels were combined. The ten lowest
categories, including countries such as the Philippines and Pakistan, were merged into
one group with an HDI score of <0.849. The second group (HDI score = 0.850-0.899)
included countries like Poland and Lithuania, and the third group (HDI score =0.900)
included the Nordic countries and the United Kingdom, which are the countries with
health, education and economy levels similar to those of Iceland. A total of 350 women
(4.3% of all migrant women) were missing from the HDI classification due to missing data
on citizenship. However, the data included information stating that they did not have
Icelandic citizenship, and therefore, they were included in the ‘all migrant women’ group
and analysed separately (Appendix B and C).

3.1.2.2 Background variables

The following maternal sociodemographic characteristics at the time of childbirth were
obtained from the IMBR: citizenship (Icelandic, other and the three HDI groups), age
(continuous; <19, 20-24, 25-29, 30-34, 35-39 and =40 years), parity (dichotomous; O,
1, 2 and =3), gestational age in full weeks based on routine foetal ultrasound examination
in pregnancy weeks 19-21 (continuous; < 36*® weeks (w), 37*°w-41*%w and >42*w),
marital status (married/cohabiting, single/widowed/divorced), residence (capital area
(including the capital and six surrounding municipalities), rural), employment during
pregnancy (employed, student, homemaker/on disability pension/unemployed),
previous CS (ICD-10: O34.2) and year of giving birth (continuous; 1997-2006, 2007-
2018). The cut-off year was chosen as 2007 because before that year, migrants made up
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less than 2% of the population, and their numbers substantially increased after that.?’
Information was also obtained on the number of antenatal care visits (continuous; 0, 1-3,
4-8, 9-11 and >12) and level of birth services (primary [small labour units with midwives
and general practitioners, homebirths or birth centres with midwives], secondary
[medium-sized labour units with midwives, obstetricians or surgeons with obstetrical
training] and tertiary [specialised maternity units with facilities for high-risk pregnancy
and labour, with midwives, obstetricians, anaesthesiologists, neonatologists and neonatal
nurses; surgical service; and a neonatal intensive care unit- NICU]) healthcare settings.
Additionally, data on maternal diagnosis of chronic and pregnancy-related diabetes (ICD-
10: 024.0-1, 024.4, 024.9, E10-14), hypertensive disorders (ICD-10: O10-11, O13-14,
015.0-1, 016, 110), HIV (ICD-10: Z21, B20.8), hepatitis (ICD-10: Z22.5, B18.1-2),
thalassemia (ICD-10: D56), symphysis pubis dysfunction (ICD-10: 026.7) and obesity
(ICD-10: E66.0-2, E66.8-9) during pregnancy and birth were obtained. Missing variables
are presented in Tables 2 and 3.

3.1.2.3 Outcome variables

Childbirth interventions included induction of labour (IMBR: onset of labour; ICD-10:
083.8; NCSP: MASC00, MAXC02 and MAXC09), augmentation of spontaneous labour
with oxytocin (NCSP: MAXCO00) and amniotomy (NCSP: MASCO0S5), epidural during
labour (NCSP: WAA307, ZXXX30), perineal support (IMBR: yes, no), episiotomy (NCSP:
MAXX00), instrumental vaginal birth (ICD-10: 081.0-5), elective CS (IMBR: onset of
labour; ICD-10: ©82.0) and emergency CS (ICD-10: ©82.1). Maternal outcomes included
obstetric anal sphincter injury (OASI) (ICD-10: O70.2-3) and postpartum haemorrhage
(ICD-10: 0O72.0-3). Neonatal outcomes included preterm birth (36" w) (IMBR:
continuous), a five-minute Apgar score <7 (IMBR: continuous), NICU admission (IMBR:
supervision of new-born) and perinatal mortality (IMBR: death of the new-born), which
was defined as the intrauterine death of a foetus with a gestational age of =22 weeks,
and/or weight of 2500 gr if gestational age is unknown and the death of a new-born in
the first week after birth.

3.1.3 Study analysis

All variables were analysed as categorial variables. Chi-square and Fisher’s exact tests
were used to compare crude rates. Fisher’s exact test was used if >20% of the cells had
an expected count less than 5 (identified in Table 2 and 3). We used logistic regression
models with listwise deletion of missing data, to calculate odds ratios (ORs) and 95%
confidence intervals (Cl) for the differences in maternal and perinatal outcomes between
migrant and Icelandic women, using women with Icelandic citizenship as the reference
group. Separate calculations were made for all women with foreign citizenship and for
each of the three HDI groups. The models were adjusted for the continuous variables:
maternal and gestational age at the time of giving birth, number of antenatal care visits
and birth year. The models were also adjusted for the binominal variables: hypertensive
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disorder, diabetes, HIV, hepatitis, obesity, symphysis pubis dysfunction, thalassemia,
marital status, residency, and employment status; and the trichotomous variable level of
birth services. All analyses were stratified by parity, and the model for multiparous women
was additionally adjusted for the continuous variable previous births and the binominal
variable previous CS.

All analyses were conducted using statistical software SPSS (version 26).

3.2 Study Il. The use of pain management in childbirth among
migrant women in Iceland: A population-based cohort study

Study Il was a population-based cohort study exploring the use of pain management
during childbirth among migrant women in Iceland.

3.2.1 Sample and data collection

The population in this cohort study included all women who gave birth to a singleton in
Iceland between 1 January 2007 and 31 December 2018. Due to missing variables on
non-pharmacological pain management methods before 2007, we decided to limit the
dataset to include data from 1997, which was used in Study | and has been described in
detail, to the year 2007. A total of 51,791 singleton births took place during the study
period. We excluded all the elective CS that took place within the study period (n=3,618);
finally, 48,173 births were used in this study.

3.2.2 Study measures

Data on migration status, maternal characteristics, birth characteristics, and pain
management methods were obtained from the IMBR. Obstetric interventions, pain
management methods and birth complications were registered using: 1) the recorded
variables, diagnostic and surgical codes in the IMBR; 2) ICD-10; 3) the Nursing
Interventions Classification (NIC); 4) the Anatomical Therapeutic Chemical (ATC)
Classification; and 5) NCSP, according to the recommendation of the Nordic Medico-
Statistical Committee.?”® The ascertainment for all pain management methods is presented
in Table S4.

3.2.2.1 Exposure variable

The exposure variable was the same as in Study | and has been described in detail above.
The HDI classification of 211 women (3.5% of all migrant women) was unavailable due
to missing data on citizenship, but they were included in the ‘all-migrant women’ group
and analysed separately.
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3.2.2.2 Background variables

The following maternal sociodemographic characteristics at the time of childbirth were
obtained: age (continuous; <19, 20-24, 25-29, 30-34, 35-39 and =40 years), parity (O,
1, 2 and =3), marital status (married/cohabiting, single/widowed/divorced), residence
(capital area [including the capital and six surrounding municipalities], rural), number of
antenatal care visits (continuous; 0, 1-3, 4-8, 9-11 and >12) and employment during
pregnancy (employed, student, homemaker/on disability/unemployed).

Information was also obtained on birth related characteristics such as induction of labour
(IMBR: onset of labour; ICD-10: 083.8, NCSP: MASC00, MAXC02 and MAXC09) and
augmentation of spontaneous labour with oxytocin and amniotomy (NCSP: MASCOS5 and
MAXCOQO0), prolonged first (ICD-10: ©63.0) and second (ICD10: O63.1) stages of labour
and high birthweight (IMBR: 24000g). Information on place of childbirth, including birth
in primary (small-sized labour unit with midwives and general practitioners, homebirth or
birth centre with midwives), secondary (medium sized labour unit with midwives,
obstetricians or surgeons with obstetrical training) and tertiary (specialised maternity unit
for high-risk pregnancies and births with midwives, obstetricians, anaesthesiologists,
neonatologists and neonatal nurses; surgical service; and NICU available at all times)
healthcare settings were also obtained from IMBR.

Maternal comorbidity such as diagnoses of chronic or pregnancy-related hypertensive
disorders (ICD-10: O10-11, O13-14, O15.0-1, O16 and 110) and diabetes (ICD-10: O24.0-
1, 024.4, O24.9, E10-14) during pregnancy and birth were also included.

3.2.2.3 Outcome variables

Dichotomous outcome variables included the following non-pharmacological pain
management methods, presented in Table S4: relaxation (NIC: 6040), massage (NIC:
1480), acupuncture (NCSP: AXXAQO), sterile water injection (NIC: 2317), warm/cold
packs (NIC: 1380), transcutaneous electrical nerve stimulation (TENS) (NIC: 1540),
shower/bath (NIC: 1340) and aromatherapy (NIC: 1330). The pharmacological pain
relief variables were pethidine (Meperidine) (ATC: NO2ABO02), nitrous oxide inhalation
(NCSP: WAA740), pudendal nerve block (NCSP: WAA230) and epidural anaesthesia
(NCSP: WAA307 and ZXXX30). These variables were also combined in five composite
outcome variables: the use of non-pharmacological methods alone, the use of
pharmacological methods alone, the use of a combination of non-pharmacological and
pharmacological methods, the use of a combination of non-pharmacological methods
and nitrous oxide inhalation, and the use of no pain management methods.

The registration on the use of aromatherapy was initiated in 2012; therefore, in the
analyses for aromatherapy, the cohort was limited to the period between 2012 and 2018.
During the study period, no woman in the cohort was registered for the use of self-
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hypnosis, music, acupressure or morphine, and only seven Icelandic women had
paracervical block; therefore, they were not analysed.

3.2.3 Study analysis

Descriptive data are reported as numbers of observations and prevalence (%). Chi-square
tests were used to compare crude percentages of background variables. Fisher’s exact
test was used if >20% of the cells had an expected count less than 5, and ttest was used
when comparing variable means. We used logistic regression models, with forced entry
and listwise deletion of missing data, to calculate ORs and 95% Cl for the differences in
the use of pain management methods between migrant and Icelandic women, using
women with Icelandic citizenship as the reference group. Separate calculations were
made for all women with foreign citizenship and for each of the three HDI-groups. The
models were adjusted for the following variables: Continuous (maternal age at time of
giving birth, parity and number of antenatal care visits), dichotomous (marital status,
residency, employment status, induction of labour, augmentation of labour, prolonged
first and second stage of labour, high birthweight, hypertensive disorder, and diabetes)
and trichotomous (place of birth) variables.

All analyses were conducted using the statistical software SPSS (version 26).

3.3 Study lll. "She’s going to give me information and support

that no one else can”: A longitudinal qualitative study on

migrant women’s care needs, expectations, and experiences
of midwifery care during birthing in Iceland

Study Ill was a longitudinal, qualitative study involving individual semi-structured
interviews and reflexive thematic analysis. The aim was to explore migrant women’s care
needs, expectations and experiences of midwifery care during childbirth in Iceland.

3.3.1 Sample and data collection

We used a convenience sampling approach, using two different methods. First, midwives
offering antenatal care introduced the study to Polish women in their third trimester. The
midwives used an information sheet, which explained what participation in the study
entailed. The inclusion criteria were that the participants were Polish, in their third
trimester of pregnancy, over 18 years old and planned to give birth in Iceland. Second,
a Polish woman known by the researcher was asked to introduce the study to Polish
women in a Facebook group called 'Polish women in Iceland’. Overall, nine women
accepted to participate (seven through the Facebook group and two through the
midwives), and they all preferred an email with further information in Polish about the
study; this way, they could ask any questions they might have before deciding whether
to participate. However, one of them gave birth before the interview, and such, eight
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women finally participated in the study. The time and place for the interviews were
decided by the participants. Each woman was interviewed twice, once during pregnancy
and once postpartum. Five interviews took place through zoom while eleven took place
in person. We stopped recruitment when we felt the interviews provided enough data to
meet the aims of our study.

Interviews were conducted from December 2021 to May 2022 (during the COVID-19
pandemic), by the first author, under the supervision of two researchers with experience
in qualitative research methods. A female Polish translator was used during all interviews
which lasted between 48 and 138 minutes, with a mean duration of 87 minutes. The flow
and length of interviews conducted through zoom did not differ from that of interviews
conducted in person. All the interviews were recorded and transcribed verbatim in
Icelandic. Quotations from this study were translated forwards and backwards from
Icelandic to English by the first author and discussed with co-authors who are fluent in
both English and Icelandic. Two separate piloted interview guides, developed by the
research team, were used, one for the pregnancy period and one for the postpartum
period. They were piloted on three migrant women from Poland. The questions were
then reviewed in relation to language, length, wording and relevance. Some questions
were rephrased. The interviews were semi-structured, and the questions were used as
guidance in accordance with the aim of the study. The key questions sought to explore
what kind of feelings arose when the participants thought about childbirth while pregnant,
what kind of birth they opted for and how they would describe ideal care in labour. In
the postpartum interviews, the participants were asked to describe their experience and
care needs during labour. They were also asked if there was something in the care they
received, that they would have liked to be different and if they experienced comfort
during birth. Participants were given the opportunity to discuss freely based on the
questions asked, and the first author used probing questions to elicit further in-depth
information.

3.3.2 Study analysis

Reflexive thematic analysis was used.”” First, we transcribed the data in detail and
generated initial codes, taking all data into equal consideration. Then we generated
themes from the codes representing a distinctiveness and internal coherence. The themes
were cross-checked against each other and grounded in the data. We came up with a
few theme definitions before ending up with the one presented in this paper. We
carefully sorted the relevant statements that corresponded to the themes. With the
longitudinal data we collected, first, the migrant women’s needs and expectations were
analysed from the dataset gathered during pregnancy. Second, the migrant women’s
experience was analysed from the dataset gathered after birth. Third, the two datasets
were analysed for each participant to gain insight into how their individual birth
experiences were in accordance with their needs and expectations and if these were met.
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Materials and Methods

Themes were generated to capture what was important in relation to the aim of the
study.™ Our goal was to provide a well-organised evidence-based analytical story, a
pattern of meanings after a thoughtful reflection on how the themes were being generated
from the data. ATLAS.ti Mac (Version 9.1.3 (2089)), a qualitative data analysis program
was used to organise and process the themes and patterns of meaning from the

interviews.

Preliminary data analysis was performed by the first author, but all authors contributed to
the final analysis. The researcher who conducted the interviews was a midwife of the
same gender as the participants, with good experience in clinical work. Also, two of the
authors in this study are midwives and professors with a good experience in clinical and
academic work, and one of them resides in the Netherlands. The fourth researcher is a
senior lecturer in qualitative studies and a social psychologist; thus, all authors brought
a different lens to the analysis, which benefited the study.

3.4 Ethical considerations

Ethical approval was obtained from the National Bioethics Committee on 11 June 2019
(VSNb2019050003/03.01) for all three studies.

The participation in Study Il was voluntary, and prior to the interview, all participants
signed an informed consent form. As an incentive and appreciation for the time taken to
participate, the women were paid 5000 ISK. In general, collection of data from migrant
women poses several challenges. Migrant women are a diverse group, often in a
vulnerable position and may be intimidated by power differences between themselves
and the researchers. They may find the topic sensitive and/or have limited time or desire
to engage in research. Also, by collecting in-depth data from the same participant over
time, ethical issues, such as intrusion, distortion of experience and dependency, may be
amplified.’® Therefore, following the interviews, all participants were offered access to a
midwife who did not participate in conducting this study and who specializes in providing
care to vulnerable women if difficult emotions arise. This did not occur.
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4 Results

The results of the three studies are presented in the corresponding papers (I-ll). Here the
summary of the results is presented.

4.1 Studyl

The total cohort consisted of 37,456 primiparous and 54,947 multiparous women, of
which 4,407 were migrant primiparous women and 3,757 were migrant multiparous
women, respectively. The migrant primiparous and multiparous women were more likely
to be married/cohabiting and less likely to be living in the capital area and be
employed/students, compared to the Icelandic women. They had fewer antenatal care
visits and lower gestational age than the Icelandic women and were less often diagnosed
with hypertensive disorder and symphysis pubis dysfunction. The migrant primiparous
women were older than their Icelandic counterparts and less likely to be diagnosed with
obesity, and the migrant multiparous women had lower parity, were less likely to give
birth in a primary birth facility and were more likely to have undergone a previous CS.

4.1.1 Childbirth interventions

The aOR for induction of labour was significantly lower for migrant primiparous women
overall and for those from countries with the highest HDI score (=0.900) compared with
that for Icelandic primiparous women (Table 2). The aOR for induction of labour was also
lower for migrant multiparous women overall and for multiparous women from countries
with middle and low HDI scores (HDI <0.900) compared with that for Icelandic
multiparous women (Table 3).

The aOR for oxytocin augmentation was significantly higher for migrant primiparous
women from countries with the lowest HDI score (<0.849), than for Icelandic primiparous
women (Table 2).

The aOR for perineum support for migrant primiparous women from countries with a
middle HDI score (0.850—0.899) was lower than that for Icelandic primiparous women
(Table 2). The aOR for perineum support was lower for migrant multiparous women from
countries with a middle HDI score (0.850—0.899) but higher for migrant multiparous
women overall as it was for migrant multiparous women from countries with the lowest
HDI score (<0.849) compared with that for Icelandic multiparous women (Table 3).
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Results

The aOR for episiotomy was higher for migrant primiparous women overall and for
migrant primiparous women from countries with a middle HDI score (0.850—0.899) than
for Icelandic primiparous women (Table 2). The aOR for episiotomy was also higher for
migrant multiparous women overall and for migrant multiparous women from countries
with a middle HDI score (0.850—0.899) than for Icelandic multiparous women (Table 3).

The aOR for instrumental birth was higher for migrant primiparous women overall than
for Icelandic primiparous women (Table 2). The aOR for instrumental birth was also
higher for migrant multiparous women overall and for migrant multiparous women from
countries with middle and low HDI scores (<0.900) (Table 3).

The difference in the prevalence of and crude ORs for elective CS between the groups
did not reach statistical significance. However, the aOR for elective CS reached statistical
difference for migrant multiparous women overall and for those from countries with high,
middle and low HDI scores compared with Icelandic multiparous women (Table 3).

The aOR for emergency CS were higher for migrant primiparous women from countries
with the lowest HDI score (<0.849), than for Icelandic primiparous women (Table 2). The
aOR for emergency CS was also higher for migrant multiparous women overall, as well
as for migrant multiparous women from countries with middle and low HDI scores
(<0.900), than for Icelandic multiparous women (Table 3).

4.1.2 Maternal outcomes

The aOR for OASI were lower for migrant primiparous women from countries with a
middle HDI score (0.850-0.899) but higher for migrant primiparous women from
countries with the lowest HDI score (<0.849), than for Icelandic primiparous women
(Table 2). The aOR for OASI were also higher for migrant multiparous women from
countries with the lowest HDI score, than for Icelandic multiparous women (Table 3).

The crude ORs for postpartum haemorrhage were significantly higher for migrant women
overall and for those from countries with middle (0.850—0.899) and the lowest (<0.849)
HDI scores than for Icelandic primiparous women; however, after adjusting for
covariates, the aOR for postpartum haemorrhage among them did not remain significant
(Table 2). In contrast, the aOR for postpartum haemorrhage among migrant multiparous
women from countries with the lowest HDI score (<0.849) relative to that for postpartum
haemorrhage among Icelandic multiparous women stayed significant after adjustments
were made for covariates (Table 3).
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Results

4.1.3 Neonatal outcomes

The crude ORs for preterm births were significantly higher and the aORs for preterm
births lower for migrant primiparous women from countries with the lowest HDI score
(0.849) than for Icelandic primiparous women (Table 2). The aORs for preterm birth
were also lower for migrant primiparous women from countries with middle and high
HDI scores than for Icelandic primiparous women (Table 2). The crude OR for preterm
birth was higher for migrant multiparous women overall and for those from countries with
middle (HDI 0.850—0.899) and low (HDI <0.849) HDI scores than for Icelandic
multiparous women (Table 3). After adjustments, the aORs for preterm births were not
significant (Table 3).

The crude ORs for perinatal mortality were significantly higher for migrant primiparous
women from countries with the lowest HDI score (<0.849), than for Icelandic primiparous
women, but the results were not significant after adjustments were made (Table 2).

4.2 Study Il

Among all 48,173 births included in this study, 42,076 (87.3%) were Icelandic and 6,097
(12.7%) were migrant. Compared to Icelandic women, migrant women were more likely
to be younger, married/cohabiting, have lower parity, have labour augmentation and
prolonged first and second stages of labour. Overall, migrant women were less likely to
be diagnosed with hypertensive disorders, have their labour induced, give birth to an
infant with macrosomia, be employed/a student and live in the capital area, compared
to Icelandic women. No differences were observed in terms of place of birth for migrant
women overall. Table 4 presents the crude and adjusted ORs with 95% Cls for the use
of pain management methods among migrant women in HDI groups, compared to
Icelandic women.

4.2.1 The use of any pain management methods

The main results of the multivariate logistic regression analyses were that more migrant
women did not use any form of pain relief compared to Icelandic women (Table 4), and
that migrant women from countries with the highest (=0.900) and lowest (<0.849) HDI
scores had higher aORs for the use of no pain management method compared to
Icelandic women.

When adjusted for covariates, no differences were observed in the ORs of use of any
pain management method among women with missing data on citizenship when
compared to women with Icelandic citizenship (Table 4).
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4.2.2 The use of non-pharmacological pain management methods

We observed significantly lower aORs for the use of non-pharmacological methods such
as acupuncture, TENS, shower/bath and aromatherapy among migrant women
compared to Icelandic women. The aOR for the use of warm/cold packs was higher
among migrant women (Table 4). Migrant women from countries with a middle HDI score
(0.850-0.899) had lower aORs for the use of acupuncture, shower/bath, aromatherapy,
and non-pharmacological methods alone, but higher aORs for the use of warm/cold
packs compared to Icelandic women (Table 4). Migrant women from countries with the
lowest HDI score (<0.849) had lower aORs for the use of acupuncture and shower/bath
compared to Icelandic women (Table 4).

4.2.3 The use of pharmacological pain management methods

Migrant women overall had lower aORs for the use of nitrous oxide inhalation and a
combination of non-pharmacological and pharmacological pain management methods
compared to Icelandic women (Table 4). Migrant women from countries with high HDI
scores (=0.900) had lower aORs for the use of epidural compared with Icelandic women
and migrant women from countries with the lowest HDI score (<0.849) had lower aORs
for the use of nitrous oxide inhalation, compared to Icelandic women. They also had
lower aORs for the use of a combination of non-pharmacological and pharmacological
methods, and a combination of non-pharmacological methods and nitrous oxide
inhalation compared to Icelandic women (Table 4).
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Embla Yr Gudmundsdéttir

4.3 Study Il

All eight participants in this qualitative study were Polish women who had lived in Iceland
for a duration of 1 to 5 years and whose ages range from 24 to 35 years. Five of them
were married and three were in a relationship, all with Polish partners. They all lived in
the capital area, and all but one were students or employed.

We generated one theme from the interviews conducted during pregnancy: (1) Feeling
not understood, alone and scared. Two themes were generated from the interviews
conducted after birth: (1) having someone who guides and accompanies you through
pregnancy and birth; and (2) the importance of having a voice. Two themes were
generated in the longitudinal analysis of the interviews taken during pregnancy and after
birth: (1) Respectful individualized care; and (2) importance of sharing information and
getting answers to your questions (Figure 2).

During pregnancy
Longitudinal analasys
during pregnancy and

after birth

1. Respectful individualized
care.

1. Feeling not understood,
alone and scared

2. Importance of sharing
After birth information and getting

1. Having someone who answers to your questions

guides and accompanies you
through pregnancy and birth

2. The importance of having a
voice

Figure 2 Themes
4.3.1 Interviews during pregnancy

4.3.1.1 Theme 1- Feeling not understood, alone and scared

When asked about their feelings when they thought of the birth, most women mentioned
that they felt insecure and linked this to the uncertainty of how the birthing process would
go. They expressed uncertainty about the experience of pain in labour but also about the
labour process and communication with the midwife.

The women thought good communication was a vital part of their intrapartum care. They
considered it to be the antidote to the insecurity they felt. They wanted clear
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communication and to avoid misunderstandings. For them, communication was not
merely transmitting information but also imparting ideas and emotions. The women
expressed a strong desire for respectful, sensitive, kind and supportive care.

Some of the women were planning to use their partners as translators but were insecure
and talked about how it will be stressful for their partners to translate and show them
support at the same time. Some didn’t know their rights regarding translators during
labour, and others were planning on asking for a translator if communication become
difficult. They were all hoping for a midwife who would be kind and helpful. However,
some feared that the presence of their partner would inhibit their connection with the
midwife. They believed that if they are alone during labour, without their partner, the
midwife would give them more support and stay with them during labour. They based
this on their earlier experiences in Poland and on stories from women who had given
birth in Poland.

Being informed was a very important part of communication with the midwife and her
care, and informed decision-making is noticeably important in the women’s narratives.

The need for information was also important in relation to their uncertainty about the
labour process. Power differences and hierarchy were reflected in their descriptions of
how someone might do something to them or their body without informing them and
getting their consent and will. The feeling of not being taken seriously and anxiety about
having their needs disregarded at a vulnerable moment was apparent. In the interviews,
communication in which midwives offer directions was mentioned as an important part
of support in labour and seen as a way to deal with the insecurity that can accompany

birth.

4.3.2 Interviews after birth

4.3.2.1 Theme 1 — Having someone who guides and accompanies you
through pregnancy and birth

Most of the women chose to have their partner with them during labour. They all
appreciated their partner's presence and indicated that they felt emotionally and
physically supported by them. To be cared for by a good midwife was frequently
mentioned when asked what makes a good midwifery care during labour. The frequently
mentioned characteristics of a good midwife were kindness, warmth, friendliness and
calmness. When asked what affected their feeling of comfort during labour, the women
mentioned care from the midwife as a strong factor.

4.3.2.2 Theme 2 - The importance of having a voice

The feeling of security was an important one, and some women felt that they formed a
trusting relationship with the midwife when they were respected. It was not only important
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that they were allowed to make their own decision; it was also important that they were
helped to carry them out.

Communication was a very important factor in midwifery care during labour. All women
wanted to communicate with their midwives, and half of them emphasised the need to
be guided and offered a translator. Communication was also evident in the way of being
well informed e.g. about pain management, where the individual need of the women
was taken into consideration by the midwife.

Building trust was also important, and continuity of care during labour enabled this
communication between the women and the midwife.

4.3.3 Longitudinal analysis

4.3.3.1 Theme 1 —Respectful individualised care

Descriptions of respectful individualised care was reflected in several experiences.
Whenever the women’s preferences were not met, they experienced disappointment
regarding intrapartum midwifery care. One of the preferences that was often mentioned
was pain management, as the experience of physical pain was worse than most of the
women had anticipated. The women who mentioned not being offered the various
options of pain relief methods during labour also experienced a hard time
communicating with the midwife and were more likely to be disappointed with midwifery
care. During the pregnancy interviews, they expressed the need for a translator but said
they were not offered one during labour. Also, two women experienced disappointment
when they were left alone in the labour room after mentioning the importance of
midwifery support during labour in the pregnancy interviews.

However, overall, the women’s experience of birth was better than they had anticipated,
and this was not only aftributed to the joy they experienced when they had their baby in
their arms but also to the good midwifery care they received and how their individual
needs were met.

4.3.3.2 Theme 2 — Importance of sharing information and getting
answers fo your questions

The women’s expectations were usually based on their knowledge about labour pain,
facilities and the process of childbirth, and culture was an underlying factor in the
women’s narrative. Their own previous experiences and those of others affected their
expectations and often ignited anxiety and insecurity.

The women also thought the facilities and services were better than they had expected
after hearing birth stories from women who gave birth in Poland. The women thought
birth preparation to be beneficial but at the same time said it was hard to prepare for
birth given that each process is unique. Four women attended a birth preparation course
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in Polish during pregnancy and they shared that they felt a certain security before birth
and had expectations regarding pain relief methods during labour. However, two of them
felt that they needed more information than was provided during birth, which was
probably due to difficulties in communication with the midwife and the need for a
translator, who was not offered or available. Others spoke of the importance of getting
their questions answered by their midwife during antenatal care, where continuity of
midwifery care was an important factor in getting the information needed to prepare for
birth. Having the same midwife, at least during pregnancy, was seen to establish trust,
and establishing a connection with the midwife offering the care during pregnancy,
where the midwife has all the information, and seeing the same midwife were factors that

promoted better communication.
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5 Discussion

The overall aim of the study was to create a body of knowledge that offers a deeper
understanding on which childbirth practices, if at all, need to be improved within the
Icelandic healthcare system and how migrant women and their new-borns” welfare and
health can be ensured. Using both quantitative and qualitative research methods for the
study, we were able to shed a different light on the study objectives. The three studies
indicate disadvantages for most migrant women in terms of (I) maternal and perinatal
outcomes and (ll) the use of pain relief management during birth. The women’s
experiences revolved around good communication with the midwife, empathy by the
midwife, ideas and message (Ill).

5.1 Challenges in migrant women’s maternity care in a high-
income country — Study |

Migrant women were more likely to be primipara. One could speculate that they
preferred to move back to their home country after the birth of their first child and have
their second children there. This is also likely because their average duration of stay in
Iceland is short and the average age of migrant women is low.?

There was a great variety of similarities and differences in the outcomes in Study I. There
is a certain disadvantage in comparing migrants with a host population because it is
difficult to ascertain whether migration itself improves or worsens health.°2In our study,
the effect of socio-economic status could only be partially modelled, but after adjusting
for the available variables of social status and underlying health conditions of the mother,
the result indicated persistent disadvantages for most groups of migrant women,
suggesting that other factors (e.g. access**¢° to healthcare and quality of care*?) might
also be significant.

5.1.1 Childbirth interventions

For instrumental birth, similar results were found in a Norwegian study.?* However, a
Finnish study?? showed different results, with similar prevalence of instrumental delivery
among migrant and Finnish women. Our finding of a higher aOR for emergency CS
among migrant women in our lowest HDI group is in line with those of Swedish,?®
Norwegian?® and Finnish studies.?’ Another Norwegian study® showed a higher risk of
emergency and elective CS for all groups of migrant women except Vietnamese, which
partially agrees with our result. The timing of the emergency CS could help with
speculating the possible cause of these higher odds. If the odds of undergoing
emergency CS are higher during the first stage of labour, the indication might have been
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present during pregnancy, perhaps an underdiagnosed problem, and with better care,
they probably would have undergone an elective CS.

The reasons for an instrumental birth vary from maternal exhaustion and medical
indications to a prolonged second stage of labour and foetal compromise.’”® We
analysed the prevalence of foetal compromise (ICD-10: 068.0-3) and found it to be
higher among all primiparous migrant women, the middle HDI group and the lowest HDI
group. This may partially explain the higher instrumental birth rates observed among
primiparous migrant women overall but not among multiparous migrant women.

One could speculate that differences in the mode of birth may be due to foeto-pelvic
disproportion,’™ but when measuring its prevalence in this study (ICD-10: ©65.4), only
migrant women in the lowest HDI group had a higher prevalence of foeto-pelvic
disproportion than Icelandic women, which does not explain the higher aOR for
instrumental birth and emergency CS among multiparous migrant women in the middle
HDI group. BMI, problems with communication/language and other known risk factors™*
could explain our results, but these were not measured in our study.

Our findings on higher odds of episiotomy for migrant women overall and those in the
middle HDI group were not in line with those of a Norwegian study.?

5.1.2 Maternal outcomes

We performed a sub-analysis to determine whether instrumental birth explains the higher
odds for episiotomy and OASI observed among migrant women and found that it did
affect the outcome for migrant women in the lowest HDI group, both primi- and multi-
parous women, but had no effect on the odds for the other migrant groups. Our results
on postpartum haemorrhage agree partially with those of two Norwegian studies,?*?* but
not with those of a Swedish study.?

5.1.3 Neonatal outcomes

No significant differences in the incidence of low Apgar, NICU and perinatal mortality
were found between Icelandic and migrant women. Our results on neonatal outcomes
among all migrant primiparous women possibly suggest a later start of antenatal care
among migrant women. The higher crude OR for preterm birth in the all migrant groups
and higher prevalence of preterm birth in the lowest HDI groups are in line with previous
studies where preterm births were more common in certain groups of migrant women,
such as those from Asia and Africa, in which most of the countries have a HDI below
0.850.2"2244 |n a recent population-based Icelandic cohort study on premature births,
migrant women were likely to be diagnosed with urinary tract infections, diabetes,
intrauterine growth restriction (IUGR) and premature rupture of membranes (PROM).'
This is in line with previous studies where a higher prevalence of PROM was suggested
to be connected to poor housing conditions.’® In a special report on migrants by
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Statistics Iceland, migrants were more likely to live in cramped housing conditions, and
one third of them said they believed they had poor housing.? However, despite their
shorter gestational age and fewer antenatal care visits compared to Icelandic women, we
know neither when their first visit took place nor how long they stayed in the country.

5.2 The use of pain management in childbirth among migrant
women in Iceland - Study Il

The results from this nationwide study indicate less use of pain relief among migrant
women in Iceland between 2007 and 2018 compared to Icelandic women. Moreover,
the results suggest higher odds of no pain relief use among migrant women from
countries with the highest and lowest HDI scores and lower odds of the use of non-
pharmacological pain management methods, such as acupuncture and shower/bath,
among migrant women from countries with a HDI score <0.900. Additionally, lower
odds were observed for the use of warm/cold packs, aromatherapy, nitrous oxide
inhalation and pethidine as well as a combination of non-pharmacological and
pharmacological methods among migrant women from countries with the lowest HDI
score. Migrant women from countries with the highest HDI score had lower odds of
epidural use compared to Icelandic women. Higher odds were only observed for the use
of warm/cold packs by migrant women from countries with a middle HDI score compared
to Icelandic women.

These findings are open to different interpretations. On the one hand, migrant women
may have a more natural approach to childbirth and higher levels of confidence and trust
in their ability to manage labour pain. On the other hand, disparity in access fo all options
of maternity care and lack of full exposure to quality antenatal and intrapartum midwifery
care may be present.®>¢ Still, a large group of women in each category (70%—75%)
used some type of pain management. Nitrous oxide inhalation was the most used (44%—
46%) pain management method within all groups of women except for migrant women
in the lowest HDI-group, where epidural anaesthesia had the highest prevalence (42%
compared to 41% for the use of nitrous oxide inhalation). This is inferesting since the
standard of care is to offer pain management methods with lower risks of side effects
before offering methods, such as epidural, which have known side effects. This might
indicate some sort of problems in communication and information sharing between the

midwife and the pregnant woman.

Comparing our results on the use of pain management methods during labour among
migrant women with those of previous studies was limited due to the different study
methods and group composition regarding reason for migration and country of
citizenship.'%’
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5.2.1 The use of any pain management methods

In a Finnish study,?? migrant multiparous women had a slightly higher prevalence of the
use of any pain relief method in comparison to Finnish women (70% vs. 68%, p < .01).
These results are not in accordance with those of our study where primi- and multi-parous
migrant women had a lower prevalence of the use of any pain relief method in
comparison to Icelandic women (73.5% vs. 74.8%, p = .035).

5.2.2 The use of non-pharmacological pain management methods

Our finding of lower odds of the use of non-pharmacological pain management methods
among migrant women overall align with that of a Swedish study®? and might indicate
differences in cultural preferences, access and quality of care for migrant women. The
overall underutilisation of pain management methods among migrant women compared
to Icelandic women in our study, especially among women from countries with HDI scores
<0.900, is a possible indication of problems with accessibility and disparity in antenatal
and intrapartum midwifery care.”’ Deficiencies in the midwife—woman relationship can
be a barrier to quality intrapartum care, where the midwife may not be able to interpret
the wishes of the migrant women, provide sufficiently individualised care and offer the
options available in an objective manner. Reasons for this could include language
barriers, where limiting circumstances for the use of interpreters in the birth setting could
restrict the provision of equitable care.’® Cultural barriers, a wide educational gap
between the pregnant woman and the midwife’® and the midwife's response to the
woman’s pain expression’® can also affect equitable care. Expressions of pain are
strongly influenced by cultural, emotional, motivational, social and cognitive factors.’ A
lack of respect for the woman and failure to understand the migrant woman can affect
health beliefs among migrant women about when, where and how to seek help." Given

the administrative nature of our data, these factors were not measured in our study.

5.2.3 The use of pharmacological pain management methods

Our results of lower aORs for epidural use among migrant women in the highest HDI
group is similar to those of other research;%¢"™ however, there was no difference in
epidural use among migrant women with citizenship from countries with HDI < 0.900,
which is different from the results of other studies.??¢"4>""" While less use of non-
pharmacological pain relief in the lower HDI groups of migrant women may, to some
extent, be explained by cultural and language barriers and an educational gap, less use
of epidural by the highest HDI group may be explained by higher education levels and
more access to evidence-based information in the women’s language.
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5.2.4 Access

Migrant women's ability fo access the services they need, such as pain relief, when they
need them depends on whether the Icelandic maternity service can reach the targeted
group and provide health education and promote preventive care.” Even though
financial means may be a practical barrier to reaching the few women migrating from
outside the EEA, cost of care should not be an issue for the majority of migrant women
in Iceland. However, language barriers can be an issue for most of them. Only a few
antenatal educational programs on pain management methods are available in different
languages in Iceland. These programs are also not covered by the Icelandic health
insurance. These factors—the accessibility and cost of such programs—can affect how
well a woman is informed and prepared to use pain management methods during labour.
Cultural mediators, which can have an important role in reducing social and cultural
barriers to access,"? are not easily available in Iceland.

In our previous study (I), we found an increase in the prevalence of instrumental births
and episiotomy, which strengthens our interpretation that access to healthcare and the
quality of care for migrant women in Iceland is not equal to that for Icelandic women.
Nevertheless, further studies are needed to examine whether the effect of having a
foreign citizenship on the use of pain management methods in labour is mediated by
other factors such as education’? and cultural preferences.

The presence of pain is not necessarily connected to a negative birth experience.
However, women need access to effective, simple and safe ways to help them cope with
labour. Their involvement in well-informed decision making and respectful support from
midwives may be more important to them than pain relief itself.”™ The lower odds of use
of pharmacological pain relief methods observed among migrant women could be
interpreted as a positive result due to the relationship of these methods with known side
effects and other interventions. If the odds of the use of non-pharmacological pain relief
methods among migrant women had been higher, we would have assumed that their
need for pain relief was met in some way. However, because of the lower odds of use
of non-pharmacological pain relief methods among them, it indicates poorer access and

quality of care.

5.3 Migrant women'’s care needs, expectations, and experiences
of midwifery care during birthing in Iceland - Study IlI

Throughout this study, the overriding finding was that many women felt insecure about
care in labour, pain relief and communication. These contributed greatly to their
experience of birth. The women’s expectation about intrapartum care was mainly built on
insecurity not only concerning the labour process and level of pain to be experienced
but also concerning communication with the midwife, which was a frequent concept
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during the analysis. Their expectations were largely shaped during pregnancy by other
women’s experience in Poland.

5.3.1 Communication and a connection to the midwife

Establishing good communication as well as a connection to the midwife was an overall
need among all the women. Communication, in terms of transmitting information, was
related to language, where women without a sufficient grasp of English thought of birth
as a stressful experience. Women wanted a conversation with the midwife, information
and guidance about the natural process of birth to support and enable them to make
informed decisions. Some women were planning on using translators during labour, but
in some cases, they did not because the midwife did not take the initiative to offer them
one, and the women did not ask because they did not want to be considered a nuisance.
However, communication in terms of imparting emotions, ideas and knowledge was an
even stronger factor in the women’s narrative, where the midwives’ characteristics were
important. They needed a midwife who stayed with them during labour; a midwife who
was kind and showed warmth, respect and support in her care. A midwife who made
them feel empowered enough to make informed decisions. This finding is in line with
those of previous studies on midwives” professionalism in woman-centred care.” |n a
recent Icelandic study, migrant women and women with social complications were more
than twice as likely to report low levels of respect in maternity care compared to Icelandic
women.” Our findings on the need for caring relationships was also evident in previous
studies® where it was linked to the women’s source of strength and had a positive
influence on their well-being and health. Woman-centred care, in a cultural context,
supports women's needs, where the midwife creates a birthing atmosphere and forms a
reciprocal relationship with the woman using grounded knowledge; this is well described
in the midwifery model of care by Berg et al.®°

The satisfaction that the women experienced during childbirth seems to be largely
influenced by the extent to which they communicated with a caring midwife, how much
control they had and the extent to which they were able to influence the outcome of the
birth experience. This is in line with previous studies on migrant women where
experiences of mistreatment during childbirth, such as ineffective communication, loss
of autonomy and lack of informed consent, were reported.”122 When the women were
supported in ways they considered as supportive and had good communication with the
midwife, they experienced comfort and well-being even though they experienced
physical pain,; this is very much in line with Schuiling’s and Sampselle’s theory on
comfort.”’

The importance of the women’s partners support, both emotional and physical, was
evident even though they did not all realise it during pregnancy. The fact that the women,
during pregnancy, did not all realise the importance of having their partners” support
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during labour gives health professionals a reason to discuss this matter during antenatal

care.

They were not keen on medical interventions and were instead more focused on the
natural process of childbirth; this finding is not really in line with that of a previous study
on how lIcelandic doctors and midwives perceived Polish women.”® Women who
planned for a non-pharmacological pain management during labour felt disappointed
when they could not get the support to go with it because of external conditions such as
access and heavy midwifery workload. However, the women’s experience of intrapartum
care and the overall service they received in this study was better than what they had
expected it to be.

5.4 Strength and limitations

5.4.1 Strength and limitations of Study |

This study is the first of its kind in Iceland. Its main strength is the use of registry-based
population data spanning more than two decades. Given the prospectively and
independently collected data, our study is likely to have minimal selection and information
bias. Potential confounding was, in part, counteracted by adjusting for background
characteristics during regression analysis and stratifying by parity. Another strength is the
large cohort size and the power to detect differences in rare outcomes.

Due to IMBR data registration based on citizenship rather than country of origin, the
reference group included migrant women who had received Icelandic citizenship (a total
of 6,983 women of all ages received Icelandic citizenship during the research period®);
21% of the women who received Icelandic citizenship during the research period were
from Poland, 12% were from the Philippines, 10% were from Thailand, 2% were from
Lithuania (Lietuva), 2% were from Latvia, 1% were from Germany and 1% were from
Rumania.®" According to the Icelandic legislation on the granting of Icelandic citizenship,
the applicant must have been a resident in Iceland for three to seven years (depending
on former citizenship, marriage, or cohabitation with an Icelandic citizen).’?* New asylum
applications for refugee women of all ages during the study period were 1,130 in tofal

).8! The total number of refugee women during the study

(based on the year of application
period was 247 (all ages).®' These are likely to be the most vulnerable women among the
migrants. They are also likely to have a poorer SES than the other migrant women, and

therefore, the association with the outcome was probably biased toward the null value.

Another limitation of this study is the missing data on citizenship and HDI classification
for 350 migrant women, leading to a risk of distortion related to exposure. However,
they were analyzed in the 'all migrant women’ group. It is unknown to which group they
belong or the reason for the missing data. Combining different origins within the HDI
groups may have obscured the differences among the ethnic groups. Additionally, we
based part of our analysis on the 2018 HDI, but the evolution of the index over the
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research period could have impacted the migrant women’s classification. This limitation,
i.e. the lack of information on these women's reason for migrating, as well as socio-
economic variables, such as education, length of stay in the host country and date of first
antenatal visit may have prevented a more accurate identification of the women likely to
be the most vulnerable and impeded our ability to gain insight into their associated
outcomes. These weaknesses in the data registration provide an opportunity for
improvement in data registration in ways that will benefit maternity care.

Previous studies on the risk of adverse maternal and perinatal outcomes in migrant
women compared to women in the host country have shown inconsistent results, with
heterogeneity in study designs and the definitions of exposure groups. The Icelandic
migrant group of women differs from that of other Nordic countries in terms of country
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of origin/citizenship and reason for migration.’” This allows a limited comparison of

results with previous studies in other Nordic countries, despite other similarities in culture

and health.

5.4.2 Strength and limitations of Study II

This study is the first of its kind in Iceland. Its main strength is the use of prospectively
and independently collected registry-based population data spanning 11 years; therefore,
it is unlikely to have selection and information bias.

A limitation of the study is the lack of information on citizenship for 211 migrant women,
which may have led to exposure distortion. However, they were analysed in the “all
migrant women” group. The lack of information on education, length of stay, continuous
support during labour, participation in prenatal classes, language skills, use of
interpreters and labour pain intensity due to the use of administrative data, was a
limitation. This would have allowed for better interpretation of the results. Also, the use
of morphine and pethidine in labour may have misled us since we could not rule out
whether it’s use was in fact after childbirth or during emergency CS; thus, this can be
considered a limitation of the study.

5.4.3 Strength and limitations in study 1l

To the best of our knowledge, this is the first study on migrant women’s expectations and
experience of intrapartum midwifery care in Iceland. There was no selection bias in the
second inferviews as the women were enrolled before they had their birth experience.
The design of the study allowed us to capture a good picture of the research topic. Also,
the external transferability of the findings is limited to Polish women migrating to Iceland,

the biggest group of migrant women in the country.

The quality of the data collected and reported is inevitably dependent on the
interpretation of the authors.

46



Discussion

5.5 Implications for practice and future research

The results of this study add to the pool of knowledge on maternal and perinatal outcomes
as well as the use of different pain management methods in labour among migrant women
in Iceland compared to Icelandic women, and their experience of intrapartum midwifery
care.

The midwife's role is to assess the needs of all pregnant women and their families
regarding the physical, emotional, social and intellectual aspects of the childbirth process
and design care during childbirth with to the aim of meeting these needs. Our results
indicate that perhaps the most valuable goal of midwives who prepare migrant women
for childbirth is to provide them with a safe space to express their needs and formulate
their goals and promote their sense of control and experience of power and the feeling
that they have accomplished something at birth. This involves good communication, the
use of appropriately trained translators if needed and a woman-centred approach to care
involving respect and kindness. Continuity of care’ and a provision of culturally sensitive
maternal health service’' have been highlighted as important to meeting migrant
women’s needs, helping them find a sense of meaning in their new country and
enhancing positive outcomes of a healthy mother and baby. Continuity of care is a way
of empowering all women (especially migrant women, who are considered a vulnerable
group) and assessing the needs of women as well as their expectations regarding the
childbirth process. During pregnancy, it is important that midwives take advantage of the
unique opportunity they have with migrant women to assist them in such a way that they
are most empowered for the upcoming challenges related to the birth of their child.
Midwives can encourage migrant women to have their partners with them during birth,
inform them of the options available to them and encourage them to request an interpreter
if needed. To ensure that care is appropriate, respectful and in partnership with all
women, cultural competency and anti-discriminatory practice must be improved. This
could be achieved through pre- and postregistration training of midwives and other
clinical and non-<linical staff involved in the care of migrant women. This training should
cover the social, clinical and psychological needs of migrant women and contain up-to-
date information regarding policy and current socio-political population influences, as
suggested by McNight et al.™®

The regulation on health insurance for migrants during their first six months in Iceland
can furthermore affect their access to care (e.g. fewer antenatal visits, less use of
epidurals and fewer labour inductions). Notably, we had no information on the need for
or use of interpreters in maternity care. The findings have implications for maternity care
practice such as the use of interpreters to ensure good communication, organisation of
culturally sensitive antenatal educational programs in different languages, individualised
healthcare and clinical care of pregnant women, particularly migrant women with
citizenship from countries with a HDI score <0.900.
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5.5.1 Future research

Further studies are needed to develop an adequate evidence base on the health of
migrant women. Future research should focus on the possible predictors of the different
outcomes, the provision of perinatal care and its effect on perinatal outcomes and the
experiences of migrant women in Iceland to be able to develop personalised and
culturally sensitive antenatal and perinatal care for all women in the country. Additionally,
by using the HDI as a social determinant of perinatal and maternal health, the differences
in outcomes observed between exposed and unexposed women demonstrate underlying
inequalities that might interfere with antenatal and perinatal care. As seen in this research,
women with citizenship from countries with lower HDI do worse than those with
citizenship from the host country, while women with citizenship from countries with
similar HDI as the host country do as well or even better than women with citizenship
from the host country. It is important to bear in mind that a possible reason for the
contradictory results of studies on migrant women may be the fact that if we cannot
delineate different groups of migrant women, the discrimination experienced by women
with citizenship from countries in the lower HDI groups will be hidden. This is important
for future research.

Migrant women, especially women with citizenship from countries with a HDI score
<0.900, are more likely to undergo instrumental birth and emergency CS than Icelandic
women. The underlying reasons are not known, but it is important to seek explanations
(for example, by studying the access of migrant women to maternity care) in order to
make improvements. The need for and actual use of interpreters in maternity services is
also an important topic for future research. However, the success and quality of future
research depends on whether the acquisition of data and storage is improved.
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6 Conclusions

Our results demonstrate that being a migrant woman in Iceland from a country with a low
HDI score increased the odds for several maternal and perinatal complications and
interventions and decreased odds for the use of non-pharmacological pain management
methods without increasing that for the use of pharmacological pain relief. On the other
end of the spectrum, migrant women who had citizenship from countries with a high HDI
score showed similar outcomes and odds of pain relief use as Icelandic women, except
for their lower odds of epidural use. Our results clearly acknowledge that migrant
women’s care situation in a new country is related to good communication and their
connection to others. This study identifies the possible hindrances in maternity care along
with factors that promote the health and healthcare needs of migrant childbearing women
in Iceland.

The overall aim for the thesis was to create a body of knowledge that offers a deeper
understanding on what practices, if any, need to be improved within the Icelandic
healthcare system and how migrant women and their new-borns” welfare and health can
be ensured. This body of knowledge will be useful for policy making and the practice of
maternity care. Equally important is the transfer of this knowledge into the curriculum of
midwifery education. To enable midwives to improve care for migrant women and serve
the increasingly diverse population in Iceland, professional education, training and a
working environment supported by guidelines and responsive policies need to be put in
place.

The findings in this study encourage a further look into the inequality in healthcare in
Iceland, a country that emphasises equal access to healthcare as a key aim in its
healthcare policy. Furthermore, this study indicates an urgent need to improve data
collection on maternity care by including migrant health outcomes that are more closely

aligned with their needs.

It is our hope that this knowledge will positively affect the practice of midwives and other
maternity care providers as well as the curriculum for future midwives in Iceland. By
acknowledging migrant women’s diversity in terms of their experiences of security,
knowledge and personal values, we can implement policies regarding how to provide
maternity care for migrant women and protect them during the most vulnerable moment
of a woman’s life, childbirth.
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Abstract

Introduction: This study aims to explore maternal and perinatal outcomes of migrant
women in Iceland.

Material and methods: This prospective population-based cohort study included
women who gave birth to a singleton in Iceland between 1997 and 2018, compris-
ing a total of 92 403 births. Migrant women were defined as women with citizen-
ship other than Icelandic, including refugees and asylum seekers, and categorized into
three groups, based on their country of citizenship Human Development Index score.
The effect of country of citizenship was estimated. The main outcome measures were
onset of labor, augmentation, epidural, perineum support, episiotomy, mode of birth,
obstetric anal sphincter injury, postpartum hemorrhage, preterm birth, a 5-minute
Apgar <7, neonatal intensive care unit admission and perinatal mortality. Odds ratios
(ORs) and 95% confidence intervals (Cls) for maternal and perinatal outcomes were
calculated using logistic regression models.

Results: A total of 8158 migrant women gave birth during the study period: 4401
primiparous and 3757 multiparous. Overall, migrant women had higher adjusted ORs
(aORs) for episiotomy (primiparas: aOR 1.43, 95% Cl 1.26-1.61; multiparas: 1.39, 95%
Cl 1.21-1.60) and instrumental births (primiparas: 1.14, 95% ClI 1.02-1.27, multiparas:
1.41, 95% Cl 1.16-1.72) and lower aORs of induction of labor (primiparas: 0.88, 95%
Cl 0.79-0.98; multiparas: 0.74, 95% Cl 0.66-0.83), compared with Icelandic women.
Migrant women from countries with a high Human Development Index score (>0.900)
had similar or better outcomes compared with Icelandic women, whereas migrant
women from countries with a lower Human Development Index score than that of
Iceland (<0.900) had additionally increased odds of maternal and perinatal complica-

tions and interventions, such as emergency cesarean and postpartum hemorrhage.

Abbreviations: aOR, Adjusted odds ratio; Cl, confidence interval; HDI, Human Development Index; IMBR, Icelandic Medical Birth Registry; OASI, obstetrical anal sphincter injury; OR,

odds ratio.
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1 | INTRODUCTION

Immigration is steadily increasing worldwide, with almost one in
10 people in the World Health Organization European Region esti-
mated to be an international migrant.! Iceland is no exception, with
14.1% of its population holding foreign citizenship in 2019,% which
is similar to the percentages in Norway® and Denmark.* The ineg-
uity that migrants face concerning their state of health and access to
quality health services has been demonstrated by global researchers
and international organizations.®

Perinatal outcomes have been previously studied among migrant
women in high-income countries. Increased risks of adverse peri-
natal outcomes have been reported among migrant women in the
Nordic countries compared with the host population.™** However,
the results of previous studies have been inconsistent regarding

h 7.8,10,12,13,15 8,10,11
,

mode of birt| maternal outcomes and interven-

tions,”*°

reflecting heterogeneous study populations, designs and
exposure group definitions. Theories regarding better/adverse peri-
natal outcomes include the healthy migrant effect,'? socioeconomic

7.8,10-12,16 7-911,13,16

disadvantage, suboptimal use or access to care,

underlying conditions in the mother"1%'21516 and the stress of
migration.*%1¢

Despite increasing global attention to migrants’ health,” there
is limited knowledge on the perinatal health of migrant women in
Iceland.

Immigration in Iceland increased from 4.6% in 2006 to 14.1% in
2019.!® Migrants in Iceland are mostly 15-49 years of age (75%) and
50% of migrants have fewer than 5 years of median duration of stay
in the country.? The majority (68%) mention work as their reason
for moving to the country.’” However, they often do not have jobs
that suit their education level and have long and non-standard work-
ing hours when compared with the Icelandic-born population.'® Of
all migrants, 45% are women,2 43.9% of whom work in production
jobs.20 Most migrant women in Iceland come from Poland (34.6%),
the Philippines (5.9%), Lithuania (4.9%), other Nordic countries
(4.7%), Germany (4.2%), Thailand (3.9%), Latvia (2.6%), Romania
(2.2%) and the USA (2.1%),2 thus, the majority come from countries
where health, education and the economy are considered good.21

Active integration with the host population and policies promot-

ing social participation have been linked to lower risks of adverse

Conclusions: Women's citizenship and country of citizenship Human Development
Index scores are significantly associated with a range of maternal and perinatal com-
plications and interventions, such as episiotomy and instrumental birth. The results
indicate the need for further exploration of whether Icelandic perinatal healthcare

services meet the care needs of migrant women.

childbirth interventions, maternal outcome, migrant, perinatal complications, perinatal

Key message

This cohort revealed increased odds of several mater-
nal and perinatal complications and interventions among
women with foreign citizenship compared with women
with Icelandic citizenship. This difference was increased
for women from countries with an HDI score lower than
the score for Iceland (<0.900).

maternal and perinatal outcomes in other countries.?? However, de-
spite growing numbers and increasing global attention to migrants’
health,* the integration policy in Iceland has been criticized for its
lack of an infrastructure that can identify and respond to the specific
health and access needs of migrants.'®

This primary objective of this study was to explore maternal and

perinatal outcomes among migrant women in Iceland.

2 | MATERIAL AND METHODS

The population in this cohort study included women who gave birth
to a singleton in Iceland between 1 January 1997 and 31 December
2018. The data were prospectively collected from the Icelandic
Medical Birth Registry (IMBR), which is a routinely collected na-
tionwide centralized administrative registry. It includes information
on all births in Iceland from 22+0 weeks’ gestation or from infants
weighing 2500 g. A total of 92 403 births were included during the
study period: 37 456 primiparous women and 54 947 multiparous
women. Maternity care in Iceland is part of a publicly funded health-
care system and is therefore mostly free of charge; however, legal
migrants must pay for health insurance during their first 6 months
in Iceland.’® The recommended number of antenatal care visits in
an uncomplicated singleton pregnancy is 10 for healthy primiparas
and seven for multiparas. Migrants are entitled to a free interpreter,
either via telephone or a face-to-face meeting.?®

Data on maternal characteristics, pregnancy complications and
birth characteristics were obtained from the IMBR. Obstetric inter-

ventions and birth complications were registered using the following:
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e The recorded variables and diagnostic and surgical codes in the
IMBR,

e The International Statistical Classification of Diseases and Related
Health Problems, 10th revision (ICD-10)

e The Nordic Medico-Statistical Committee Classification of
Surgical Procedures (NCSP).2*

The exposure variable was both a binominal variable and a trichot-
omous categorical variable based on registered citizenship. The binom-
inal variable “migrant women” was defined as women with citizenship
other than Icelandic, including refugees and asylum seekers. Migrant
women who had received Icelandic citizenship were included in the
reference group. The trichotomous categorical variable was based on
the Human Development Index (HDI), a statistical composite index of
life expectancy at birth, education and per capita income indicators.?*
Due to data protection regulations, we were not able to use the vari-
able country of citizenship. Therefore, HDI scores for year 2018 were
categorized by IMBR in 12 groups with increments of 0.050. Due to
the small number of migrants coming from countries with a low HDI
score, the groups in the lower levels were combined. The lowest 10
categories, including countries such as the Philippines and Pakistan,
were merged into a group with an HDI score of <0.849. The second
group (HDI score = 0.850-0.899) included countries such as Poland
and Lithuania, and the third group (HDI score 20.900) included the
Nordic countries and the UK, among other countries with similar
health, education and economy levels to those of Iceland. A total of
350 women (4.3% of all migrants) were missing in the HDI classification
due to missing data on citizenship but were included in the “all migrant
women” group and were analyzed separately.

The following maternal sociodemographic characteristics at
the time of giving birth were obtained from the IMBR: citizenship
(Icelandic, other and the three HDI groups), age (continuous; <19,
20-24, 25-29, 30-34, 35-39 and 240), parity (0, 1, 2 and 23), ges-
tational age in full weeks based on routine fetal ultrasound exam-
ination in pregnancy weeks 19-21 (continuous; <36+6 weeks, 37+0
to 41+6 weeks, 242+0 weeks), marital status (married/cohabiting,
single/widowed/divorced), residence (capital area, including the
capital and six surrounding municipalities, rural), employment during
pregnancy (employed, student, homemaker/on disability pension/
unemployed), previous cesarean section (ICD-10: O34.2) and year
of giving birth (continuous; 1997-2006, 2007-2018). The cut-off
year of 2007 was chosen because migrants before that year, made
up <2% of the population and their numbers substantially increased
after that.?® Information was also obtained on the number of ante-
natal care visits (continuous; 0, 1-3, 4-8, 9-11 and >12) and level of
birth services, primary (small labor units with midwives and general
practitioners, homebirths or birth centers with midwives), secondary
(medium-sized labor units with midwives, obstetricians or surgeons
with obstetrical training) and tertiary (specialized maternity units
with facilities for high-risk pregnancy and labor, with midwives, ob-
stetricians, anesthesiologists, neonatologists and neonatal nurses,
surgical service and a Neonatal Intensive Care Unit) healthcare set-

tings. Additionally, data were obtained from during pregnancy and

birth on maternal diagnoses of chronic and pregnancy-related dia-
betes (ICD-10: 024.0-1, 024.4, 024.9, E10-14), hypertensive dis-
orders (ICD-10: 010-11, 013-14, 015.0-1, 016, 110), HIV (ICD-10:
Z21, B20.8), hepatitis (ICD-10: Z22.5, B18.1-2), thalassemia (ICD-
10: D56), symphysis pubis dysfunction (ICD-10: 026.7) and obe-
sity (ICD-10: E66.0-2, E66.8-9). Missing variables are presented in
Tables 1 and 2.

Perinatal outcomes included induction of labor (IMBR: onset of
labor; ICD-10: 083.8; NCSP: MASC00, MAXC02, MAXCO09), aug-
mentation of spontaneous onset of labor with oxytocin (NCSP:
MAXCO00) and amniotomy (NCSP: MASCO5), epidural during labor
(NCSP: WAA307, ZXXX30), perineal support (IMBR: yes, no), epi-
siotomy (NCSP: MAXXO00), instrumental vaginal birth (ICD-10:
081.0-5), elective cesarean section (IMBR: onset of labor; ICD-10:
082.0) and emergency cesarean section (ICD-10: 082.1). Maternal
outcomes included obstetric anal sphincter injury (OASI) (ICD-10:
070.2-3) and postpartum hemorrhage (ICD-10: 072.0-3). Neonatal
outcomes included preterm birth (<36+6 w) (IMBR: continuous), a
5-minute Apgar <7 (IMBR: continuous), Neonatal Intensive Care Unit
admission (IMBR: supervision of newborn) and perinatal mortality
(IMBR: death of the newborn), which was identified as the intrauter-
ine death of a fetus 222 weeks’ gestational age, and/or 2500 g if
gestational age is unknown and the death of a newborn in the first

week after birth.

2.1 | Statistical analyses

Chi-square and Fisher's exact tests were used to compare crude
rates. We used logistic regression models with listwise deletion of
missing data to calculate odds ratios (OR) and 95% confidence in-
tervals (Cl) for the differences in maternal and perinatal outcomes
between migrant women and Icelandic women, using women with
Icelandic citizenship as the reference group. The calculation was
made for all women with foreign citizenship and for each of the
three HDI groups separately. The models were adjusted for the con-
tinuous variables (maternal and gestational age at the time of giving
birth, number of antenatal care visits and birth year). The models
were also adjusted for the binominal variables (hypertensive disor-
der, diabetes, HIV, hepatitis, obesity, symphysis pubis dysfunction,
thalassemia, marital status, residency and employment status) and
the trichotomous variable level of birth services. All analyses were
performed separately according to parity and the model for multipa-
rous women was additionally adjusted for the continuous variable
previous births and the binominal variable previous cesarean sec-
tion. All analyses were conducted using statistical software SPSS
version 26 (IBM Corp., Armonk, NY, USA).

2.2 | Ethical approval

This study received ethical approval from the National Bioethics
Committee on 11 June 2019 (VSNb2019050003/03.01).
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TABLE 1 Background characteristics of primiparous women with foreign citizenship and Icelandic citizenship who gave birth to a
singleton in Iceland between 1997 and 2018%

Primiparous women

All migrant Migrant women, Migrant women Migrant women,
TOTAL Icelandic women women HDI 20, 900 HDI 0.850-0.899 HDI <0, 849
(n =37 456) (n =33055) (n =4401) (n=893) (n =2327) (n =1004)
Characteristics % % % p value % p value % p value % p value
Maternal age at <0.001 <0.001 <0.001 <0.001
birth, yr
<19 8.4 9.1 2.9 1.9 3 2.9
20-24 33.2 344 243 16.6 277 22.5
25-29 36.5 35.8 41.8 35.9 45 41.2
30-34 15.4 14.3 23 31.8 19.2 24.2
35-39 5.3 51 6.8 11.6 4.5 7.6
240 1.2 1.2 1.3 2.1 0.6 1.6
Data missing 0 0 0.4 0 0 0
Married/ 274 24 60.6 <0.001 35.9 <0.001 60.8 <0.001 80.2 <0.001
cohabiting
Data missing 29 0.1 24.0 10.4 33.5 14.3
Capital area 65.9 66.4 62.6 <0.001 53.8 <0.001 61.8 <0.001 71 0.002
residence
Data missing 3.0 2.8 4.1 111 1.5 2.9
Employed/student ~ 92.3 93.5 83.8 <0.001 89.1 <0.001 88.1 <0.001 73.3 <0.001
Year of giving <0.001 <0.001 <0.001 <0.001
birth
1997-2006 43.6 46.6 20.7 40.5 10.2 23.7
2007-2018 56.4 53.4 79.3 59.5 89.8 76.3
Data missing 0 0 0 0 0 0
Antenatal care <0.001 <0.001 <0.001 <0.001
visits
0 0.3 0.2 0.8 11 0.4 0.7
1-3 0.6 0.5 1.2 0.9 0.8 1.9
4-8 18.5 17.1 29 24.5 28.1 35
9-11 46.7 46.5 48.4 46.4 50.3 47.8
212 33.9 35.7 20.6 271 20.4 14.7
Data missing 0 0 0 0 0 0.1
Gestation <0.001 0.848 0.009 <0.001
<36+6w 5.5 5.5 6.2 5.2 6 7
37+0 to 41+6 w 89.5 89.4 90.2 89.9 90.2 91.1
242+0 w 5 51 3.6 4.9 3.8 1.9
Data missing 3.3 3.2 3.9 4.9 4.1 4.7
Level of birth 0.217 0.001 0.001 0.001
services
Primary 7.5 7.5 7.8 10.8 7.6 5.8
Secondary 79 7.8 8.5 8.7 10 5.4
Tertiary 84.6 84.7 83.7 80.5 82.3 88.8
Data missing 0 0 0 0 0 0
Co-morbidity

(Continues)
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TABLE 1 (Continued)
Primiparous women
All migrant Migrant women, Migrant women Migrant women,
TOTAL Icelandic women women HDI 20, 900 HDI0.850-0.899 HDI <0, 849
(n =37 456) (n =33055) (n =4401) (n=893) (n =2327) (n =1004)
Characteristics % % % p value % p value % p value % p value
Hypertensive 4.2 4.4 2.7 <0.001 2.7 0.014 3.3 0.013 1.6 <0.001
disorder
Diabetes 4.3 4 5.8 <0.001 3.8 0.719 4.9 0.045 10.2 <0.001
HIVP 0 0 0.1 0.497 0 1.000 0.1 0.093 0.3 0.002
Hepatitis® 0.2 0.2 0.4 0.001 0 0.411 0.3 0.210 11 <0.001
Symphysis pubis 1.9 2 1 <0.001 0.7 0.005 0.9 <0.001 1.3 0.128
dysfunction
Thalassemia® 0 0 0 0.117 0 - 0 - 0.1 0.029
Obesity 3.2 3.3 1.9 <0.001 1.9 0.018 2.2 0.004 1.2 <0.001

The p values for comparison of each group of migrant women with the group of Icelandic women, x2.

Abbreviation: HDI, Human Development Index.

“Denominators vary because of missing values. HDI: 173 migrant women missing.

bIf Chi-square tests were not valid due to >20% cells having an expected count <5, the Fisher exact test was used.

3 | RESULTS

The total cohort consisted of 37 456 primiparous women and 54 947
multiparous women, 4401 of whom were migrant primiparous women
and 3757 migrant multiparous women, respectively. The migrant pri-
miparous and multiparous women were more often married/cohab-
iting and less often living in the capital area and employed/students
compared with the Icelandic women. They had fewer antenatal care
visits and lower gestational age than the Icelandic women and were
less often diagnosed with hypertensive disorder and symphysis pubis
dysfunction. The migrant primiparous women were older than the
Icelandic women and less often diagnosed with obesity (Table 1), and
the migrant multiparous women had lower parity, less often gave birth
in a primary birth facility and more often had undergone a previous
cesarean section (Table 2). Overall, the migrant women with missing
citizenship were older, more often married/cohabiting and had fewer
antenatal care visits than the Icelandic women. The migrant primipa-
rous women with missing citizenship were less often diagnosed with
hypertensive disorder, and the migrant multiparous women with miss-
ing citizenship less often gave birth in a primary or secondary birth
facility and more often gave birth in a tertiary birth facility.

Overall, the migrant women had higher adjusted ORs (aORs) of
instrumental birth and episiotomy and lower aORs of induction of
labor than the Icelandic women (Tables 3 and 4). Additionally, the
migrant multiparous women overall had higher aORs of emergency
cesarean section and perineum support, and lower aORs of epidural
and elective cesarean section (Table 4).

The migrant primiparous women with missing citizenship had
lower aORs of OASI (0.26, 95% Cl 0.08-0.81) and preterm birth
(0.33,95% C1 0.13-0.85).

The migrant women in the lowest HDI group had higher aORs of

emergency cesarean section and OASI (Tables 3 and 4), compared

with Icelandic women, and the multiparous women in the lowest
HDI group also had higher aORs of instrumental birth and postpar-
tum hemorrhage (Table 4). Tables 3 and 4 present the prevalence
of crude and adjusted ORs with 95% confidence intervals (Cl) for
maternal and perinatal outcomes of primiparous and multiparous mi-

grant women in HDI groups compared with Icelandic women.

4 | DISCUSSION

The results highlight the heterogeneous nature of migrant groups
in Iceland, where migrant women from countries with an HDI score
20.900 had similar or better outcomes than women with Icelandic
citizenship, whereas migrant women from countries with an HDI
score lower than that of Iceland (<0.900) had increased odds for sev-
eral maternal and perinatal complications and interventions, such as
emergency cesarean and postpartum hemorrhage.

This study is the first of its kind in Iceland. Its main strength is the
use of registry-based population data over more than two decades.
Given the prospectively and independently collected information,
our study is likely to have minimal selection and information bias.
Potential confounding was in part counteracted by adjusting for
background characteristics in regression analysis and stratification
by parity. Another strength is the large cohort size and the power to
detect differences in rare outcomes.

Due to IMBR data registration on citizenship rather than coun-
try of origin, the reference group included migrant women who had
received Icelandic citizenship (total 6983 women received Icelandic
citizenship during the research period?®). Thus, the association with
the outcome is likely biased towards the null value. Another limita-
tion of the study is the missing data on citizenship and HDI clas-

sification for 350 migrant women, leading to a risk of distortion
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related to exposure. It is unknown to which group they belong or
the reason for the missing data. Combining different origins within
the HDI groups may obscure the differences among the ethnic
groups. Additionally, we based part of the analysis on the 2018
HDI, but the evolution of the index over the research period could
have impacted the migrant women'’s classification. This limitation,
the lack of information on their reason for migrating and socioeco-
nomic variables, such as education, length of residence and onset
of first antenatal visit, prevent a more accurate identification of
women likely to be the most vulnerable and the ability to discover
insights into their associated outcomes. These weaknesses in the
data registration provide an opportunity for improvement in ways
to benefit maternity care.

Previous studies on the risk of adverse maternal and perinatal out-
comes in migrant women compared with women in the host country
have shown inconsistent results, with heterogeneity in study designs
and definitions of exposure groups. The Icelandic migrant group of
women differs from those of other Nordic countries regarding country
of origin/citizenship and reason for migration.2” This allows a limited
comparison of results with previous studies from other Nordic coun-
tries, despite other similarities in culture and health.

Comparing the most prominent results, we saw a great variety of
similarities and differences. For example, for instrumental birth, sim-
ilar results were found in a Norwegian study.'® However, a Finnish
study’ showed different results with similar prevalence among mi-
grant and Finnish women. Our findings of a higher aOR for emer-
gency cesarean section aligned with Swedish,** Norwegian® and
Finnish studies'? regarding migrant women in our lowest HDI group.
Another Norwegian study?® showed a higher risk of emergency and
elective cesarean section for all groups of migrant women except
Vietnamese, which partially aligned with our result.

The reasons for an instrumental birth can vary, from maternal
exhaustion or medical indications to a prolonged second stage of
labor or fetal compromise.?? We analyzed the prevalence of fetal
compromise (ICD-10: 068.0-3), which was higher among all prim-
iparous migrant women, the middle HDI group and the lowest HDI
group. This may partially explain higher instrumental birth rates
among primiparous migrant women overall but not among multip-
arous migrant women.

One could speculate that differences in mode of birth may
be due to feto-pelvic disproportion,30 but when measuring its
prevalence in this study (ICD-10: O65.4), only migrant women
in the lowest HDI group had a higher prevalence of feto-pelvic
disproportion than Icelandic women, which does not explain the
higher aOR for instrumental birth and emergency cesarean sec-
tion among multiparous migrant women in the middle HDI group.
Body mass index, problems in communication/language or other
known risk factors®® could explain our results but these were not
measured in our study.

Our findings on higher odds of episiotomy for overall and mid-
dle HDI group migrant women were not aligned with a Norwegian
study.'® We did a sub-analysis to determine whether instrumen-
tal birth explains the higher episiotomy and OASI odds among

migrant women and found that it did affect the outcome for the
migrant women in the lowest HDI group, for both primi- and
multiparous women but had no effect on the odds for the other
migrant groups. Our results on postpartum hemorrhage were
partially aligned with two Norwegian studies®® but not with a
Swedish study.!*

Our results on neonatal outcomes among migrant primiparous
women overall possibly suggest a later start of antenatal care among
migrant women; however, despite their lower gestational age and
fewer antenatal care visits compared with Icelandic women, we do
not know when their first visit took place or how long they stayed in
the country. Additionally, by using the HDI index as a social determi-
nant of perinatal and maternal health, the differences in outcomes
between exposed and unexposed women demonstrate underlying
inequalities that might interfere with antenatal and perinatal care.
The regulation on health insurance for migrants during their first 6
months in Iceland can furthermore affect access to care (eg fewer
antenatal visits, less use of epidurals and fewer labor inductions).
Notably, we have no information on the need for or the use of inter-
preters in maternity care.

There is a certain disadvantage to comparing migrants with a host
population because it is difficult to ascertain whether migration itself
improves or worsens health.)” In our study, the effect of socioeco-
nomic status could only be partially modeled, but when adjusted for
the available variables of social status and underlying health condi-
tions of the mother, the result indicated persistent disadvantages for
most groups of migrant women, suggesting that other factors (eg ac-

cess®?? to and quality of care®) might also be significant factors.

5 | CONCLUSION

Our results demonstrate that after adjusting for potential confound-
ing variables, a significant association persisted between a range of
maternal and perinatal complications/interventions and women’s
citizenship as well as the HDI score of their country of citizenship.
Migrant women overall had higher aORs of episiotomy and instru-
mental births and lower aORs of induction of labor compared with
Icelandic women. The findings encourage a further look into ine-
quality in healthcare in Iceland, a country that emphasizes equal ac-
cess to healthcare as a key aim in its healthcare policy. Furthermore,
this study indicates an urgent need to improve data collection on
maternity care by including migrant health outcomes that are more
closely aligned with their needs. Future research needs to focus on
the possible predictors of different outcomes, the provision of peri-
natal care and its effect on perinatal outcomes and the experiences
of migrant women in Iceland in order to develop personalized and
culturally sensitive antenatal and perinatal care for all women in the

country.
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Abstract

Background: Immigration is rapidly increasing in Iceland with 13.6% of the pop-
ulation holding foreign citizenship in 2020. Earlier findings identified inequities
in childbirth care for some women in Iceland. To gain insight into the quality of
intrapartum midwifery care, migrant women's use of pain management methods
during birth in Iceland was explored.

Methods: A population-based cohort study including all women with a singleton
birth in Iceland between 2007 and 2018, in total 48 173 births. Logistic regression
analyses with odds ratios (ORs) and 95% confidence intervals (CIs) were used
to investigate the relationship between migrant backgrounds defined as hold-
ing foreign citizenship and the use of pain management during birth. The main
outcome measures were use of nonpharmacological and pharmacological pain
management methods.

Results: Data from 6097 migrant women were included. Migrant women had
higher adjusted OR (aORs) for no use of pain management (aOR = 1.23 95%
CI [1.12, 1.34]), when compared to Icelandic women. Migrant women also had
lower aORs for the use of acupuncture (0.73 [0.64, 0.83]), transcutaneous electri-
cal nerve stimulation (TENS) (0.92 [0.01, 0.67]), shower/bath (0.73 [0.66, 0.82]),
aromatherapy (0.59 [0.44, 0.78]), and nitrous oxide inhalation (0.89 [0.83, 0.96]).
Human Development Index (HDI) scores of countries of citizenship <0.900 were
associated with lower aORs for the use of various pain management methods.
Conclusions: Our results suggest that being a migrant in Iceland is an important
factor that limits the use of nonpharmacological pain management, especially for
migrant women with citizenship from countries with HDI score <0.900.
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1 | INTRODUCTION

A swift change in Iceland’s population composition during
the last decades calls for a health system that nurtures the
needs of a more diverse group of childbearing women. The
proportion of migrant childbearing women in Iceland in-
creased from 4.1% on average during 1997-2006 to a 12.5%
on average during 2007-2018' with most women coming
from Poland (34.1%), the Philippines (5.8%), and Lithuania
(5%).? Results of a recent Icelandic research study’ point
toward migrant childbearing women being disadvantaged
with respect to a range of maternal and perinatal compli-
cations and interventions. The results suggest that factors
such as access interfere with quality of midwifery care and
might exacerbate inequity in health care.'

Intrapartum midwifery care is one of the key factors
that contributes to quality of care and a woman's posi-
tive childbirth experience.’> Promoting comfort is an in-
tegral part of the “art” of midwifery care.* Therefore, all
birthing people are entitled to receive evidence-based
information on both pharmacological and nonpharmaco-
logical methods of pain relief so they can make informed
choices about intrapartum care fitting their personal
needs. Nonpharmacological pain management methods
are beneficial on many levels. They enhance women's
satisfaction with care, their feelings of competence and
control in labor,’ their feeling of coping with pain,® and
reduce the need for obstetric interventions.’ However, this
may not be sufficient for all women who experience suf-
fering because of the pain, increasing the risk of obstet-
ric interventions.® Understanding circumstances where
pharmacological pain management should be offered is,
therefore, also critical.

There are indications about the possible relation-
ship between use of pain management methods in labor
such as epidural and the quality of maternity services.’
Increased use of pharmacological pain management
methods among laboring women has been connected to
primiparity,® macrosomia,’ higher BML>'® maternal stat-
ure (high birthweight among short women),"* advanced
maternal age’ and income,® permanent employment,®
being married,® not being a migrant,”'*' longer stay in
the receiving country,m induction of labor,'” lack of one
on one continuous support,'® participation of antenatal
education programs,'®?° higher number of antenatal care
visits,'! cultural preference,21 and woman's health, such
as anxiety, preeclampsia,® and diabetes.? Increased use of
nonpharmacological pain management methods has been
connected to primiparity,® higher levels of education,
and not being a migrant."®

In addition, place of birth® is a variable associated with
the use of pain management methods. Use of pain man-
agement methods varies between groups of women with
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different cultural backgrounds, but there is inconsistent in-
formation indicating that migrant women use either more
or less pharmacological”'*!*1¢%%2* or nonpharmacologi-
cal methods''®?* than their host population. Despite in-
creased global attention to migrant women's health during
childbirth, and to inequities in quality of care and access
to maternity services for this group,” limited studies have
been conducted on the use of various pain management
methods in labor among migrant women. Thus, the aim
of this study was to describe migrant women's utilization
of pain management methods offered in intrapartum ma-
ternity care. We aimed to answer the question: “Does the
use of pain management methods in childbirth in Iceland
differ by citizenship?” The overall goal is to improve intra-
partum care for migrant women in Iceland.

2 | METHODS

2.1 | Setting

The Icelandic maternity service is publicly funded and free
for all residents, except for migrants relocating to Iceland
from outside the European Economic Area (EEA), during
their first 6 months in the country. Then, they automati-
cally become a member of the Icelandic social insurance
system, regardless of nationality. Iceland does not offer
a national continuity of care model and women in labor
generally do not know their midwife beforehand, how-
ever, continuous support from a midwife is promoted in
labor. Usually, midwives provide information on pain
management methods during antenatal care visits and in
antenatal education programs. Women must pay for at-
tending such programs but can apply for reimbursement
from their trade union. Migrant women are entitled to
free interpreter services in maternity care, although how
often these are needed and used is unknown. All birth
places in Iceland offer various nonpharmacological pain
management methods during labor, some primary birth
places additionally offer nitrous oxide inhalation, and
some secondary and all tertiary birth settings offer all non-
pharmacological and pharmacological pain management
methods mentioned in this study. The pain management
methods are free for all women with Icelandic health in-
surance. The Icelandic setting is further described in an
earlier publication.?

2.2 | Participants

The population in this cohort study included all women
who gave birth to a singleton newborn in Iceland from
January 1, 2007, to December 31, 2018. The data were
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TABLE 1 Demographic and birth-related characteristics among birthing women with foreign citizenship and Icelandic citizenship
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who gave birth to a singleton in Iceland during the study period 2007-2018

Characteristics

Maternal age at birth
<19
20-24
25-29
30-34
35-39
>40
Data missing
Parity
0
1
2
>3
Data missing
Married/cohabiting
Data missing
Capital area residence
Data missing
Employed/student
Antenatal care visits
0
1-3
4-8
9-11
212
Data missing
Induction of labor
Data missing
Augmentation of labor
Data missing
Prolonged first stage of labor
Prolonged second stage of labor
High birthweight (macrosomia) (>4.000 g)
Data missing
Place of birth
Primary
Secondary
Tertiary
Data missing
Co-morbidity
Hypertensive disorder

Diabetes

mean (SD)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
Mean (SD)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
Mean (SD)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)
n (%)

n (%)
n (%)
n (%)
n (%)

n (%)
n (%)

TOTAL

(n = 48 173)
29.23 (5.41)
1297 (2.7)
8342 (17.3)
16 181 (33.6)
13 787 (28.6)
7057 (14.6)
1509 (3.1)
0(0)

0.87 (0.90)
20 340 (42.2)
16 377 (34)
8679 (18)
2777 (5.8)
0(0)

14984 (31.9)
1164 (2.4)

31 767 (65.9)
0(0)

42 879 (89)
9.65(2.72)
133 (0.3)
328 (0.7)

15 767 (32.7)
22 456 (46.6)
9477 (19.7)
12(0)

11 207 (25.1)
3470 (7.2)

13 058 (38.7)
14 461 (30)
1548 (3.2)
2097 (4.4)

12 278 (25.5)
0(0)

4229 (8.8)
4488 (9.3)
39 456 (81.9)
0(0)

1765 (3.7)
3307 (6.9)

Icelandic women
(n = 42 076)
29.26 (5.47)
1200 (2.9)
7343 (17.5)
13 890 (33)
11 951 (28.4)
6329 (15)
1363 (3.2)
0(0)

0.91 (0.92)
17 001 (40.4)
14 319 (34)
8158 (19.4)
2598 (6.2)
0(0)

11 755 (28)
35(0.1)

27 835 (66.2)
0(0)

37 950 (90.2)
9.73 (2.72)
100 (0.2)
239 (0.6)

13 397 (31.8)
19 736 (46.9)
8594 (20.4)
10 (0)

10 021 (25.7)
3083 (7.3)

11 195 (38.4)
12 907 (30.7)
1311 (3.1)
1708 (4.1)

11 289 (26.8)
0(0)

3722 (8.8)
3929 (9.3)
34 425 (81.8)
0(0)

1629 (3.9)
2861 (6.8)

All migrant women

(n = 6097)
29.08 (4.96)
97 (1.6)
999 (16.4)
2291 (37.6)
1836 (30.1)
728 (11.9)
146 (2.4)
0(0)

0.60 (0.77)
3339 (54.8)
2058 (33.8)
521 (8.5)
179 (2.9)
0(0)

3229 (65)
1129 (19.5)
3932 (64.5)
0(0)

4929 (80.8)
9.10 (2.64)
33(0.5)

89 (1.5)
2370 (38.9)
2720 (44.6)
883 (14.5)
2(0)

1186 (20.8)
387(6.3)
1863 (41)
1554 (25.5)
237(3.9)
389 (6.4)
989 (16.2)
0(0)

507 (8.3)
559 (9.2)
5031 (82.5)
0(0)

136 (2.2)
446 (7.3)

Note: P-values are for comparison of each group of migrant women with the group of Icelandic women, x*. The bold italics values was to define the

significance P-values < .05.

Denominators vary because of missing values. HDI: 211 migrant women missing.
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Migrant women, HDI Migrant women, HDI Migrant women, HDI
P value >0.900 (n = 1028) P value 0.850-0.899 (n = 3482) P value <0.849 (n = 1376) P value
0.021 31.32(4.94) <0.001 28.33 (4.73) <0.001 29.36 (4.98) 0.504
<0.001 6 (0.6) <0.001 68 (2) <0.001 20 (1.5) <0.001
72(7) 673 (19.3) 206 (15)
304 (29.6) 1416 (40.7) 504 (36.6)
383(37.3) 962 (27.6) 429 (31.2)
209 (20.3) 309 (8.9) 183 (13.3)
54(5.3) 54(1.6) 34(2.5)
0(0) 0(0) 0(0)
<0.001 0.73 (0.87) <0.001 0.54 (0.72) <0.001 0.63 (0.78) <0.001
<0.001 507 (49.3) <0.001 2002 (57.5) <0.001 731(53.1) <0.001
344 (33.5) 1167 (33.5) 465 (33.8)
123 (12) 236 (6.8) 142 (10.3)
54(5.3) 77 (2.2) 38(2.8)
0(0) 0(0) 0(0)
<0.001 402 (42.4) <0.001 1672 (63.2) <0.001 1003 (83.8) <0.001
79 (7.7) 838 (24) 179 (13)
0.010 629 (61.2) 0.001 2147 (61.7) <0.001 998 (72.5) <0.001
0(0) 0(0) 0(0)
<0.001 895 (87.1) 0.001 2928 (84.1) <0.001 980 (71.2) <0.001
<0.001 9.06 (2.61) <0.001 9.31 (2.54) <0.001 8.72 (2.80) <0.001
<0.001 7(0.7) <0.001 15 (0.4) <0.001 8(0.6) <0.001
12(1.2) 33(0.9) 37(2.7)
404 (39.3) 1268 (36.4) 595 (43.3)
447 (43.5) 1631 (46.9) 568 (41.3)
158 (15.4) 423 (15.3) 167 (12.1)
0(0) 1(0) 1(0)
<0.001 186 (19.8) <0.001 678 (20.3) <0.001 284 (22.6) 0.014
88 (8.6) 147 (4.2) 120 (8.7)
<0.001 278 (36.7) 0.341 1127 (42.3) <0.001 397 (40.7) 0.140
270 (26.3) 815 (23.4) 401 (29.1)
0.001 39(3.8) 0.218 118 (3.4) 0.374 72(5.2) <0.001
<0.001 63 (6.1) 0.001 221(6.3) <0.001 94 (6.8) <0.001
<0.001 204 (19.8) <0.001 579 (16.6) <0.001 168 (12.2) <0.001
0(0) 0(0) 0(0)
0.335 118 (11.5) 0.011 294 (8.4) 0.025 81(5.9) <0.001
100 (9.7) 373 (10.7) 76 (5.5)
810 (78.8) 2815 (80.8) 1219 (88.6)
0(0) 0(0) 0(0)
<0.001 21(2) 0.003 94 (2.7) <0.001 17(1.2) <0.001

0.137 54 (5.3) 0.051 213 (6.1) 0.123 169 (12.3) <0.001
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prospectively collected via the Icelandic Medical Birth
Registry (IMBR), a routinely collected, nationwide, cen-
tralized administrative registry. The IMBR includes data
on all births in Iceland from 22%° weeks’ gestation on or
for infants weighing >500 g, with a total 51 791 singleton
births during the study period. We excluded elective ce-
sarean births during the study period (n = 3618), leaving
48 173 births in the study.

2.3 | Measures

Data on migration status, maternal characteristics, birth
characteristics, and pain management methods were ob-
tained from the IMBR registry. Obstetric interventions,
pain management methods, and birth complications were
registered using: (a) the recorded variables, diagnostic and
surgical codes in the IMBR; (b) International Statistical
Classification of Diseases and Related Health Problems,
tenth revision (ICD-10); (c) Nursing Interventions
Classification (NIC); (d) Anatomical Therapeutic
Chemical (ATC) Classification; and (e) Classification
of Surgical Procedures (NCSP), according to the recom-
mendation of the Nordic Medico-Statistical Committee
(NOMESCO)." The ascertainment for all pain manage-
ment methods is presented in Table S1.

2.3.1 | Exposure variable

The exposure variable was both a dichotomous categori-
cal variable and a polytomous categorical variable based
on registered citizenship. The dichotomous variable “mi-
grant women” was defined as women holding other citi-
zenship than Icelandic, including refugees and asylum
seekers. The polytomous categorical variable was based on
the Human Development Index (HDI), described in more
details in previous research.' HDI scores were categorized
by IMBR in 12 groups with increments of 0.050. Because
of the small number of migrants in Iceland coming from
countries with low HDI, we combined the groups in the
lower levels based on the number of migrants in each of
the twelve categories. The lowest ten categories, includ-
ing countries such as Thailand, Philippines, Pakistan,
Afghanistan, and Sudan, merged into a group with HDI
score <0.849. The second group (HDI 0.850-0.899) in-
cluded countries such as Poland, Lithuania, Latvia, and
France, and the third group with HDI >0.900 included
the Nordic countries, the United Kingdom, Canada, the
Netherlands, and other countries with similar health,
education, and economy as Iceland. Each HDI group
subsequently had at least 1000 migrants. HDI classifica-
tion on 211 women (3.5% of all migrants) was unavailable

because of missing data on citizenship, but they were in-
cluded in the “all-migrant women” group and were ana-
lyzed separately.

2.3.2 | Covariates

The following maternal sociodemographic characteristics
at the time of giving birth were obtained: age (continu-
ous; <19, 20-24, 25-29, 30-34, 35-39, and >40), parity (0, 1,
2, and >3), marital status (married/cohabiting and single/
widowed/divorced), residence (capital area (including the
capital and six surrounding municipalities), rural), num-
ber of antenatal care visits (continuous; 0, 1-3, 4-8, 9-11,
and >12), and employment during pregnancy (employed,
student, homemaker/on disability/unemployed).

Information was also obtained on birth-related charac-
teristics such as induction of labor (IMBR: onset of labor;
ICD-10: 083.8, NCSP: MASC00, MAXC02, and MAXC09)
and augmentation of spontaneous onset of labor with
oxytocin and amniotomy (NCSP: MASC05 and MAXCO00),
prolonged first (ICD-10: 063.0) and second stage of labor
(ICD-10: 063.1) and high birthweight (IMBR: >4000).
Information on place of birth, including in primary (small
size labor unit with midwives and general practitioners,
home birth or birth center with midwives), secondary
(medium sized labor unit with midwives, obstetricians, or
surgeons with obstetrical training), and tertiary (special-
ized maternity unit for high-risk pregnancies and births
with midwives, obstetricians, anesthesiologists, neonatol-
ogists, and neonatal nurses, surgical service, and neonatal
intensive care unit (NICU) available at all times) were also
obtained from IMBR.

Maternal comorbidity such as diagnoses during preg-
nancy and birth of chronic or pregnancy-related hyper-
tensive disorders (ICD-10: 010-11, O13-14, 015.0-1, O16,
and 110) and diabetes (ICD-10: 024.0-1, 024.4, 024.9, and
E10-14) were also included.

Missing variables are presented in Table 1.

2.3.3 | Outcome variables

Dichotomous outcome variables included the following
nonpharmacological pain management methods, pre-
sented in Table S1: relaxation (NIC: 6040), massage (NIC:
1480), acupuncture (NCSP: AXXAO00), sterile water injec-
tion (NIC: 2317), warm/cold packs (NIC: 1380), transcu-
taneous electrical nerve stimulation (TENS) (NIC: 1540),
shower/bath (NIC: 1340), and aromatherapy (NIC: 1330).
The pharmacological pain relief variables were pethidine
(Meperidine) (ATC: N02ABO02), nitrous oxide inhalation
(NCSP: WAA740), pudendal block (NCSP: WAA230),
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and epidural anesthesia (NCSP: WAA307 and ZXXX30).
These variables were also combined in five composite out-
come variables: only nonpharmacological methods used,
only pharmacological methods used, a combination of
nonpharmacological and pharmacological method used, a
combination of nonpharmacological methods and nitrous
oxide inhalation used, and no pain management methods
used.

The registration on the use of aromatherapy was initi-
ated in 2012; therefore, the cohort was limited to the pe-
riod 2012-2018 in the analyses for aromatherapy. During
the study period, no woman was registered for the use of
self-hypnosis, music, acupressure, or morphine in the co-
hort, and only seven Icelandic women used paracervical
block, and therefore, were not analyzed.

2.4 | Statistical analyses
Descriptive data were reported as numbers of observations
and prevalence (%) in Tables 1 and 2. Chi-square tests
were used to compare crude percentages of background
variables. Fisher exact test was used if >20% of the cells
had an expected count less than 5 (identified in Table 2)
and t-test were used when comparing variable means. We
used logistic regression models, with forced entry and list-
wise deletion of missing data, to calculate odds ratios and
95% confidence intervals (CI) for the differences in the use
of pain management methods between migrant women
and Icelandic women, using women with Icelandic citi-
zenship as the reference group. Calculations were made
for all women with foreign citizenship and for each of the
three HDI groups separately. The models were adjusted
for the following variables: Continuous: maternal age at
time of giving birth, parity, number of antenatal care vis-
its; Dichotomous: marital status, residency, employment
status, induction of labor, augmentation of labor, pro-
longed first and second stage of labor, high birthweight,
hypertensive disorder, and diabetes; and Trichotomous:
place of birth.

All analyses were conducted using the statistical soft-
ware SPSS (version 26).

3 | RESULTS

Among all 48 173 births, 42 076 (87.3%) were to Icelandic
women and 6097 (12.7%) occurred among migrants.
Table 1 presents the covariates by citizenship. Compared
with Icelandic women, migrant women were more likely
to be younger, married/cohabiting, have lower parity, and
have labor augmentation and a prolonged first and second
stage of labor. Overall, migrant women were less likely to

have a hypertensive disorder diagnosis, have their labor
induced, give birth to an infant with macrosomia, be em-
ployed/student and live in the capital area, compared
with Icelandic women. No differences were observed with
respect to the place of birth (for migrant women overall)
(Table 1).

In Table 2, the prevalence (%) of pain management
methods is presented. In comparison with Icelandic
women, migrant women had lower prevalence for the use
of any pain management method, acupuncture, TENS,
shower/bath, aromatherapy, and nitrous oxide inhalation.
However, they had higher prevalence for the use of warm/
cold packs and epidural anesthesia.

Table 3 shows the results for multivariate logistic regres-
sion analyses. When adjusting for covariates presented in
Table 1, more migrant women overall did not use any form
of pain relief (aOR = 1.23 95% CI [1.12, 1.34]), compared
with Icelandic women. We observed significantly lower
odds for the use of nonpharmacological methods such as
acupuncture (0.73 [0.64, 0.83]), TENS (0.92 [0.01, 0.67]),
shower/bath (0.73 [0.66, 0.82]), and aromatherapy (0.59
[0.44, 0.78]) in migrant women. Migrant women overall
also had lower aOR for the use of nitrous oxide inhalation
(0.89 [0.83, 0.96]) and a combination of nonpharmaco-
logical and pharmacological methods (0.87 [0.79, 0.95]),
compared with Icelandic women. The aOR for the use
of warm/cold packs (1.21 [1.07, 1.36]) was higher among
migrant women. No difference was observed between all
migrant groups and Icelandic women, in the use of relax-
ation, massage, sterile water injection, or pudendal block.

Migrant women from countries with the highest HDI
score (20.900) had higher aOR in the use of no pain
management method (1.27 [1.06, 1.52]) and lower aOR
in the use of epidural (0.64 [0.53, 0.78]), compared with
Icelandic women. Migrant women from countries with
the middle HDI score (0.850-0.899) had lower aOR in
the use of acupuncture (0.65 [0.55, 0.78]), shower/bath
(0.74 [0.65, 0.86]), aromatherapy (0.40 [0.26, 0.61]), and
only nonpharmacological methods (0.82 [0.68, 0.99]), but
higher aOR in the use of warm/cold packs (1.31 [1.12,
1.52]), compared with Icelandic women. Migrant women
from countries with the lowest HDI score (<0.849) had
lower aOR in the use of acupuncture (0.70 [0.54, 0.90]),
shower/bath (0.51 [0.40, 0.64]), and nitrous oxide inhala-
tion (0.74 [0.63, 0.86]), compared with Icelandic women.
They also had lower aOR in the use of a combination of
nonpharmacological and pharmacological methods (0.72
[0.60, 0.87]), a combination of nonpharmacological meth-
ods and nitrous oxide inhalation (0.72 [0.55, 0.92]), and
higher aOR in the use of no pain management methods
(1.521.29, 1.79]), compared with Icelandic women.

When adjusted for covariates, no differences were ob-
served in the odds of use of any pain management method
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among women with missing data on citizenship when
compared to women with Icelandic citizenship.

4 | DISCUSSION

The results from this nationwide study indicate less
use of pain relief among migrant women in Iceland be-
tween 2007 and 2018, compared with Icelandic women.
Moreover, the results suggest higher odds of no pain relief
use among migrant women from countries with the high-
est and lowest HDI score and lower odds of nonpharmaco-
logical pain management methods, such as acupuncture
and shower/bath among migrant women from countries
with a HDI score <0.900. In addition, lower odds were
observed of the use of warm/cold packs, aromatherapy,
nitrous oxide inhalation, pethidine, and a combination
of nonpharmacological and pharmacological methods
among migrant women from countries with the lowest
HDI score. Migrant women from countries with the high-
est HDI score had lower odds of epidural use, compared
with Icelandic women. Higher odds were only observed
on the use of warm/cold packs for migrant women from
countries with the middle HDI score, compared with
Icelandic women.

The findings are open to different interpretations. On
the one hand, migrant women may have a more natural
approach to childbirth and higher levels of confidence and
trust in their own body to manage labor pain. Conversely,
disparities in access to all options in maternity care and
lack of full exposure to quality antenatal and intrapartum
midwifery care may be a factor.""*" Still, a large group of
women in each category (70%-75%) used some type of pain
management. Nitrous oxide inhalation was the most used
(44%-46%) pain management method within all groups
of women, except for migrant women in the lowest HDI
group, where epidural anesthesia had the highest preva-
lence (42% compared with 41% for the use of nitrous oxide
inhalation).

Comparison of our results with previous studies on the
use of pain management methods during labor among
migrant women, compared with women in the respective
host countries, is limited due to different study methods
and group composition about reason for migration and
country of citizenship.”’ In a Finnish study,* migrant
multiparous women had a slightly higher prevalence of
the use of any pain relief in comparison with Finnish
women (70% vs 68%, P < 0.01). These results do not align
with our findings where primi- and multiparous migrant
women had lower prevalence of the use of any pain re-
lief in comparison to Icelandic women (73.5% vs 74.8%,
P = 0.035). Our results on lower odds of the use of non-
pharmacological pain management methods among

migrant women overall align with a Swedish study,'" and
might indicate difference in cultural preferences, access,
and quality of care for migrant women. The overall un-
derutilization of pain management methods among mi-
grant women compared with Icelandic women in our
study, especially among women from countries with
HDI scores <0.900, is a possible indication of problems
with accessibility and disparities in antenatal and intra-
partum midwifery care.” Shortcomings in the caregiving
relationship can be a barrier to quality intrapartum care.
Due to cultural and linguistic differences, midwives may
not be able to accurately interpret the wishes of migrant
women, provide sufficiently individualized care, and/or
adequately describe the options available in a manner that
is meaningful for the birthing person. Circumstances af-
fecting the use of interpreters in the birth setting could
restrict the provision of equitable care.?® In addition, cul-
tural barriers or an educational gap between a woman and
the midwife can affect equitable care, and the response to
the woman's pain expression.”! Expressions of pain are
strongly influenced by cultural, emotional, motivational,
social, and cognitive factors.?’ Inability to offer respectful
care and not wanting to, or not being able to, understand
the migrant woman can affect health beliefs among mi-
grant women about when, where, and how to seek help.*
Given the administrative nature of our data, these factors
were not measured in our study.

Our results on lower aORs for epidural use among
migrant women in the highest HDI group are similar to
other research”'®'*; however, there was no difference in
epidural use among migrant women with citizenship from
countries with HDI <0.900, which is different to other
studies.”'®'>!¢ Although less use of nonpharmacological
pain relief in the lower HDI groups of migrant women
may to some extent be explained by cultural and linguis-
tic barriers and an educational gap, less use of epidural
by the highest HDI group may, conversely, be explained
by higher education levels and more access to evidence-
based information in a woman's language.

For migrant women to be able to access services they
need when they need them, such as pain relief, depends
on whether the Icelandic maternity service can reach and
inform the targeted group, with health education, promo-
tion, and preventive care.*! Even though financial means
may be a practical barrier for the minority of women mi-
grating from outside the EEA, cost of care should not be an
issue for the majority of migrant women in Iceland—with
the exception of childbirth education. However, language
barriers can be an issue for many migrant women. There
have been almost no antenatal educational programs in
different languages in Iceland, where most of the educa-
tion on pain management methods take place. Cultural
mediators, who can have an important role in reducing
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social and cultural barriers to access,*” are not easily avail-
able in Iceland. Our previous study' found an increase
in instrumental births and episiotomy among migrant
women, which strengthens our interpretation that access
and quality of care may not be equitable for all women
giving birth in Iceland. Nevertheless, further studies are
needed to examine whether the effect of having foreign
citizenship on the use of pain management methods in
labor is mediated through other factors such as educa-
tion” and cultural preferences.

The presence of pain is not necessarily connected to a
negative birth experience.”* However, women need access
to effective, simple, and safe ways to help them cope with
labor. Their involvement in well-informed decision mak-
ing and respectful support from midwives may be more
important to women than pain relief itself.**

4.1 | Strengths and limitations

This study is the first of its kind in Iceland. Its main
strength is the use of prospectively and independently col-
lected registry-based population data for 11 years, there-
fore unlikely to have selection and information bias. A
limitation of the study is the lack of information on citi-
zenship for 211 migrant women, which can lead to ex-
posure distortion. They were, however, analyzed in the
“all-migrant women” group. The lack of information on
education, length of residence, continuous support in
labor, participation in prenatal classes, language skills, the
use of interpreters, and labor pain intensity, due to using
administrative data, was a limitation. This would have al-
lowed for a more nuanced interpretation of the results. In
addition, the use of morphine and pethidine in labor can
be misleading, as we cannot rule out whether it's use was
in fact after childbirth or even during emergency cesarean
birth, and thus, this can also be considered a limitation to
the study:.

4.2 | Conclusions

The results of this study add important knowledge on use
of different pain management methods in labor among
migrant women in Iceland compared with Icelandic
women. Our results suggest that being a migrant woman
in Iceland from a country with a lower HDI score is an
important factor that decreases the use of nonpharmaco-
logical pain management methods without increasing the
use of pharmacological pain relief. On the other end of
the spectrum, migrant women who had citizenship from
countries with a high HDI score showed similar use as
Icelandic women except for lower odds of epidural use.

Furthermore, studies are needed, particularly in-
cluding migrant women's experience of intrapartum
care, their care needs, and cultural preferences with re-
spect to intrapartum midwifery care. Our findings have
implications for maternity care practice, including the
increased use of interpreters to ensure clear communi-
cation, supply of antenatal educational programs in dif-
ferent languages, and culturally sensitive, high-quality,
individualized care for all pregnant women, and partic-
ularly for migrant women with citizenship from coun-
tries with HDI score <0.900.
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Abstract

Background: Icelandic society has become a more heterogeneous community in the past decades.
Recent studies indicate disparities in perinatal outcomes when it comes to migrant women living in

Iceland.

Aim: To explore Polish immigrant women's needs, expectations and experience of midwifery care

during birth in Iceland.

Methods: A longitudinal, qualitative study design with individual semi-structured interviews
conducted in December 2021 to May 2022. Eight women with a Polish citizenship participated in two
interviews, during pregnancy and after birth. The interviews were analysed using reflexive thematic

analysis.

Findings: One theme was developed from interviews conducted during pregnancy: (1) Feeling not
understood, alone and scared. Two themes were generated from interviews conducted after birth: (1)
Having someone who guides and accompanies you through pregnancy and birth; and (2) The
importance of having a voice. Two themes were generated in the longitudinal analysis of the
interviews taken during pregnancy and after birth: (1) Respectful individualized care; and (2)

Importance of sharing information and getting answers to your questions.

Discussion: Insecurity was a feeling expressed by many women in our study, in particular regarding
pain relief in labour and communication. Good communication as well as establishing a connection to

the midwife was an overall need among all the women.

Conclusion: Migrant women's care situation in a new country is related to good communication and
connection to others.

Keywords

Midwifery, migrants, care, needs, experience, birth



Statement of Significance

Problem: Challenges in maternity care in high-income countries seem to be related to communication

and access to care.

What is Already Known: Migrant women are in a vulnerable position when pregnant and giving

birth, and need their own strength and resources acknowledged.

What this Paper Adds: The paper highlights a feeling of insecurity among migrant women and the
importance of providing them a safe space to express their needs and formulate their goals and ensure
that they are provided with information in line with their needs and wishes of the women giving birth.
This involves good communication, the use of translators if needed with a woman-centered care,

respect, and kindness.



ORIGINAL RESEARCH ARTICLE

ARTCLE TITLE:

“She’s going to give me this information and support me like no one else can”: A longitudinal
qualitative study on Polish women's care needs, expectations, and experience of midwifery care

during birth in a foreign country.

1. Introduction

Midwifery support during birth is one of the key factors contributing to a positive childbirth
experience [1,2,3]. Studies show four main factors that influence women'’s childbirth experience:
personal expectations, support from caregivers, the quality of the relationship between a woman and
her caregiver, and women'’s participation in decision making [4]. The influences of pain, pain relief
and intrapartum medical interventions are less powerful than the influences of the attitudes and
behaviors of the caregivers, when it comes to women’s childbirth experiences [4]. Promoting and

enhancing comfort during birth is a integral part of the "art” of midwifery care [5].

The population in Iceland has become more heterogeneous. In 2019, foreign citizens were 14.1% of
the population [6], and Polish women were 34.6% of all migrant women [7]. Increasing knowledge on
migration highlights the necessity to recognize the needs of a more diverse group of women in
maternity care. In several qualitative studies the experience of maternity care among migrant women
has been explored, revealing a relationship between women’s experience of social inequality and their
access to pre-, intra— and postpartum care [8,9]. Migrant women are in a vulnerable position when
pregnant and giving birth, which is caused by their expectations, circumstances and need for
adaptability [8,10]. Individual, sensitive care appears to be insufficient and maternity care services
must be adapted to migrant women's expectations of support and their cultural differences while
concurrently acknowledging women’s strength and resources [8]. This study is a part of a bigger
project that aims to gain deeper knowledge of the care and outcomes of childbirth among migrant
women in Iceland. Our previous studies suggest that migrant women in Iceland compared to native
born women have higher odds of obstetric interventions, [11] and lower odds of the use of non-
pharmacological pain relief methods without increasing the use of pharmacological pain relief [12]. A
recent study conducted in Iceland indicate that migrant women perceive lower level of respect and
autonomy in maternity care compared to Icelandic women [13]. These results might indicate inequity
in access and quality of care, but limited knowledge exists about migrant women'’s experience of
midwifery care during birth. This study aims to explore the needs, expectations, and experience of
midwifery care during birth of Polish women in Iceland as they are the most populous group of

migrant women in the country.



2. Methods

2.1 Setting

Iceland has a health care system that provides maternity care for all women free of charge, except for
migrant women from outside the European Economic Area (EEA) during their first 6 months in the
country [14]. The maternity care in Iceland is fragmented although continuity of care is emphasized.
Antenatal care is provided by midwives through the primary care system, and women receive care in
hospitals in case of complications and medical risks. There are around 4.500 births annually in Iceland
and most women (over 80%) give birth in the National University Hospital, a tertiary hospital in the
capital, Reykjavik, where two third of birthing women have residence [12]. All women are attended
by midwives during labour, who refer to an obstetrician if complications arise. Generally, women do
not know their intrapartum midwife beforehand, however, continuous support from one midwife is
promoted during labour. The use of interpreter service in maternity care is unknown, although migrant

women are entitled to free interpreter service [15].
2.2 Participants and recruitment

We conducted the study using a longitudinal, qualitative design with individual semi-structured

interviews using reflexive thematic analysis [16].

A convenience sampling approach was used, and eligible women invited through two different
methods. First, midwives offering antenatal care introduced the study to pregnant Polish women in
their third trimester. The midwives used an information sheet, which explained what participation in
the study entailed. The inclusion criteria were that the participants were Polish, in their third trimester,
over 18 years old and planned to give birth in Iceland. Secondly, a Polish woman known by the
researcher was asked to introduce the study to Polish women in a facebook group called ,,Polish
women in Iceland. Overall nine women accepted to participate and they all agreed to receive an
email with further information in Polish about the study. They were invited to ask questions before
deciding on participation. Each woman would be interviewed twice, once during pregnancy and once
postpartum. Seven women showed interest through the facebook group and they all participated in the
study and two expressed interest in taking part to midwives in antenatal care, but one of them gave
birth before the interview. In total eight women participated in both interviews of the study. The time
and place of the interviews were decided by the participant. Five interviews took place through zoom
and eleven in person. We stopped recruitment when the interviews provided enough rich data in order

to meet the aims of our study.

The participants had been living in Iceland between 1 to 5 years with age range from 24 to 35 years.

Five were married and three in a relationship, all with Polish partners. They lived in the capital area



and all, but one, were studying or were employed. Further background information can be seen in

table one (Table 1).
2.3 Ethics

This study obtained ethical approval from the National Bioethics Committee on 11 June 2019. The
participation was voluntary, and prior to the interview, all participants signed an informed consent
form. As an incentive and appreciation of the time it takes to participate, the women were paid 5000

ISK for their efforts.

In general, collection of data with migrant women may pose challenges. Migrant women are a diverse
group, often in a vulnerable position and may be intimidated by power differences between
themselves and the researchers. They may find the topic sensitive and/or have limited time or desire to
engage in research. Also, by collecting in-depth data from the same participant over time, ethical
issues can be amplified, such as intrusion, distortion of experience and dependency [17]. Therefore,
following the interviews, all participants had access to a midwife independent from the study, who
specializes in providing care to vulnerable women should difficult emotions arise. None of the

participants took up the offer to consult with her.
2.4 Data collection

Interviews were conducted in December 2021 to May 2022, during the COVID-19 pandemic, by the
first author, under the supervision of two researchers experienced in qualitative research methods. A
female Polish translator translated the interviews which lasted between 48 and 138 minutes, with a
mean duration of 87 minutes. All the interviews were recorded and typed verbatim in Icelandic.
Quotations presented in this paper have been translated forwards and backwards from Icelandic into
English by the first author and discussed with co authors fluent in English and Icelandic. Two seperate
interview guides, developed by the research team, were used, one for pregnancy and one for after
birth. The interview guides were piloted on three migrant women from Poland. The questions were
then reviewed pertaining to its language, length, wording and relevance. Some questions were
rephrased. The interviews were semi-structured and the questions were used as a guidance in
accordance with the aim of the study. The key questions sought to explore what kind of feelings arise
when the participants thought about the birth during pregnancy, what kind of birth they opted for and
how they would describe their ideal care in labour. In the interviews after birth the participants were
asked to describe their experience and care needs during birth. They were also asked if there was
something in the care they received that they would have liked to be different and if they experienced
comfort during birth. Participants were given opportunity to discuss freely based on the questions

asked and the first author used probing questions to elicit further in-depth information.

2.5 Data analysis



Reflexive thematic analysis was used [16]. We verbally transcribed the data and generated initial
codes, taking all data into equal consideration. Then we generated themes from the codes representing
a distinctiveness and internal coherence. The themes were cross-checked against each other and were
grounded in the data. We discussed theme definitions in the research team, before deciding on the
themes presented in this paper. We sorted significant extracts from the data to support the analysis
where appropriate. First, the migrant women’s needs and expectations were analysed from the dataset
gathered during pregnancy. Secondly, the migrant women's experiences were analysed from the
dataset gathered after birth. Thirdly, the two interviews with each individual were analysed together to
get an insight into how the individual birth experience related to the needs and expectations each
woman had mentioned during pregnancy. Themes were generated to capture what was important
considering the aim of the study [18]. Our goal was to provide a well-organized analytical story,
based on a thoughtful reflection on how the themes were developed from the data and addressed the
research questions. ATLAS.ti Mac (Version 9.1.3 (2089)), a qualitative data analysis program was

used to organize and process themes and patterns of meaning from the interviews.

Preliminary data analysis was done by the first author, but all authors contributed to the final analysis.
The researcher who conducted the interviews is a midwife of the same gender as the participants, with
good experience in clinical work. Also, two of the researchers are midwives and professors with a
good experience in clinical and academic work, one of them residing in the Netherlands. The fourth
researcher is a senior lecturer in qualitative research with a background in social psychology and

gender studies; thus, all brought a different perspective to the analysis, adding benefit to the study.

3. Results

We generated one theme from interviews conducted during pregnancy: (1) Feeling not understood,
alone and scared. Two themes were generated from interviews conducted after birth: (1) Having
someone who guides and accompanies you through pregnancy and birth; and (2) The importance of
having a voice. Two themes were generated in the longitudinal analysis of the interviews taken during
pregnancy and after birth: (1) Respectful individualized care; and (2) Importance of sharing

information and getting answers to your questions (Figure 1).
3.5 Interviews during pregnancy
3.5.1 Theme 1- Feeling not understood, alone and scared

When the women spoke of their feelings about the upcoming birth, most women mentioned that they
felt insecure. They linked this to the uncertainty of what the birth would be like. They expressed
uncertainty about the experience of pain in labour, but also about the labour process and their
interaction with the midwife. Both primiparous and multiparous women mentioned this uncertainty,

the latter also linked it to previous experience.



1t’s fear, just anxiety and worries about pain and uncertainty, what kind of

experience it will be and how difficult it will be and what I can expect (6).

Despite this feeling of insecurity regarding communication, nearly all spoke of the trust that midwives

and doctors would intervene if necessary.

The women mentioned that good communication was a vital part of their intrapartum care, that this
was the antidote for the insecurity they feared. They wanted clear communication to avoid
misunderstandings. For them, communication was not merely transmitting information but also
imparting ideas and emotions. The women expressed strong desires for respectful, sensitive, kind, and

supportive care.

That she would be calming me down while she would give me all the information
about what is happening and just the necessary information, calmly and in a clear

way. So just avoid misunderstandings (1).

Some of the women were planning to use their partners as translators but had doubts as they
anticipated that it could be stressful for their partners to translate and at the same time give them
support. Some didn’t know they had a right to have a translator present during labour, whereas others
planned to ask for a translator should the communication become difficult. They were all hoping for a
midwife who would be kind and helpful. ,, Yes, to be sympathetic to people and to be helpful, as I
said, I would say that a midwife should be like that and just take good care of me “ (3). However,
some feared that the presence of their partner would inhibit connection with the midwife. As if, they
felt they would get more support from the midwife if their partner was not present. They based this on

earlier experiences in Poland and on stories from women who had given birth in Poland.

Being informed was indicated as a very important part of the communication with their midwife and

her care, informed decision-making is noticeable in many of the women’s narratives.

She says that, clearly, so that I can make informed decisions about what's going
on. Because I know I'm going to be stressed and this is a birth, so a woman is not
100% you know, so this is what, yes, that kind of expectation for the midwife, is
that she’s going to give me this information and support me like no one else can,

in this situation (35).

The need for information was also important in relation to the uncertainty about the labour process.
Power differences between the woman and the medical staff, and hierarchy were reflected in their
descriptions of how someone might do something to them or their body without a conversation, their
consent and will. The feeling of not being taken seriously, anxiety about having their needs

disregarded at a vulnerable moment became visible. The following quote is from a first-time mother.



..., if they are going to do something to my body, saying in advance that this or
what is coming, or that it will not be done without me being informed of what's

next (1).

Communication in which midwives offer directions and coping strategies was mentioned as an
important part of support in labour and seen as a way to deal with the insecurity that can accompany

birth.

Just give me support and for example remind me to breathe and just guide me on
everything I need to do. Because I know this is going to be stressful and one is not
quite thinking in this situation, so I would just like her to guide me through this

experience (3).
3.6 Interviews after birth
3.6.1 Theme 1 — Having someone who guides and accompanies you through pregnancy and birth

Most of the women chose to have their partner with them during labour. Those who had their partner
with them, all appreciated their presence and indicated that they felt well supported by them. Their
partner’s emotional support was described in all the interviews as well as descriptions of the physical
support they offered, such as help in changing positions and getting food and drinks during labour.
The partner’s support was appreciated even though the plan was not to have him present at birth,

which applied to two women.

Yes, I imagined he would not be present. You know, I thought he would just be in
the hall, and I would give birth alone with the midwife, but he just walked in with
me and never left. So, it ended up that he was present, and it was just crazy. That
said, he gave me support and he was even present afterwards and with me the
whole time. So, I would say he did more than I had imagined during the

pregnancy, he would ever do (7).

However, due to COVID-19 restrictions, some of the women experienced being left alone during
labour. This applied to two women, where their partners couldn’t stay with them during labour but

were allowed to come in the end when they were about to give birth to their baby.

1 felt really bad, I cried all the time, being alone, and my husband, we were, he
was on the phone, you know, on loudspeaker, but it’s not the same and it just took

away all the joy from my experience, my birth experience, in fact (4).

To be cared for by a good midwife was frequently mentioned when asked what affects a good service

during labour. The frequently mentioned characteristics of the good midwife were that she would be



kind, warm, friendly and calm. ,, Yes, it matters, appearance and whether the midwife is friendly and

warm and so on and I thought she was* (4).

When asked what contributed to a feeling of comfort during labour, the care from the midwife was a

strong factor.

You know, that I'm being cared for and that the midwives do care about me and
Jjust that we can be two in the room and just everything. You know, that she

listenes and yes, this was, this is very important (6).

3.6.2 Theme 2 - The importance of having a voice

The feeling of security was important to the women and some of them experienced that they had
established a trusting relationship with the midwife when they sensed they were respected. It was not
only when they were allowed to make their own decision but it was also important when they were
helped to fullfill their choice. Several women described an experience of how the midwives* workload
or their inability to interpret the wishes of the women prevented them from using the pain relief
methods they had planned during pregnancy. These conditions made it difficult for the midwives to
support the natural process of birth. A woman who wished to use water for pain relief and give birth

in a bathtub was disappointed when not given that option and ended up asking for an epidural.

1 asked if I could give birth in the water but she said there was not a room
awailable with a bathtub. But my husband, he went to the hallway and saw that

there was an empty room with a bath, where it was possible to give birth in (1).

This situation affected the woman‘s trust in the midwife as they were told something they believed

was perhaps untrue.

Communication was a very important factor in midwifery care during labour. All women wanted to
be part of the decision making process, and half of them emphasized a need for being guided through

the birthing process and offered a translator.

We just needed a translator. But I was so nervous before the labour started [ ...],
to go alone, but I didn't understand. I suddenly became very afraid, perhaps

because there was no translator, I don't know (2).

1 mostly just needed support and guidance, and I got everything I needed there,

the midwives were very helpful and were guiding me (3).

Communication was also about being well informed e.g. about various coping strategies where the
individual need and wishes of the women were taken into consideration by the midwife. But this was

not always the case as one woman expressed that the birth had been in accordance with the



preferences of the midwife, not her own wishes and needs. The midwife made no effort to get to know
the needs of the woman ,, I know what I want. The birth would have been different. But the birth was
Jjust like the midwife wanted“ (1). Building trust was important and continuity of care during labour

enabled this communication between the women and the midwife.

We had a trust between us and so I felt like I knew her a little bit and I can
imagine that it would be very difficult to build trust with a person in the middle of
labour (4).

3.7 Longitudinal analysis
3.7.1 Theme 1 —Respectful individualized care

Descriptions of respectful individualized care were described by the women in a number of
interviews. When women's preferences mentioned during pregnancy were not met they experienced
disappointment regarding intrapartum midwifery care. One of the preferences that was often
mentioned concerned pain management, as the experience of physical pain was worse than the
majority of the women had anticipated. The women who mentioned not being offered various pain
relief methods during labour also experienced a hard time in communicating with the midwife and
were more likely to be disappointed with midwifery care. They expressed the need for a translator in
the pregnancy interviews but were not offered one during labour. Also, two women experienced
disappointment when they were left alone in the labour room after mentioning the importance of

midwifery support during labour in the pregnancy interviews.

However, most women said that their experience of birth was better than they had anticipated and this
was not only attributed to the joy they experienced when they had their baby in their arms, they also

mentioned good midwifery care and how their individual needs were met.

I was nervous before the birth and it was because of these two women, that I am
now saying that it was a good birth, primarily because of these two midwives. 1

felt as if not only the child was being cared for, but also me (7).
3.7.2 Theme 2 — Importance of sharing information and getting answers to your questions

Women'‘s expectations were usually based on their knowledge about labour pain, the birthing
facilities and the course of birth. Culture was an underlying factor in the women’s narrative. The lack
of knowledge about how women who give birth are cared for in Iceland. Also, their previous
experiences of giving birth and the experiences of other Polish women at home affected their

expectations and often ignited anxiety and insecurity.



First I was worried, perhaps it would be worse that the doctor would not be
attending the birth, but now, after this experience, I don't regret anything, I'm just

happy, 1 got all the care I needed (6).

The women also thought the facilities and the service were better than they expected after hearing
birth stories from women who gave birth in Poland. The women thought birth preperation to be
beneficial but at the same time said it was hard to prepare for birth given it’s uniqe process and
feeling. Some women attended a birth preparation course in Polish during pregnancy and they shared
the feeling of a certain security before birth and had expectations regarding pain relief methods in
labour for example. Still, some of them expressed a need for more information on coping strategies
than provided to them during birth. They had experienced difficulties in communicating with the
midwife and needed a translator, who was not offered or available. Having the same midwife at least
during pregnancy was seen as a way to establish trust. This created a connection with the midwife
during pregnancy, where the midwife was seen as having all the information, promoting better
communication. This enabled them to get answers to their questions and the information needed to
prepare for birth. One woman even traveled relatively far within the capital area to continue meeting
the same midwife when she moved during the pregnancy ,, it fills me with security to be with the same
midwife, the one I have already met a few times, see the same face, you know, people, it is about
communicating. It was important to me* (3). Women who heard stories during pregnancy of bad
experiences from Poland, said it ignited fear and insecurity, while women who heard stories of good

experiences felt it reduced anxiety towards birth.

The women 1 talked to beforehand, before the birth, who gave birth here in
Iceland, they all told me that midwives in the maternity ward are all just angels
and are just going to do what is best for me and I just need to relax and have no
worries. And this will just go all as planned and this was really my experience.

Yes, this was, this helped me to relax and reduce anxiety (7).

4. Discussion

The main finding of this study was that many women mentioned feeling insecure towards care in
labour during their pregnancy, in particular regarding pain relief and communication. This continued
as key concept in their experience of birth. The women's expectation towards intrapartum care was
mainly built on insecurity, not only towards the labour process and level of pain experienced, but
towards communication with the midwife, which was a frequent discussion in the analysis. Their

expectations were largely shaped during pregnancy by other women'’s experience in Poland.

Good communication as well as establishing a good connection with the midwife was an overall need

among all the migrant women in our study. Communication in the sense of transferring information



was related to language, where women without sufficient master of English thought of birth as a
stressful experience. Women wanted a conversation with the midwife, information, and guidance to
support them and the natural process of birth and to enable them to make informed decisions. They
needed to experience a sense of control and were afraid that someone treated them just as bodies and
did something to them without their consent, as indicated in a recent study [13]. Some women were
planning on using translators during labour, but in some cases, they didn’t because the midwife didn’t
take the initiative to offer them one, and the women did not ask because they did not want to be a
nuance. However, communication in a sense of sharing emotions, ideas and messages was even a
stronger need in the women's narrative of important characteristics of a midwife. They expressed a
need for a midwife who would stay with them during labour. A midwife who was kind and showed
warmth, respect, and support in the care she provided. A midwife who helped them to feel empowered
enough to make informed decisions. This is in line with previous studies on midwives”
professionalism for woman-centred care [19-24]. Our findings on the need for caring relationships
was also evident in an earlier study [8], where it was linked to the women's sources of strength and
had a positive influence on their well-being and health. Woman-centered care in a cultural context
supports women’s needs, where the midwife creates a birthing atmosphere and forms a reciprocal
relationship with the woman using grounded knowledge, as described in Berg et al’s midwifery model

of care (MiMo) [25].

The satisfaction women experienced regarding childbirth seems largely influenced by the extent to
which they communicated with a caring midwife, how much they experienced control, and the extent
to which they were able to influence the outcome of the birth experience. When the women were
cared for in ways they defined as supportive, and had a caring communication with the midwife, they
experienced comfort and well-being, even though they experienced physical pain, which is very much

in line with Schuiling and Sampselle theory on comfort [26].

The importance of the women's partners support was evident even though they didn't all realise it
during pregnancy. This was connected to both emotional support and physical support. The fact that
the women had not all realized the importance of their partners” support in labour during pregnancy,

gives health professionals a reason to discuss this matter in antenatal care.

Most of the women in this study were not keen on medical interventions, instead they were more
focused on the natural process of childbirth. This is not in-line with how Icelandic doctors and
midwives perceived Polish women in a previous qualitative study [27]. The women who planned for a
non-pharmacological pain management during labour felt disappointment when not able to get the
support to fulfil this wish, because of external conditions such as access and heavy midwifery
workload. Still, the women's experience of intrapartum care and the overall service they received was

better than what they had expected it to be.



4.1 Strengths, limitations, and future directions

To our knowledge, this is the first study on migrant women'’s expectations and experience of
intrapartum midwifery care in Iceland. There were no selection bias related to events during birth in
the second interviews as the women were enrolled before they had their birth experience. The
longitudal design of the study allowed us to capture a rich picture of the researched topic.The external
transferability of the findings is limited to Polish women giving birth in Iceland, the biggest group of
migrant women in the country. The quality of the data collected and reported is inevitably dependent
on the interpretation through the lens of the authors, however we tried to limit the effect through

critical discussions in the research teams, and including a relative outsider not from Iceland.
Implication for practice

A midwife’s role is to assess the physical, emotional, social, and intellectual needs of all pregnant
women and their families during childbirth and to provide care that aims to meets these needs. Our
results indicate that perhaps the most valuable goal of midwives who prepare migrant women for
childbirth is to provide them with a safe space to express their needs and formulate their goals, to
promote their sense of control and experience of power, and the feeling that they have accomplished
something at birth. This involves good communication, the use of translators if needed, and a woman-
centered approach to care with respect and kindness. For midwives to be able to provide the care the
women need and ask for, they have to have access to specially trained translators and inform migrant
women about their right to translator during pregnancy. Continuity of care [8] and a provision of
culturally sensitive maternal health services [17] have been highlighted to meet migrant women’s
needs, to help them find a sense of meaning in their new country and enhance positive outcomes of a
healthy mother and baby. Continuity of care helps to empower women, and migrant women as a
vulnerable group especially, assessing the needs of women and expectations regarding the childbirth
process. During pregnancy it is important that midwives take advantage of the unique opportunity
they have with migrant women to assist them in a way that they can express their needs and wishes
and face the upcoming challenges related to the birth of their child. Midwives can encourage migrant
women to have their partners with them during birth, inform them of the options available to them and
encourage them to request an interpreter if needed. To ensure that care is appropriate, respectful and
in partnership with migrant women, cultural competency and anti-discriminatory practice can be
improved. This could be achieved through pre- and post-registration training of midwives and other
clinical and non-clinical staff involved in the care of migrant women. A training that should cover
both the social, clinical and psychological needs of migrant women as well as up to date information
regarding policy and current socio-political population influences, as suggested by McNight et al.

[28].

CONCLUSION



This study clearly acknowledges that migrant women's care situation in a new country is related to
good communication and being connected with others [29]. This study identifies possible limitations
in maternity care alongside factors that promote health and healthcare needs of migrant childbearing
women in Iceland. It’s our hope that this knowledge can positively affect the practice of midwives and
other maternity care providers as well as the curriculum for future midwives in Iceland. By
acknowledging migrant’s women's diversity in experiences of security, knowledge, and personal
values, we can implement policies that improve the way we take care of migrant women in maternity

care and contribute to a positive childbirth experience in a foreign environment.
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Table 1. Characteristics of participants (N=8)

Variable n
Maternal age at first interview

24-29 5

30-35 3
Parity

Nullipara 5

Multipara 3
Previous birth

Poland 1

Iceland 1

Poland and Iceland 1
Gestation at first interview

34-37 weeks 4

38-41 weeks 4
Time from birth at second interview

4-7 weeks 5

8-11 weeks 3
Capital area residence 8
Reason for migration to Iceland

Work 5

Wanted to live abroad 3
Duration of stay in Iceland

1-2 years 3

3-4 years 4

5-6 years 1
Married/cohabiting 8
Level of education

Secondary education 3

Higher education 5
Employed/student 7
Level of birth service

Tertiary 8
Co-morbidity

Hypertensive disorder 2

Diabetes 3
Childbirth interventions

Elective cesarean section 1

Induction of labour 2

Instrumental birth 0

Epidural 4



Figure 1. Themes
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Appendix A

Table S 1 Ascertainment and missing data for Study | outcome variables

Stud ICD-10 NCSP
l: Y IMBR variable d d Code description Variables excluded/ missing
outcome code code
Elective caesarean Missing 3.834 primiparous women (446 migrants) and
Onset of labour delivery, spontaneous 5.577 multiparous women (309 migrants).
Induction of labour, induced labour
labour 083.8 Induction of labour
MASCO0 Indu-ctif:n by rupture of
amniotic membrane . .
5 Tandin inducion of Women excluded if they had an elective caesarean:
MAXC02 | r;)stag andin induction o 1.340 primiparous women (186 migrants) and 4.855
abour multiparous women (307 migrants).
MAXC09 | Other induction of labour
Registration begun year 2006
Women excluded if they had an elective caesarean or
Amniotomy MASCO05 Amniotomy during labour an induction of labour: 8.120 primiparous women
(9966 migrants) and 12.940 multiparous women (810
migrants).
Registration begun year 2006
Oxytoci Induci simulation of Women excluded if they had an elective caesarean or
xytocin nduction or stimulation o
sati MAXCO00 lab. th R an induction of labour: 8.120 primiparous women
augmentation labour with oxytocin
19 ' ur with oxytoci (9966 migrants) and 12.940 multiparous women (810
migrants).
Acute epidural Women excluded if they had an elective caesarean:
Epidural WAA307 anaesfh:s‘a for deliver 1.340 primiparous women (186 migrants) and 4.855
1 1V
Y multiparous women (307 migrants).
ZXXX30 Epidural
Peri t
erineum suppor Registration begun year 2012.
(ad t t
adequate suppor
Peri th . PP Women excluded if they had a caesarean and if they
erineum of the perineum
" d p? lled yes/no gave birth before 2012: 27.556 primiparous women
suppol and controlle
. migrants) an . multiparous women
PP o 2.827 mig d 40.625 muli
progress of the .
baby’s head) (2.170 migrants).
Registration begun year 2006.
Women excluded if they had a caesarean: 5.726
Episiot MAXX00 Episiof
pisictomy pisiotomy primiparous women (700 migrants) and 7.716
multiparous women (569 migrants)
Instrumental 081.0 Low forceps delivery Women excluded if they had an elective caesarean:
birth 1.340 primiparous women (186 migrants) and 4.855
081.1 Mid-cavity forceps delivery | multiparous women (307 migrants).
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081.2

081.3

Mid-cavity forceps with
rotation

081.4

Other and unspecified
forceps delivery

081.5

Vacuum extractor delivery

Delivery by combination
of forceps and vacuum
extractor

Elective
caesarean

Onset of labour

082.0

Elective caesarean
delivery, spontaneous
labour, induced labour

Delivery by elective
caesarean delivery

Emergency
caesarean

082.1

Delivery by emergency
caesarean delivery

OASI

070.2

070.3

Third degree perineal
laceration during delivery

Fourth degree perineal
laceration during delivery

Women excluded if they had a caesarean: 5.726
primiparous women (700 migrants) and 7.716
multiparous women (569 migrants)

Postpartum
haemorrhage

072.0

0721

Third-stage haemorrhage

072.2

Other immediate
postpartum haemorrhage

072.3

Delayed and secondary
postpartum haemorrhage

Postpartum coagulation
defects

Preterm

Gestational length,
sonography,
weeks

Gestational length in full
weeks according to
sonography

Missing 1.303 primiparous women (199 migrants) and
1.930 multiparous women (139 migrants)

5 min Apgar
<7

Apgar 5 min

Stillbirths excluded:
133 primiparous women (17 migrants) and 155
multiparous women (11 migrants)

Missing 1 lIcelandic primiparous woman and 5
Icelandic multiparous women

NICU
admission

Supervision of the
newborn

NICU, maternity ward,
doesn’t apply

Registration begun year 2006.

Stillbirths excluded:

133 primiparous women (17 migrants) and 155
multiparous women (11 migrants)

Perinatal
mortality

The death of the
newborn

Before birth, during birth,
on the first day after birth,
on day 2-7 after birth, on
day 8-28 after birth, on
day 29-365 after birth, not
registered/does not apply

No cases for the death of a newborn on day 8-365 after

birth.

Hypertensive
disorder

010

on

Pre-existing hypertension
complicating pregnancy,
childbirth and the

puerperium

Pre-eclampsia
superimposed on chronic
hypertension
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Gestational [pregnancy-

013
induced] hypertension
014 Pre-eclampsia
015.0 Eclampsia in pregnancy
015.1 Eclampsia in labour
o6 Unspeufl?d maternal
hypertension
1o Essential (.primary)
hypertension
024.0 Pre-existing 1>ipe 1
diabetes mellitus
024.1 Pre-existing 1>ipe 2
diabetes mellitus
Diabetes 0244 Piabetes mellitus arising
in pregnancy
024.9 Diabetes mellitus |n. .
pregnancy, unspecified
E10 Type 1 diabetes mellitus
ET1 Type 2 diabetes mellitus
12 Malnuirltlon-rélated
diabetes mellitus
Other specified diabetes
E13 .
mellitus
E14 Diabetes mellitus
Asymptomatic human
Z21 immunodeficiency virus
HIV [HIV] infection status No cases for B20-24
HIV disease resulting in
B20.8 other infectious and
parasitic diseases
722.5 Carrier of viral hepatitis
H titi
epaitis Chronic viral hepatitis B
B18.1 N
without delta-agent
B18.2 Chronic viral hepatitis C
. Subluxation of symphysis
Symphysis Sy
bi 026.7 (pubis) in pregnancy,
ubis .
pume childbirth and the
dysfunction X
puerperium
E66.8 Other obesity
Obesity E66.9 Obesity, unspecified
i 1
E66.0 Obes'l'fy due to excess
calories
E66.1 Drug-induced obesity
£66.2 Extreme obesity anh-
alveolar hypoventilation
Thalassaemia D56 Thalassaemia
Respiratory tuberculosis,
Tuberculosis A1519 bacteriologically and No cases for A15-19

histologically confirmed
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Appendix B

Table S 2 Background characteristics of primiparous and multiparous migrant women with missing
data on citizenship who gave birth to a singleton in Iceland during the study period (1997-2018)?

Migrant primiparous
women, missin;

Migrant multiparous
women, missing

Characteristics citizenship (n=177) citizenship (n=173)
Maternal age at birth n(mean) 159 (27.5)*** 167 (29.8)**
<19 n(%) 9 (5.7%)** 1(0.6)*
20-24 n(%) 46 (28.9%)** 26 (15.6)*
25-29 n(%) 50 (31.4%)** 51 (30.5)*
30-34 n(%) 36 (22.6%)** 58 (34.7)*
35-39 n(%) 13 (8.2%)** 24 (14.4)*
>40 n(%) 5 (3.1%)** 7(4.2)*
Data missing n(%) 18 (10.2%) 6(3.5)
Married/cohabiting n(%) 108 (78.8%)*** 129 (85.4)***
Data missing n(%) 40 (22.6%) 22(12.7)
Capital area residence n(%) 122 (68.9%) 116 (67.1%)
Data missing n(%) 19 (10.7) 9(5.2)
Employed/student n(%) 105 (59.3) 101 (58.4)
Year of giving birth
1997-2006 n(%) 75 (42.4) 53 (30.6)***
2007-2018 n(%) 102 (57.6) 120 (69.4)***
Data missing n(%) 0(0) 0(0)
Parity n(mean) - 173 (1.5)
1 n(%) - 119 (68.8)**
2 n(%) - 33 (19.1)**
>3 n(%) - 21 (12.1)**
Data missing n(%) - 0(0)
Previous caesarean section n(%) - 1(0.6)
Antenatal care visits n(%) 177 (9.0)*** 173 (8.8)***
0 n(mean) 8 (4.5)%** 2 (1.2)***
1-3 n(%) 8 (4.5)%* 4 (2.3)%k*
4-8 n(%) 54 (30.5)%** 80 (46.2)***
9-11 n(%) 65 (36.7)*** 61 (35.3)%**
=12 n(%) 42 (23.7)*** 26 (15.0)***
Data missing n(%) 0(0) 0(0)
Gestation n(%) 165 (39.2) 160 (39.2)*
<36*0w n(%) 15(9.1) 8(5.0)
370w-41 10w n(%) 142 (86.1) 149 (93.1)
2420w n(%) 8(4.8) 3(1.9)
Data missing n(%) 12 (6.8) 13(7.5)
Level of birth services n(%)
Primary n(%) 11(6.2) 12 (6.9)*
Secondary n(%) 8(4.5) 11 (6.4)*
Tertiary n(%) 158 (89.3) 150 (86.7)*
Data missing n(%) 0(0) 0(0)
Co-morbidity n(%)
Hypertensive disorder n(%) 2 (1.1)* 3(1.7)
Diabetes n(%) 6(3.4) 9(5.2)
HIV® n(%) 0(0) 0(0)
Hepatitis® n(%) 1(0.6) 1(0.6)
Symphysis pubis dysfunction n(%) 2(L.1) 7(4)
Thalassaemia® n(%) 0(0) 0(0)
Obesity n(%) 2(1.1) 529

*P<.05 **P<.01 #xkp < 001

p-values are for comparison of each group of migrant women with the group of Icelandic women, x2
aDenominators vary because of missing values.
b If Chi-square tests was not valid due to >20% cells have exp.count less than 5, Fisher exact test was used.
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Appendix D

Table S 4 Ascertainment for Study Il outcome variables.

STUDY OUTCOME NCSP ATC NIC CODE DESCRIPTION
CODE CODE CODE

NON-PHARMACOLOGICAL METHODS

RELAXATION 6040 | Use of techniques to encourage and elicit relaxation for the purpose of
decreasing undesirable signs and symptoms such as pain, muscle tension, or
anxiety

MASSAGE 1480 | Stimulation of the skin and underlying tissues with varying degrees of hand
pressure to decrease pain, produce relaxation, and/or improve circulation

ACUPUNCTURE AXXXA00 Acupuncture

STERILE WATER 2317 | Preparing and giving medications via the subcutaneous route

INJECTION

WARM/COLD PACKS 1380 | Stimulation of the skin and underlying tissues with heat or cold for the purpose
of decreasing pain, muscle spasms, or inflammation

TENS 1540 | Stimulation of skin and underlying tissues with controlled, low-voltage electrical
vibration via electrodes

SHOWER/ BATH 1340 | Stimulation of the skin and underlying tissues for the purpose of decreasing
undesirable signs and symptoms such as pain, muscle spasm, or inflammation

AROMATHERAPY® 1330 | Administration of essential oils through massage, topical ointments or lotions,
baths, inhalation, douches, or compresses (hot or cold) to calm and sooth,
provide pain relief, and enhance relaxation and comfort

PHARMACOLOGICAL METHODS

PETHIDINE NO2AB02 Phenylpiperidine derivatives

NITROUS OXIDE WAA740 Nitrogen oxide therapy

INHALATION

PUDENTAL BLOCK WAA230 Plexus blockade of nervus pudendus

EPIDURAL WAA307 Acute epidural anaesthesia for delivery

ANESTHESIA

ZXXX30 Epidural
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Appendix E

Information sheet for Polish migrant women for Study Il

'u,@_ UNIVERSITY SCHOOL OF HEALTH SCIENCES
z Vatnsmyrarvegur 16, 101 Reykjavik
w OF ICELAND Tel. +354 225 4;66 . hvs@hi,isy-Jhi.is

Dokument informacyjny dla imigrantek

Stan zdrowia imigrantek rodzacych dzieci na Islandii: ich dostep do systemu opieki zdrowotnej oraz do$wiadczenia
zwigzane z opieka poloznicza.

Droga Adresatko,

Niniejszym zapraszamy Cig¢ do udziatu w badaniu dotyczacym stanu zdrowia imigrantek rodzacych dzieci na Islandii: ich
dostepu do systemu opieki zdrowotnej oraz ich doswiadczen zwigzanych z opieka potoznicza. Dr Helga Gottfredsdottir,
potozna i wyktadowca, jest kierownikiem zespotu badawczego. Badanie otrzymato dofinansowanie z Islandzkiego Funduszu
Badawczego (Rannis), numer 196218-051.

Zalozenia/ Cel badania
Ogo6lnym celem tego badania jest analiza dostgpu do opieki potozniczej i korzystania z niej, a takze wynik cigzy, kobiet z
mniejszosci etnicznych, w islandzkim systemie opieki zdrowotne;j.

Uczestniczki badania

Potozne pracujace w zespole opieki okotoporodowej skontaktuja si¢ z kobietami / uczestniczkami badania, bedacymi w ciazy.
Przedstawig prowadzone badania i zapytaja o zgodg na przekazanie ich danych kontaktowych zespotowi badawczemu.
Ankieter / lub w razie potrzeby thumacz, skontaktuje si¢ z kobietami bgdacymi ciazy, w celu przekazania szczegotowych
informacji na temat badan.

Na czym polega uczestnictwo w badaniu?
Jesli wyrazisz zgodg na udzial w tym badaniu, bgdzie on polegat na udziale w dwoch wywiadach:

a. Pierwszy wywiad odbedzie si¢ podczas cigzy.
b. Drugi wywiad odbgdzie si¢ po urodzeniu dziecka.

Wywiad zostanie nagrany na ta$mie, a czas jego trwania to jedna godzina.
Wywiad zostanie przeprowadzony przez wyszkolonego ttumacza, mowiacego w Twoim jezyku.

Niedogodnosci i korzy$ci wynikajace z uczestnictwa w badaniu

Udzial w badaniu nie niesie za sobg, zadnych bezposrednich korzysci dla uczestnikow, poza mozliwoscig wzigcia udzialu w
badaniu, ktére potencjalnie poprawi zrozumienie doswiadczen imigrantek w zakresie opieki okotoporodowej, a takze ich dostepu
do systemu opieki zdrowotnej. Doktadniejsze zrozumienie i wiedza na temat kobiet reprezentujgcych mniejszosci narodowe na
Islandii bgdzie korzystna dla polityki i praktyki w tym dziale opieki zdrowotne;j.

Uczestniczki badania beda mialy rowniez okazjg podzielic si¢ swoimi do$wiadczeniami oraz spostrzezeniami, a takze
przedstawi¢ swoje przemyslenia i odczucia wzgledem opieki okotoporodowej na Islandii. Istnieje ryzyko wywotania niepokoju
u uczestniczek badania, na skutek bolesnych wspomnien lub innych zdarzen w trakcie przeprowadzania wywiadu. Nasz ankieter
dotozy staraf, aby wywiady zostaty przeprowadzone w cichym otoczeniu, a my postaramy si¢ stworzy¢ przestrzen, ktora bedzie
postrzegana, jako niezalezna kulturowo. Uczestniczki moga odmowi¢ odpowiedzi na konkretne pytania oraz przerwa¢ badanie
w dowolnym momencie, bez potrzeby wyjasniania przyczyn swojej decyzji. W przypadku nagromadzenia si¢ negatywnych
emocji lub poczucia dyskomfortu w skutek przeprowadzonego wywiadu, badana moze skontaktowac si¢ z Valgerdur Lisa
Sigurdardottir, potozna, konsultantka specjalizujaca si¢ w okotoporodowym zdrowiu psychicznym kobiet na oddziale
potozniczym Krajowego Szpitala Uniwersyteckiego (nr tel.: 824-5391), ktora bezptatnie porozmawia z uczestniczkg badania o
poprawie jej samopoczucia.

W ramach zachgety oraz podzigkowania za czas poswigcony na udziat w takim badaniu, uczestniczka otrzyma wynagrodzenie w
wysokosci 5000 koron islandzkich.

Poufnos¢ i anonimowosé

Zespot badawczy zobowiazuje si¢ do zachowania anonimowos$ci badania oraz poufnosci wzglgdem uzyskanych informacji.
Wszystkie dane zawarte w niniejszym badaniu traktowane beda, jako poufne. Przesylajac dane z badania nie ma mozliwosci
§ledzenia zadnych informacji. Dozwolone jest odmowienie wzigcia udziatu lub zrezygnowanie z udzialu w badaniu na
dowolnym etapie, bez podania przyczyny oraz bez zadnych konsekwencji dla jakiejkolwick innej terapii lub leczenia.
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