
Birth, 2025; 0:1–11
https://doi.org/10.1111/birt.12900

1 of 11

Birth

ORIGINAL ARTICLE OPEN ACCESS

Childbirth Experience, Mistreatment, and Migrant Status: 
A Retrospective Cross-Sectional Study
Edythe L. Mangindin1,2   |  Helga Gottfreðsdóttir1,3  |  Kathrin Stoll4  |  Franka Cadée5  |  Elín Inga Lárusdóttir3  |  
Emma M. Swift1,2

1Faculty of Nursing and Midwifery, University of Iceland, Reykjavík, Iceland  |  2Reykjavík Birth Centre, Reykjavík, Iceland  |  3Department of Obstetrics 
and Gynaecology, Landspítali University Hospital, Reykjavík, Iceland  |  4Department of Family Practice, University of British Columbia, Vancouver, 
Canada  |  5Research Centre for Midwifery Science, Zuyd University, Maastricht, The Netherlands

Correspondence: Edythe L. Mangindin (elm9@hi.is)

Received: 15 March 2024  |  Revised: 3 October 2024  |  Accepted: 9 January 2025

Funding: This work was supported by Rannís Icelandic Centre for Research, Developmental Fund for Immigration Issues of the Icelandic Ministry of 
Social Affairs and the Labour Market, Memorial Fund of Midwife Björg Magnúsdóttir and Magnús Jónasson and Nursing and Midwifery Research Fund of 
Ingibjörg R. Magnúsdóttir. The authors declare that there is no funding bias in this research.

Keywords: childbirth experience | health inequity | healthcare professionals | migrants | mistreatment

ABSTRACT
Introduction: Childbirth experience can affect women's long-term health and well-being. However, there is limited knowledge 
on whether migrant status affects woman's experience during childbirth. We aimed to answer the following research questions: 
(1) Is there a difference in childbirth experience between migrant and native-born women in Iceland; and (2) Are migrant women 
more likely to experience mistreatment in childbirth compared to native-born women in Iceland?
Methods: An online survey was developed including the Childbirth Experience Questionnaire 2 to assess overall childbirth 
experience, and descriptive analysis and linear regression were conducted to determine differences between migrant and native-
born women in Iceland. The mistreatment by care providers in childbirth indicators were used to evaluate mistreatment in 
childbirth, and frequencies and logistic regression were conducted. Both regression models were adjusted for sociodemographic 
and obstetric factors.
Results: A total of 1365 women participated. Migrant women reported statistically significantly lower scores for birth experience 
compared to native-born women (F [12, 1352] = 23.97, p < 0.001). There was no statistical difference between groups regarding 
mistreatment in childbirth. One in four of all women reported at least one form of mistreatment.
Conclusion: This study suggests that there are areas in maternity care that can be improved upon, particularly in providing care 
for migrant women and addressing mistreatment in childbirth for all. Our results suggest further research in this area as well as 
evaluation of maternity systems, training in cultural competency and effective communication.

1   |   Introduction

A woman's childbirth experience can affect her physical, psy-
chological and social well-being as well as the health of her 
child. Women who have a positive experience of childbirth 

describe feeling in control and receiving quality care [1]. Those 
who mentally prepare themselves for birth, receive support and 
use minimal interventions during labor are more likely to have 
a positive birth experience [2, 3]. Additional factors associated 
with a positive experience are vaginal birth without epidural, no 

Abbreviations: CEQ-2, Childbirth Experience Questionnaie version 2; MCPC, mistreatment by care providers in childbirth indicators; REDCap, research electronic data capture; SPSS, 
statistical package for social sciences; WHO, World Health Organization.
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labor augmentation, no birth complications and a known mid-
wife providing care [4].

Unfortunately, not all women have a positive birth experience, 
and it is ultimately the woman herself who determines whether 
her experience is positive or negative [5]. All over the world, 
women are reporting negative childbirth experiences, especially 
those who are not satisfied with professional support during 
labor, have a prolonged labor or give birth with the assistance of 
vacuum extraction, forceps or cesarean section [3]. Furthermore, 
mistreatment by healthcare providers during childbirth contrib-
utes to a woman's negative experience [6, 7]. Forms of mistreat-
ment include physical abuse, sexual abuse, verbal abuse, stigma, 
discrimination, failure to meet professional standards of care 
and poor rapport between women and care providers [8].

Migrant women are known to be a socially and economically dis-
advantaged group at risk of experiencing childbirth negatively 
because of their status [9–12]. Recent studies in Iceland suggest 
that migrant women are more likely to experience episiotomy, 
instrumental births, postpartum hemorrhage, and cesarean sec-
tion [11]. Yet, they are less likely to use pain-relief methods [10]. 
Additionally, there is evidence that they perceive less respect-
ful maternity care and less autonomy in decision-making when 
compared native-born women [9]. There is a lack of research in 
comparing overall birth experience between these two groups. 
More research is needed that focuses on women from disadvan-
taged backgrounds receiving maternity care [13].

The purpose of our study was to identify differences in child-
birth experience and mistreatment between migrant and 
native-born women. Therefore, we aim to answer the following 
research questions:

1.	 Is there a difference in childbirth experience between mi-
grant and native-born women in Iceland?

2.	 Are migrant women more likely to experience mistreat-
ment by care providers during childbirth compared to 
native-born women in Iceland?

2   |   Methods

2.1   |   Study Setting

This study was conducted in Iceland, a Nordic country with a 
population of approximately 387,000 residents [14]. Currently, 
migrants make up 18.4% of the population, with the largest 
group originating from Poland [14]. The most challenging bar-
rier to migrant integration is lack of effective language learning 
[15]. Iceland has a universal healthcare system in which mater-
nity care is primarily provided by midwives; however, general 
practitioners and obstetricians are consulted when pregnancy or 
birth complications arise. In 2021, a total of 4895 babies were 
born [16]. Women who give birth at home, in small midwifery-
led birth units or in rural health institutions (~10%) have the pos-
sibility of receiving continuous care from a known and trusted 
midwife [16]. Generally, there are good maternal and neonatal 
outcomes, with a perinatal mortality rate of 3.5 per 1000 ba-
bies born which is lower than the average of 6.7 in Europe [17]. 

Iceland has a maternal mortality rate of 3 per 100,000 births 
which is lower than the average rate of 13 per 100,000 births in 
high-income countries [18].

2.2   |   Survey Development and Distribution

A survey was developed to collect information on sociodemo-
graphic and obstetric characteristics, childbirth experience 
and mistreatment in childbirth. The Childbirth Experience 
Questionnaire, version 2 (CEQ-2) [19–21] was used to evaluate 
childbirth experience and the mistreatment by care providers in 
childbirth (MCPC) [8, 22] indicators were used to assess mis-
treatment in childbirth (Table  1). The survey was originally 
developed in English and then translated via forward and back 
translation into Icelandic [21] and Polish. The survey was dis-
tributed through email and social media platforms (Facebook 
and Instagram) to reach a diverse group of women [23]. The 
inclusion criteria to participate in the study were: (1) woman 
age > 18 years at time of survey; (2) received maternity care 
in Iceland 2015–2021; and (3) fluency in Icelandic, English or 
Polish which are the most spoken languages.

2.3   |   Instruments

2.3.1   |   Childbirth Experience Questionnaire, Version 2

The CEQ-2 scale has been translated and validated in many 
countries, including Iceland [19–21, 24–32]. Validation of the 
CEQ-2 scale in Icelandic has shown high internal consistency, 
but further work is needed to determine the optimal number 
of items and domains of the questionnaire in Icelandic be-
cause two items (“I was tired during labor and birth” and “As 
a whole, how painful did you feel childbirth was?”) were not 
sufficiently related to other scale items to warrant inclusion 
[21]. However, for the purposes of this study, the decision was 
made to use all scale items to compare participants' scores 
across all three languages, as well as to compare Iceland's 
scores to other countries [19, 24–26, 28, 31, 32]. Participants 
answered 22 items assessing women's childbirth experience 
in four domains: own capacity, perceived safety, professional 
support and participation. A 4-point Likert response format 
was used. Subscale scores were computed for domains by sum-
ming values of the items in each domain and dividing by the 
number of items to calculate the mean. Then, the total CEQ-2 
score was computed by adding domain scores and dividing by 
four. The highest possible overall score was four points and 
the lowest possible was one point. A higher score reflected a 
more positive birth experience.

2.3.2   |   Mistreatment in Childbirth

Through extensive research, the World Health Organization 
(WHO) developed a typology of mistreatment during child-
birth which further led to the development of the MCPC in-
dicators [8, 22]. These indicators measure the domains that 
align with WHO's typology of mistreatment such as stigma, 
failure to meet professional standards of care, lack of informed 
consent, and loss of autonomy [22]. The indicators used in this 
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study consisted of six items in three domains: Physical abuse 
(1 item); verbal abuse (1 item); and failure to meet professional 
standards of care (4 items). Participants were asked if they 
experienced any of the mistreatment indicators by answering 
yes/no.

2.4   |   Data Collection

The survey was accessible online using research electronic data 
capture (REDCap). Data were collected from  April 1st–30th, 
2021. Convenience sampling was used. All answers were anon-
ymous. Survey results were stored in a password-protected drive 
at the University of Iceland.

2.5   |   Covariates

The following sociodemographic variables were collected: age; 
highest level of education completed (university education, 
other); monthly income in Icelandic currency (ISK) for the 
entire household before taxes; relationship status (married/
cohabitation, single); social complications (housing problems, 
financial difficulties, lack of support from friends and family, 
difficulty accessing health care, physical abuse, mental abuse, 
anxiety, and depression).

The following obstetric variables were collected: parity (prim-
iparous, multiparous); pregnancy complications (spotting/

TABLE 1    |    Domains and survey items used to assess childbirth 
experience (Childbirth Experience Questionnaire, version 2) and 
mistreatment during childbirth (mistreatment by care provider during 
childbirth).

Domain Items

Childbirth Experience

Own capacity Labor and birth went 
as I had expected

I felt strong during labor and birth

I felt capable during labor and birth

I was tired during labor and birth (R)

I felt happy during labor and birth

I felt that I handled the situation well

As a whole, how painful did 
you feel childbirth was? (R)*

As a whole, how much control did 
you feel you had during childbirth?*

Professional 
support

Both my partner and I were treated 
with warmth and respect

I would have preferred the 
midwife to be more present 
during labor and birth (R)

I would have preferred more 
encouragement from the midwife (R)

The midwife conveyed an 
atmosphere of calm

The midwife helped me to 
find my inner strength

Perceived safety I felt scared during labor 
and birth (R)

My impression of the team's medical 
skills made me feel secure

I have many positive 
memories from childbirth

I have many negative memories 
from childbirth (R)

Some of my memories from 
childbirth make me feel depressed (R)

As a whole, how secure did 
you feel during childbirth?*

Participation I wish the staff had listened to me 
more during labor and birth (R)

I took part in decisions 
regarding my care and treatment 

as much as I wanted

I received the information I 
needed during labor and birth

(Continues)

Domain Items

Mistreatment by care providers in childbirth

Physical abuse You experienced physical abuse 
(including aggressive physical 
contact, inappropriate sexual 

conduct, refusal to provide 
anesthesia for an episiotomy, etc.)

Verbal abuse Healthcare providers (doctors, 
midwives) shouted or scolded you

Failure to meet 
professional 
standards of care

Your physical privacy was 
violated (i.e., being uncovered 

or having people in the delivery 
room without your consent)

Your private or personal information 
was shared without your consent

Healthcare providers threatened to 
withhold treatment or to force you to 

accept treatment you did not want

Healthcare providers ignored you, 
refused your request for help or 

failed to respond to requests for help 
in a reasonable amount of time

Abbreviation: R, reversed score.
*Visual analog scale (VAS), 0–100 points in which values 0–40 were coded as 1; 
41–60 were coded as 2; 61–80 were coded as 3; and 81–100 were coded as 4.

TABLE 1    |    (Continued)
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bleeding for more than a few days, anemia, high blood pres-
sure, gestational diabetes, placenta problems, infection, GBS 
positive, problems with the baby's growth/amniotic fluid, 
problems with the baby's position, twins or more, premature 
labor); place of birth (hospital setting, other); induction (yes, 
no); epidural (yes, no); and mode of birth (vaginal, cesar-
ean section). In our study, “hospital setting” was defined as 
mixed-risked birth units, and “other” included births at home, 
in small low-risk midwifery units, at birth centers or in tran-
sit to the intended place of birth. The type of care provider 
was not included because all childbearing women in Iceland 
receive care from midwives, and obstetricians provide addi-
tional care if required.

2.6   |   Data Analysis

Statistical package for the social sciences (SPSS) version 29 was 
used to analyze data. A p < 0.05 was considered statistically sig-
nificant. The reliability of CEQ-2 was determined by calculating 
Cronbach's alpha coefficients for the instrument in Icelandic, 
English and Polish. A Cronbach's alpha > 0.7 indicated internal 
consistency, an indicator of scale reliability. For the 22-item scale, 
Cronbach's alpha coefficients were 0.948 in Icelandic (n = 1159), 
0.934 in English (n = 134) and 0.940 in Polish (n = 72) demonstrat-
ing reliability in all three languages. To evaluate childbirth ex-
perience, descriptive statistics were used to calculate the means 
and standard deviations for CEQ-2 subscale scores. A hierar-
chical multiple linear regression model was used to determine 
statistical significance between the two groups (Model 1). Then, 
hierarchical multiple regression was conducted to determine dif-
ferences between the two groups adjusting for sociodemographic 
factors (Model 2) and sociographic factors and obstetric factors 
(Model 3). Regression assumptions were tested.

For each of the MCPC indicators, descriptive statistics were used 
to calculate frequencies for the overall prevalence of mistreat-
ment in the study population as well as between the two groups. 
To further evaluate mistreatment in childbirth between the two 
groups, a binary logistic regression model was performed to 
ascertain the effects of migrant status, sociodemographic fac-
tors and obstetric factors on the likelihood of experiencing any 
mistreatment during childbirth by care providers. Linearity of 
the continuous variables with respect to the logit of the depen-
dent variable of mistreatment was confirmed via Box-Tidwell 
procedure.

3   |   Results

3.1   |   Sample Characteristics

The sample consisted of 1365 women who participated and 
completed the survey in full (Table  2). The mean age of the 
sample was 30.4 years with a range from 18 to 46 years. About 
85% percent of women were native-born Icelandic whereas 15% 
were migrant women with approximately half originating from 
Poland. In the sample, there were high percentages of women 
who were married/cohabitating (94.7%), university-educated 
(60.7%), primiparous (68.0%), gave birth in a hospital setting 
(89.4%) and gave birth vaginally (85.8%).

When looking at obstetric factors, 62% of women reported at 
least one pregnancy complication. The most common complica-
tions were gestational diabetes (16.2%) and hypertensive disor-
ders (18.2%). Thirty-five percent of women reported induction of 
labor, and almost half of all participants used epidural analgesia 
for pain relief. There were no statistical differences in sociode-
mographic or obstetric characteristics between native-born and 
migrant women except in maternal age; migrant women who 
participated tended to be older than the native-born Icelandic 
women (Table 2).

3.2   |   Childbirth Experience

Overall, the average total CEQ-2 score was M = 3.11, SD = 0.67. 
Migrant women reported statistically significant lower total 
CEQ-2 scores (M = 2.88, SD = 0.50) than native-born women 
(M = 3.16, SD = 0.68) when adjusted for sociodemographic and 
obstetric factors. Furthermore, migrant women reported sta-
tistically significantly lower scores for perceived safety, pro-
fessional support and participation compared to native-born 
women. In particular, the following items contributed to the 
lower CEQ-2 scores among migrant women: “I would have 
preferred the midwife to be more present during labor and 
birth”; “I wish the staff listened to me more during labor and 
birth”; and “I have many negative memories from childbirth” 
(Table 3).

In Table  4, the full hierarchical multiple regression model of 
country origin, sociodemographic factors and obstetric factors 
predicted that CEQ-2 scores were statistically significant be-
tween migrant and native-born women in Iceland, R2 = 0.175, 
F (12, 1352) = 23.97, p < 0.001 (Table  4, Model 1); adjusted 
R2 = 0.168 accounted for 16.8% of the explained variability, a me-
dium effect size [33]. Migrant status accounted for 17% of the 
variance in childbirth experiences. Sociodemographic factors 
explained an additional 6% and obstetric factors an additional 
8% of differences in childbirth experience.

3.3   |   Mistreatment in Childbirth by Care Providers

The logistic regression model of the occurrence of mistreatment 
in childbirth by care providers showed that there was no statis-
tically significant difference between migrant and native-born 
women in Iceland, [X2 (1) = 2.26, p = 0.216] when adjusted for 
sociodemographic and obstetric factors. Although there was no 
difference between the two groups, approximately 24% (n = 328) 
of all women participating in the study reported at least one 
form of mistreatment, and 8.9% (n = 121) reported two or more 
forms of mistreatment. The most common form of mistreatment 
was failure to meet professional standards of care, with 15.6% 
(n = 213) reporting that health care providers ignored them, re-
fused their requests for help or failed to respond to their requests 
for help in a reasonable amount of time (Table 5).

4   |   Discussion

These results show that migrant women reported less positive 
childbirth experiences in comparison to native-born women; 
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TABLE 2    |    Sociodemographic and obstetric characteristics of native in the survey among native-born (n = 1159) and migrant women (n = 206) in 
an Icelandic population of mothers giving birth during 2015–2021 (N = 1365).

Maternal 
characteristics

Native-born, n = 1159 
n (% within group)

Migrant, n = 206 n 
(% within group)

Total (% of 
entire sample)

p (difference 
between groups)

Maternal age (years)

< 25 195 (16.8) 25 (12.1) 220 (16.1) 0.005*

25–29 521 (45.0) 75 (36.4) 597 (43.7)

30–34 292 (25.2) 71 (34.5) 363 (26.6)

≥ 35 151 (13.0) 35 (17.0) 186 (13.6)

Relationship status

Single 59 (5.1) 13 (6.3) 72 (5.3) 0.469

Married/living with 
partner

1100 (94.9) 193 (93.7) 1294 (94.7)

Education

University 708 (61.0) 121 (58.7) 829 (60.7) 0.534

Other 451 (39.0) 85 (41.3) 537 (39.3)

Monthly income (ISK)

< 300.000 97 (8.4) 19 (9.2) 116 (8.5) 0.058

300.000–499.999 216 (18.6) 56 (27.2) 272 (19.9)

500.000–699.999 321 (27.8) 53 (25.7) 375 (27.5)

700.000–899.999 240 (20.7) 34 (16.5) 274 (20.1)

≥ 900.000 285 (24.6) 44 (21.4) 329 (24.1)

Social complications

None 574 (49.5) 101 (49.0) 675 (49.4) 0.904

At least one 585 (50.5) 105 (51.0) 691 (50.6)

Parity

Primiparous 793 (68.4) 135 (65.5) 929 (68.0) 0.409

Multiparous 366 (31.6) 71 (34.5) 437 (32.0)

Pregnancy complications

None 392 (33.8) 66 (32.0) 458 (33.5) 0.623

At least one 767 (66.2) 140 (68.0) 908 (66.5)

Place of birth**

Hospital 1032 (89.1) 188 (91.3) 1221 (89.4) 0.343

Out of hospital 127 (10.9) 18 (8.7) 145 (10.6)

Induction of labor

Yes 420 (36.3) 69 (33.5) 490 (35.9) 0.440

No 739 (63.7) 137 (66.5) 876 (64.1)

Epidural

Yes 563 (48.6) 103 (50.0) 667 (48.8) 0.715

No 596 (51.4) 103 (50.0) 699 (51.2)

Mode of birth***

(Continues)
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however, there was no statistical difference between the two 
groups regarding the occurrence of MCPC. Overall, the scores 
from the childbirth questionnaire suggest that most women have 
a positive birth experience. The overall mean total CEQ-2 score 
for this study population was 3.11 points on a scale from one to 
four points. Other countries that have used the CEQ-2 scale to 
evaluate childbirth experience have reported similar mean total 
scores. Studies from other Nordic countries have reported mean 
total CEQ-2 scores with a range of 3.09–3.34 [25, 27, 34], and in 
studies conducted in European countries, scores were similar in 
the United Kingdom (3.06–3.23) [19], the Netherlands (3.25) [30] 
and Spain (2.96–3.18) [31] to the Icelandic scores.

In this study, there is a difference between migrant women and 
native-born women when it comes to birth experience, indicat-
ing inequities in care. Although migrant women in this study 
reported higher levels of sense of capacity to give birth than their 
native-born counterparts, they perceived less safety, less profes-
sional support, and less active participation. These items were 
all related to communication and interactions with healthcare 
professionals. Migrant women reported lower scores in items 
related to communication, such as preferring the midwife to be 
more present and encouraging and wishing the staff had listened 
to them more. These results are in alignment with other studies 
about migrant childbearing women in Iceland. For instance, one 
study found that migrant women in Iceland were more likely 
to perceive less respect from care providers and perceive less 
autonomy when making decisions about their care [9]. Another 
Icelandic study found that migrant women were less likely to 
utilize non-pharmacological pain-relief methods during labor 
yet were more likely to experience complications in childbirth 
[10]. This phenomenon has also been described in the United 
States, where there is a history of over- and under-utilization of 
pain relief methods for women of color, with some considering it 
to be a sign of obstetric racism [35–38].

This study contributes to the growing evidence on inequities 
and inadequate maternity care for migrant women in high-
income countries. In a recent Norwegian study, migrant women 
were more likely to experience that their needs were not met 
during childbirth when compared to native-born women [39]. 
In a systematic review of migrant women's experiences of ma-
ternity care in Europe, women expressed difficulties navigating 
the healthcare system in a new country, lack of trust in health-
care providers, difficulties in communication, inadequate infor-
mation, different expectations of care, lack of understanding of 
their culture and traditions and fear of mistreatment because of 
their background [40]. On the other hand, they valued health-
care professionals who were supportive, provided reliable infor-
mation, had respectful attitudes, made them feel safe and took 

their concerns seriously [40]. For this reason, there is hope that 
midwives and other healthcare professionals have the power 
to improve care with cultural sensitivity and compassionate 
communication.

In a systematic scoping review on effective models of care for 
migrant women, results indicated that key elements of effec-
tive maternity care models included culturally responsive care, 
continuity of care, effective communication, psychosocial and 
practical support, support to navigate systems and flexible and 
accessible services [41]. A positive and empowering pregnancy, 
childbirth, and postpartum period is the foundation for physi-
cally and mentally healthy mothers and their children; however, 
if a woman's first steps into motherhood are characterized by 
oppression, uncertainty, distrust, fear, and mistreatment, the 
mother and child will begin their life together at a disadvantage, 
perpetuating their socially vulnerable status in society.

This study shows no statistical difference in MCPC between 
migrant women and native-born women. However, 24% of all 
women reported at least one form of mistreatment by care pro-
viders during childbirth, with 8.9% reporting two or more. The 
most common forms of mistreatment reported were that health-
care providers ignored women, refused their requests for help 
or failed to respond to their requests for help. Again, here is 
evidence of difficulties in communication. For example, 8% of 
women indicated that healthcare providers scolded or shouted 
at them, and approximately 5% of women expressed that their 
physical privacy was violated. Currently, no other studies have 
specifically looked at mistreatment in childbirth in Iceland, but 
according to an Icelandic longitudinal cohort study, approxi-
mately 5% of women considered their birth to be a negative ex-
perience [3].

The concepts of mistreatment in childbirth and obstetric vio-
lence can be complicated and difficult to define. Although many 
studies on mistreatment and obstetric violence exist in low- and 
middle-income countries [8], research is beginning to emerge 
in high-income countries [12, 42]. In the United States, 17% of 
women experience at least one form of mistreatment such as 
loss of autonomy, being shouted at or being ignored during labor 
and childbirth [22]. Of migrants who had recently immigrated 
to the United States, 23.5% reported at least one type of obstet-
ric mistreatment compared to 16.9% of native-born women [22]. 
In a Swiss study, 28% of women experienced at least one form 
of mistreatment, with most indicating ineffective communi-
cation and lack of informed consent [43]. In a Swedish quali-
tative study, women reported psychological and physical abuse 
during childbirth interpreted as “obstetric violence” such as 
lack of information and consent, insufficient pain relief, lack 

Maternal 
characteristics

Native-born, n = 1159 
n (% within group)

Migrant, n = 206 n 
(% within group)

Total (% of 
entire sample)

p (difference 
between groups)

Vaginal 996 (85.9) 175 (85.0) 1171 (85.8) 0.709

Cesarean 163 (14.1) 31 (15.0) 194 (14.2)

*Chi-squared tests for significance, p < 0.05 considered statistically significant. 
**Place of birth—“Hospital” refers to mixed-risk hospital birth units; “out of hospital” refers to birth taking place at home, in smaller midwifery-led units, birth centers 
or in transit to the intended place of birth. 
***Mode of birth: “vaginal” birth includes vaginal birth with or without forceps or vacuum extraction; “cesarean section” includes elective and emergency surgery.

TABLE 2    |    (Continued)
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TABLE 3    |    Childbirth Experience Questionnaire, version 2 (CEQ-2) differences in dimension scores and overall mean scores among native-born 
(n = 1159) and migrant women (n = 206) in an Icelandic population of mothers giving birth during the period 2015–2021 (N = 1365).

Domain Items

Native-
born M 

(SD) Migrant M (SD) TOTAL M (SD) Adjusted p

Own capacity 2.66 (0.72) 2.73 (0.64) 2.67 (0.72) < 0.001

Labor and birth went 
as I had expected

2.58 (1.03) 2.81 (1.04) < 0.001

I felt strong during labor and birth 3.24 (0.95) 2.91 (0.99) < 0.001

I felt capable during labor and birth 3.18 (0.91) 3.01 (0.88) 0.02

I was tired during labor and birth (R) 2.06 (1.05) 2.47 (1.06) < 0.001

I felt happy during labor and birth 2.97 (1.01) 2.95 (0.95) 0.83

I felt that I handled the situation well 2.82 (1.03) 3.13 (0.89) < 0.001

As a whole, how painful did 
you feel childbirth was?(R)

1.96 (1.02) 1.99 (1.08) 0.91

As a whole, how much control did 
you feel you had during childbirth?

2.45 (1.19) 2.59 (1.18) 0.41

Professional 
support

3.35 (0.76) 2.98 (0.58) 3.31 (0.75) < 0.001

Both my partner and I were 
treated with warmth and respect

3.58 (0.75) 3.48 (0.72) 0.06

I would have preferred the 
midwife to be more present 
during labor and birth (R)

3.22 (0.96) 2.39 (1.10) < 0.001

I would have preferred more 
encouragement from the midwife (R)

3.21 (0.98) 2.41 (1.03) < 0.001

The midwife conveyed an 
atmosphere of calm

3.52 (0.80) 3.43 (0.76) 0.11

The midwife helped me to 
find my inner strength

3.25 (0.94) 3.20 (0.88) 0.47

Perceived safety 3.29 (0.78) 2.87 (0.61) 3.27 (0.77) < 0.001

I felt scared during 
labor and birth (R)

2.89 (1.09) 2.51 (0.98) < 0.001

My impression of the team's medical 
skills made me feel secure

3.53 (0.80) 3.34 (0.83) 0.002

I have many positive 
memories from childbirth

3.27 (0.98) 3.17 (0.95) 0.20

I have many negative memories 
from childbirth (R)

3.18 (1.02) 2.43 (1.17) < 0.001

Some of my memories 
from childbirth make me 

feel depressed (R)

3.52 (0.89) 2.58 (1.19) < 0.001

As a whole, how secure did 
you feel during childbirth?

3.34 (0.99) 3.25 (1.01) 0.30

(Continues)
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of trust and perceived safety from healthcare professionals and 
abuse including threats [42]. In a Dutch study, the most com-
monly reported instances of disrespect and abuse included lack 
of choices, lack of communication, lack of support and harsh 
treatment or physical violence [12]. The aforementioned re-
search shows slight differences among high-income countries 
in the types of mistreatment occurring; however, the forms of 
mistreatment seem to be based on poor communication and lack 
of informed consent.

Considering the current research, it is evident that MCPC 
and obstetric violence is a worldwide phenomenon; therefore, 

healthcare professionals and systems must adapt a human 
rights-based approach to address these violations of human 
and reproductive rights. It is important to identify roots of mis-
treatment beyond the individual level such as patriarchal care, 
medicalized approaches, harmful gender stereotypes, power 
dynamics, and weak health systems that contribute to mistreat-
ment [44]. Only then can improvements be made in maternity 
care, to ensure well-being and safety for both mother and baby.

Further research is needed to map out the context and causes of 
inequities and mistreatment in the Icelandic healthcare system 
as well as healthcare systems globally. The results of our study 
indicate a need for training in cultural sensitivity and compas-
sionate communication [45]. A mix of both quantitative and 
qualitative approaches has been recommended as the optimal 
strategy to evaluate mistreatment in childbirth and advocate for 
change [46]. In addition, using an intersectionality perspective 
to evaluate childbirth experience can provide useful informa-
tion on how oppression and exclusion intersect and drive ineq-
uities [47]; however, larger sample sizes of migrant women are 
needed to look at the intersection of race, immigration status, 
poverty, domestic violence, and other factors.

4.1   |   Strengths and Limitations

One of the strengths of our study is that the sample population 
mirrors the demographics of Icelandic society as well as its ob-
stetric profile [14, 16]. The study design also emphasizes inclu-
sivity through the investment of time and resources to ensure 
survey availability in three different languages, reflecting the 
largest immigrant groups in Iceland. This enabled migrant 
women to complete the survey who might not otherwise have 
participated in research because of language barriers. Also, 
this study includes a large and diverse sample size of over 1300 
women with 15% of participants from migrant communities 
which is representative of the migrant population in Iceland [14].

This study also has limitations. A self-reported survey was used 
to collect data on childbirth experience and mistreatment by care 
providers. When participating in self-report surveys, respondents 
may have recall bias or have tendencies to embrace or avoid ex-
treme responses. Another limitation is that most participants 

Domain Items

Native-
born M 

(SD) Migrant M (SD) TOTAL M (SD) Adjusted p

Participation 3.32 (0.83) 2.90 (0.66) 3.31 (0.81) < 0.001

I wish the staff had listened to me 
more during labor and birth (R)

3.40 (0.96) 2.43 (1.12) < 0.001

I took part in decisions 
regarding my care and treatment 

as much as I wanted

3.25 (0.92) 3.01 (0.95) < 0.001

I received the information I 
needed during labor and birth

3.32 (0.92) 3.29 (0.82) 0.65

*Linear regression model adjusting for age, relationship status, education, income, social complication, parity, pregnancy complication, induction, epidural, birth 
setting and mode of birth. p < 0.05 considered statistically significant indicated by bold text.

TABLE 3    |    (Continued)

TABLE 4    |    Hierarchical multiple regression predicting CEQ-2 
scores from country of origin, sociodemographic factors and obstetric 
factors (N = 1365).

Variable

CEQ-2 scores

Model 1 Model 2 Model 3

B B B

Constant 3.158* 2.947* 2.672*

Foreign origin −0.282* −0.281* −0.274*

Age over 30 years 0.090 0.001

In a relationship 0.066 0.024

University education 0.052 0.059

Income > 500.000kr 0.113 0.099

Multiparity 0.277*

No pregnancy 
complication

0.101

Vaginal birth 0.271*

R2 0.023 0.041 0.102

F 32.256* 11.645* 19.230*

ΔR2 0.023 0.038 0.097

ΔF 32.256* 6.366* 30.602*

Note: N = 1365.
*p < 0.001.
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were well-educated, employed professionals from high-income 
countries; consequently, the difference between the two groups 
could be more profound if it had included more women from 
low-income countries or those who have not had the opportu-
nity to complete higher education. Also, we did not collect data 
on which provider the participant associated mistreatment with, 
and therefore, it is unclear if mistreatment is associated with the 
type of care provider. This could be interesting for future data 
collection. Nevertheless, the results of the study contribute to the 
emerging evidence of the experiences of migrant women receiv-
ing maternity care and uncover areas needing improvement.

4.2   |   Clinical Implications

This research demonstrates the need for reflection and evalua-
tion of patriarchal medicalised systems, cultural competency, and 
communication skills. Our results indicate that action is needed 
to ensure that migrant women feel safe and encounter higher 
levels of professionalism from care providers. Even in a maternal 
healthcare system that emphasizes woman-centered care such as 
in Iceland, there are differences in childbirth experience between 
migrant and native-born women. This calls for a campaign to 
raise awareness of inequities and mistreatment in maternity ser-
vices. Training programs in cultural sensitivity and communica-
tion could improve care and reduce health inequities. All women 
deserve to be heard, to receive reliable, unbiased information, and 
to play an active role in making decisions about their bodies and 
their care. Finally, we must make a strong effort to prevent and 
eliminate MCPC for all women, and this study highlights areas of 
improvement in communication and informed consent.
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