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To all mothers




Abstract

Group antenatal care (QANC) is an antenatal care (ANC) model that aims to empower
women and has demonstrated potential to improve outcomes for groups of women with
poorer reproductive health outcomes. The overall aim of this thesis was to develop and test
the acceptability and impact of language-supported gANC for Somali-born women in
Sweden. The purpose of the intervention was to improve experiences of antenatal care,
emotional well-being, knowledge about childbearing and the Swedish healthcare system, and
ultimately, pregnancy outcomes.

Experiences of standard ANC were explored in focus group discussions with parents and
midwives (Study I). Challenges and barriers in standard antenatal were described, both
related to the encounters between midwives and parents-to-be, and organizational challenges.
Utilising data from Study I, “language-supported group antenatal care” was developed and
implemented in one clinic for 18 months. The intervention was evaluated, and women’s care
experiences and emotional wellbeing were compared with those of women offered standard
care (historical controls) and those subsequently offered gANC (intervention). Data were
collected by means of questionnaires at baseline, in late pregnancy and at 6-8 weeks
postpartum (Study I1). The development, implementation, and feasibility of the intervention
was assessed through a process evaluation using mixed data sources (observations,
interviews, questionnaires, etc.) (Study Ill).

In study Il, no differences between the intervention group and the control group on the
primary outcome of women’s overall rating of antenatal care were found. The reduction in
mean EPDS score was greater in the intervention group when adjusting for differences at
baseline (mean difference —1.89; Cl 95% —3.73 to —0.07). Women in gANC were happier
with received pregnancy and birth information; e.g., in the case of caesarean sections, where
94.9% believed the information was sufficient compared to 17.5% in standard care (p <0.001)
in late pregnancy.

In study 111, women in language-supported gANC thought it was a positive experience as a
complement to individual care, but the intervention was not successful at involving partners
in ANC. In gANC, the midwives and women got to know each other better. The main
mechanism of impact was more comprehensive care. The position of women was
strengthened in the groups, and the way midwives expanded their understanding of the
women, and their narratives, was promising.

This evaluation suggests potential for language-supported gANC to improve information
provision and knowledge acquisition for Somali—-Swedish women during pregnancy (with
residence in Sweden <10 years). Language-supported gANC is feasible and relevant if there
is an adequate number of pregnant migrant or minority women in an uptake area who share a
common language. To be feasible in other settings, gANC requires adaptations to local
context.



Reflection is called for when forming groups based on ethnicity or language, to avoid
potential unintended consequences such as reinforcing stereotypes by grouping people
according to country of birth or reducing privacy for individual women. The “othering” of
women in risk groups should be avoided. There may also be a trade-off in gANC between
peer-to-peer support and other important aspects such as the inclusion of partners and
integration/inclusion in regular birth preparation and parenting activities.

Person-centring seemed to be enhanced with gANC in this study with Somali—Swedish
women. ANC interventions including gANC that target inequalities between migrants and
non-migrants should adapt a culturally sensitive person-centred approach, as a means of
providing individually tailored high quality care that counteracts stereotypes and biases.
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Chapter 1: Introduction and background

1.1 Introduction

The need for care systems to better address health inequalities for migrant women during
pregnancy in Sweden was the point of departure for this project. The fact that group antenatal
care (QANC) has showed promising results in satisfaction with care, in empowering women
(1-3) and in improving reproductive outcomes (4-12) in other settings were reasons for
choosing this model for an intervention and feasibility study. gANC with an interpreter
present further had the potential to overcome language barriers effectively, and to facilitate an
improved dialogue between care provider and mother-to-be. We also hypothesised that group
antenatal care was compatible with person-centred care and could reduce implicit bias and
generalisations, and thereby improve quality of care.

Health inequalities globally and in Sweden

Health inequalities have always existed—between individuals and groups of people—and
within and between countries, and there has always been a link between ill-health and
poverty. The WHO Commission on Social Determinants of Health 2005-2008 was a
milestone in highlighting the need to tackle health inequalities, and to involve sectors other
than health care in a more systematic way (13). A Swedish Commission for Equity in Health
was established following the global commission, and came to similar conclusions and
recommendations (14). This lead to the new policy framework for public health and health
equity in Sweden—*“Good and equitable public health—an advanced public health policy”
(Prop. 2017/18:249) (15), with eight target areas, including conditions in early life and
equitable healthcare services.

The COVID-19 pandemic clearly exposed how social inequalities can lead to an unfair
distribution of disease, with the pandemic hitting low economic strata of the population
harder, including many migrants (16-19). Global health inequalities have worsened during
the pandemic, both because of the virus and because of measures to minimise disease
transmission, as well as of the economic consequences that has followed (20).

The Swedish healthcare system and health care inequity

Sweden has universal health care coverage. Both public and private antenatal care is free of
charge. According to The Swedish Health Care Act (21), and the Patient Act (22), the goal of
the healthcare system is good health and good care on equal terms for the whole population.
Furthermore, care should be given with respect to the equal value of all human beings and
should preserve the dignity of each individual. The healthcare system should prevent ill-
health and those with the highest need should be given priority in receiving care.
Digitalisation and e-health provide opportunities to increase accessibility and health care
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equity, but also raise new challenges, as a significant minority of the population lacks access
to the tools and knowledge required to use new technology (23). In reality, there are
differences based on, for example gender, country of birth and where you live. For example, a
Swedish report that explores gender inequalities describe how men tend to receive more
specialised care then women, and that there are differences in the types of treatments
provided—for example treatment related to heart disease—that favour men (24). Sweden is
divided into 21 autonomous regions that are responsible for providing health care services
(25). Therefore, the type of healthcare services available may vary geographically and can
contribute to inequity between regions or between urban/rural settings. One example is
vaccination against pertussis and influenza for pregnant women, which is free of charge in
some regions but not in others (26). The Swedish government may allocate additional
resources for health care in the regions to put extra focus on priority areas, often areas with a
high degree of inequality. A report from 2018 states that even though much has been done,
the regions need to do much more to minimise regional differences, especially those related
to maternal health and primary health care in socially deprived areas (27). More needs to be
done to improve health care services for sub-groups with poorer reproductive health. The
report also highlights the need for improved monitoring and evaluation of interventions that
aim to improve quality of care for sub-groups with poorer health outcomes. Furthermore, the
importance of a participatory approach when identifying needs and developing interventions
IS stressed.

Legal right to care for migrants

Children and youths under the age of 18 have the same right to health care as all residents,
regardless of legal status. All maternal health care and care according to the Swedish
Communicable Diseases Act (28) is also free for all, including asylum seekers and
undocumented migrants. Apart from that, adult asylum seekers and undocumented migrants
are only entitled to emergency healthcare and emergency dental care, and health care that
“cannot wait” (29). According to Swedish law, you have the right to an interpreter if needed
during health care encounters (22).

1.2 Migration as a social health determinant

The World Migration Report 2022 estimated that about 3.6% of the global population were
international migrants in 2020 (approximately 281 million) (30). Migrants include for
example students, migrant workers, refugees, asylum seekers, people moving for family
reunion purposes and victims of trafficking. About 26.4 million migrants were refugees, and
another 4.1 million were asylum seekers (refugee status not determined). The common
definition used in UN reports of “migrant” is "any person who changes his or her country of
usual residence™ (UN DESA, 1998)—with a distinction between short-term and long-term
residence.
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Sweden has been a migrant-receiving country for about 70 years. Before that, Sweden was
pre-dominantly an emigration country. Today about 20% of the population are foreign-born
(the total population is 10 million). With that said, it is clear that “migrants” are a very
heterogeneous group, making generalisations difficult. Labour migrants first started to come
to Sweden in the 50s and 60s, mainly from countries like Finland, Italy, Turkey, Greece, and
former Yugoslavia. Refugees began arriving some 50 years ago from countries like Chile,
Iran, Iraq, Lebanon, Syria, Turkey, and Eritrea. In the 90s, the war and collapse in what was
then Yugoslavia brought refugees from Bosnia among other countries (31). Following
Europe’s refugee crisis in 2015, when close to 1 million refugees and migrants arrived in
Europe and at least 3,550 people died (32), Sweden changed its liberal migration policy for
refugees and other groups of migrants to a much more restrictive policy (31).

The “World Report on the Health of Refugees and Migrants 2022” by WHO and the report
by the UCL—Lancet Commission on Migration and Health: “The Health of a World on the
Move” (2018), thoroughly describe and analyse the complexity of migration and health (33,
34). The report shows that migrants are, on average, healthier and better educated than
individuals in destination locations. There is a general selection of who migrates. It is easier
to move or flee if you are relatively healthy. This is what is sometimes referred to as “the
healthy migrant effect”—and one implication of this is that a lot of health inequalities arise
post-migration. Some groups of migrants are more vulnerable, for example asylum seekers,
trafficking victims, irregular migrants, and low wage workers. The global community and
countries can do a lot to alleviate the structural and systematic barriers to inclusion and good
health for all through migration-informed laws, policies, and services; including social
inclusion, safe employment with fair wages, decent housing, and universally accessible health
care systems (34, 35).

Migration and health in Sweden

Research on health and migration should be understood against the backdrop of the
heterogeneity of ‘migrants’ as a group, and of the complexity of the interactions and the
impact of other determinants on health outcomes. Factors both pre-migration and post-
migration play a role (30). Refugees may have had traumatic experiences before migration
(36) or from their transit period, such as having spent time in a third country or in refugee
camps (37). Tuberculosis (TB), hepatitis B, and HIV are more common among foreign-born
individuals in Sweden than among Swedish-born individuals. Most of these cases were
infected before their arrival in Sweden (38). Mental health inequalities between foreign-born
and native-born individuals in Sweden was explained to a large extent in one study by
different aspects of “social integration” such as level of social activity, trust in others, and
social support, as well as economic and employment conditions and experiences of
discrimination (39). Migrants may also suffer from separation from family and social
networks which can have a negative impact on psychosocial health and emotional wellbeing
(40-42).
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Integration and segregation in Sweden

Socioeconomic segregation has increased in Sweden since the 90s, both in urban and rural
settings. In a report from 2021, the Delegation against segregation® conclude that people’s life
chances are much poorer for people living in deprived areas. The majority of the total
population lives in areas with good or very good living conditions. However, 1.4 million
people live in areas with substantial socioeconomic challenges and deprivation (43).

The Swedish government has a strategy to reduce and prevent segregation (44). Integration is
seen primarily as inclusion on the labour market and in society. At the beginning of 2021, the
number of unemployed foreign-born individuals was 20% compared to 4.6% of Swedish-
born individuals. In socioeconomically deprived areas, over 50% of young people in the age
group 0-19 lived in a household with a low economic standard in 2018 compared to 14% in
other areas (45).

Integration of Somali-Swedish migrants

In 2021, there were 70,087 people living in Sweden who were born in Somalia (46). The
Somali-Swedish population is a heterogeneous group with a history of migration to Sweden
spanning over 30 years. In a report from 2021, the Global Village Foundation presented
descriptive data from Statistics Sweden on the living conditions for Swedish Somalis. In the
report, the definition of Swedish Somalis is either being born in Somalia or having one parent
born in Somalia (47). That group comprised approximately 110,000 individuals in 2019. Of
these, 62% were under the age of 25 and 12% were over the age of 45.

Final grades from primary school (year nine) and being eligible for secondary education is a
common indicator for inequity in children. Among Swedish-born, approximately 85% are
eligible for secondary school (from grade 10), compared to 51% of Swedish Somalis. Among
adult Swedish Somalis, the level of education is also lower compared to other Swedish adults.
Approximately 50% of Swedish Somalis aged 2064 are employed or self-employed. The
corresponding proportion of all Swedes in this age range is almost 80%, but it is also
important to keep in mind that a larger proportion than in the general Swedish population are
under the age of 25, and in an age group where many people are still studying. Long-term
unemployment is also more prevalent among Swedish—-Somalis. Younger Swedish Somalis
have a significantly better position in the labour market than older individuals.

A disposable income of less than 60% of the median value for all households is considered a
“low economic standard”. In total, 15% of all Swedish households had a “low economic

3 Delegationen mot segregation
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standard” compared to 67% of Somali-Swedish households. Of these, 94% live in rented
accommodation. In Sweden in total, the figure is 30% (47).

A report from 2012 commissioned by the government on integration on the labour market
concludes that Swedish Somalis are less integrated than for example Somalis in the US or
Canada. A possible explanation put forth is that it is easier to become integrated into an
English-speaking country, as many Somalis already know English. A conclusion was also
that it is to be expected that a migrant group from a low-income country that have settled in
Sweden quite recently, where many have a low level of education, face the kind of challenges
that many Somalis face in Sweden in terms of unemployment etc. (48).

Intersection of socioeconomic inequality, gender, and migration

Understanding social inequality and how it is constructed is essential to understanding the
concepts of migration and health. The concept of intersectionality can be useful to guide the
understanding of how health inequalities arise and affect individuals. In sociological theory,
inequality stems from power orders based on categorisations such as class, gender, disability,
ethnicity, and sexuality. Intersectionality deals with how these power orders interact and
affect sub-groups and individuals. For low-paid workers, sub-ordinance based on class can be
amplified if it is combined with belonging to other categories, such as being a woman and a
migrant, with none of the dimensions having causal priority. Failure to understand
intersectionality can lead to simplified conclusions about inequality or diffuse solidarity
between workers, women, or migrants with different ethnic backgrounds if one dimension is
given precedence over another (49, 50).

In Sweden, research by Mulinari (2009) reveals ways in which migrant women experience
gendered racism in their interactions with the Swedish welfare state in their capacity as
mothers, and uncovers tensions and ambivalence among women of migrant backgrounds
between being conceptualised as a citizen and “being different”. In Sweden, as in similar
countries, migrants might technically have access to social services and health care, and be
formally granted inclusion in society through legal measures, but nevertheless experience
barriers to utilising services and care. It can be argued that it this is a form of subordinated
inclusion based on the establishment and development of a racialised and gendered working
class (51). Moreover, a lot of research on the health and wellbeing of migrants and migrant
women post-migration tends to give more attention to pre-migration events and traumatic
events during the migration process, while underestimating the gendered racism that migrant
women face in Sweden as a cause of ill-health. Many migrant women were also challenging
gender norms before migration, which is not often explored in research on gender inequalities
after migration (51).

Discrimination and implicit bias in health care

Most of the literature on racism and discrimination in health care is from the Unite States
(US), and European studies are pre-dominantly small and qualitative (52). Even though the
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context is different in Europe and Sweden, we can learn from the research that has been done
in the US. Structural discrimination and racism in the US and its implications for health is
described in a paper by Bailey, et al. (2017) as “the totality of ways in which societies foster
racial discrimination through mutually reinforcing systems of housing, education,
employment, earnings, benefits, credit, media, health care, and criminal justice. These
patterns and practices in turn reinforce discriminatory beliefs, values, and distribution of

resources.”’

There are only a few Swedish studies and reports on discrimination and racism related to
health. A qualitative study published in 2020 describes experiences of racism in Swedish
health care encounters (53). A report on the right to health care and discrimination by the
Equality Ombudsman® (a Swedish government agency) concludes that some patient groups
have more negative experiences and have greater difficulties in accessing adequate health
care. These groups include, for example, people with a native language other than Swedish,
LBGTQ?® persons, and people with mental health problems (54).

In a review from 2017 of both quantitative and qualitative studies on experiences of antenatal
care among socioeconomically disadvantaged women in high-income countries, the authors
conclude that racial discrimination in antenatal care is poorly documented in Europe, but they
found a few studies which showed that discrimination occurs in various forms. Wilful
discrimination, as well as unintentionally unfavourable attitudes, discourage women from
antenatal care attendance and thus need to be addressed and further investigated (55).

An Australian study on women’s experiences of discrimination in Australian perinatal care
explored perceived discrimination associated with factors other than ethnicity or religion,
such as being young (<25 years old), being underweight or overweight, and smoking during
pregnancy, and found that women who reported three or more stressful life events or social
health issues had a twofold increase in adjusted odds of perceived discrimination (56).

Implicit bias
One form of discrimination and racism is implicit bias. Implicit racial or ethnic bias in health

care workers is explored in a systematic review by Hall, et al. (2015), including its effects on
health care outcomes (57). Implicit bias is explained like this:

“Implicit attitudes are thoughts and feelings that often exist outside of CONSCIOUS awareness,
and thus are difficult to consciously acknowledge and control. These attitudes are often
automatically activated and can influence human behaviour without conscious volition.”

4 Diskrimineringsombudsmannen (DO)
5 Lesbian, Bisexual, Gay, Transgendered, Queer
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Fifteen studies were included in the review, and most had used the Implicit Association Test®
to assess implicit bias. Low to moderate levels of implicit racial/ethnic bias were found
among health care professionals in all but one study, and were related to patient—provider
interactions, treatment decisions, treatment adherence, and patient health outcomes. Implicit
attitudes, with more positive attitudes toward whites and more negative attitudes toward
people of colour, were more often significantly related to patient—provider interactions and
health outcomes than treatment processes. Findings from this review also suggest that
implicit bias may be activated under stressful working conditions (57).

In a paper by Saluja and Bryant (2021), racial disparities in maternal morbidity and mortality
in the US are described, as is how implicit bias may contribute to these disparities (58).
Approximately 700 women die each year as a result of pregnancy or delivery complications
in the US, and the mortality ratios vary significantly by race, with white women experiencing
13.0 deaths per 100,000 births, compared with 42.8 deaths per 100,000 births for black
women (years 2011-2015). The authors argue that since implicit bias may be activated
particularly under stressful working conditions, emergency, labour, and delivery settings may
be especially prone to implicit bias.

Values and norms as health determinants

Culture, values, and norms are also social health determinants (59), even though the
importance of values and norms as a health determinant vs. other health determinants and
socioeconomic factors like employment, income, housing and education can be debated.
However, diverging values between healthcare providers and patients may challenge the
provision of culturally sensitive care. In clinical practice, ambiguities may arise from efforts
to merge conflicting discourses and policies, and may jeopardize the delivery of culturally
safe care to non-Western populations, as described by Racine (60). In the thesis “Sacred
Ideals. Diversity and Equality in Swedish Reproductive Healthcare” (2019), policies on
diversity vs policies on equality is explored — and how the trade-off between these two is
being negotiated in the clinical care setting. The findings suggest that a variety of norms must
be accepted in a multicultural, pluralist society, as long as they are within the legal
boundaries of what is allowed (61).

Societies, sub-groups, and individuals have a myriad of values and norms, but there are also
values and norms that are shared within groups. Norms also constantly change, sometimes
rapidly, sometimes more slowly. Norms on inclusion of partners/fathers in care during
pregnancy and birth have changed rapidly in Sweden and other Western countries over the
last 50 years (62). When | was born, my father was not present. He was not allowed in the

6 https://implicit.harvard.edu/implicit/selectatest.html
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room, because that was the norm at that time, and he had to wait outside in a corridor. In a
migration context, values and norms are shaped and transformed in interaction with other
factors such as personality, identity, and cultural bereavement (63), family and
intergenerational relationships, inclusion/exclusion, transnationalism (64), and socioeconomic
status. Both pre-migration and post-migration factors have an effect on the transformation of
values and norms. Migration is a life-changing event, and value stability and changed values
in life transitions such as migration (65, 66) require additional (adequately designed)

research. Research in Sweden on attitudes towards FGM/C among Somali-Swedes have
shown rapidly changing views post-migration (67).

1.3 Reproductive health and antenatal care

Global pregnancy-related mortality and morbidity remains unacceptably high. In 2017,
295,000 women died during and shortly following pregnancy and childbirth. The vast
majority of these deaths (94%) occurred in low-resource settings, and most of them could
have been prevented with better access to health care (68). Many risk factors such as for
example grand multi-parity (>5 births) is not a major problem in societies with a good
maternal healthcare system (69, 70). Substantial progress has been made globally over the
past two decades in the provision of antenatal care; however, in 2015 only 64% of women
globally receive antenatal care four or more times during pregnancy (71).

The Quality Maternal and Newborn Care (QMNC) Framework was developed using the
evidence from the 2014 Lancet Series on Midwifery (72). It presents the scope of care to
which all women and newborns should have access, and includes:

e Education, information, and health promotion
e Assessment, screening, care planning
e Promotion of normal processes, prevention of complications

Moreover, women and infants with complications should have access to:

e First line management of complications
e Medical-obstetric neonatal services (73)

In 2016, WHO presented new guidelines and recommendations on antenatal care; “WHO
Recommendations on Antenatal Care for a Positive Pregnancy Experience”. The overall aim
is to provide an evidence-based framework for antenatal care practices that empowers all
pregnant women and adolescent girls to access the type of person-centred care that they want
and need, in accordance with a human rights-based approach. The recommended number of
antenatal contacts with a skilled health worker during pregnancy was increased from four to
eight (74). The recommendations on implementation of the guidelines are outlined in another
report: “Integrated Person-Centered Health Care for All Women During Pregnancy:
Implementing World Health Organization Recommendations on Antenatal Care for a
Positive Pregnancy Experience” that further stresses the need to ensure person-centred
antenatal care to all women (75).

17



Reproductive health and health care in Sweden

In 2020, about 110,000 children were born in Sweden, and there are about 40 labour clinics
(76, 77). The total fertility rate in 2021 was 1.67 (78). Sweden has very low maternal
mortality, with an average of six maternal deaths per year, and low rates of perinatal
mortality, but migrant women and their babies are overrepresented (79). Excess mortality
among women from low-income countries living in Sweden has been demonstrated (79).

The National Board of Health and Welfare publishes regular statistics on pregnancies, labour,
and birth in Sweden (77). The total number of caesarean sections is relatively stable. The rate
differs between hospitals due to differences in praxis, routines, and socio-demography of the
uptake area. In 2019, the rates differed from 20.6% in the region with the highest rate’, to
12.3% in the region with the lowest rate®. Approximately 17% of babies are delivered by
caesarean section (C-section). Of these, a little more than half are emergency C-sections
Vacuum extraction is used in approximately 6% of births, and is more common among
primiparous mothers (11.5%). Induction of labour is becoming more frequent. In 2019,
20.7% of births were induced. About 80% of primiparous mothers have first- or second-
degree perineal tears. Third- or fourth-degree perineal tears appear in about 3% of births, but
are more frequent among first-time mothers (5.2%). More severe perineal tears in assisted
vaginal delivery (such as vacuum extraction) have decreased over time (77).

The majority of babies are born in gestational week (gwk) 39-40. A little over 5% of
newborns are born prematurely, before gwk 37, and about 900 babies are born before gwk 32.
Close to 7% of babies are born post-term at >42 gwk. About 10% of newborns are treated in
a neonatal clinic. (77).

The role of the midwife in Sweden

The midwifery profession in Sweden began to be regulated already in 1571, first by the
church and again in 1663 by the Collegium Medicum (today The National Board of Health
and Welfare). In 1686, basic training became obligatory, and in 1777, the first national
guidelines for midwives were introduced® (80).

In a recent report on Swedish midwifery, the role of the midwife in Sweden is described as
follows: “The midwife-led interdisciplinary care model places the midwife in the centre as
the primary healthcare provider for all sexual and reproductive health matters. The midwife
works closely with other healthcare professionals during the woman’s whole reproductive
life-cycle with contraception counselling, pre-conception care, abortion care, pregnancy,

7 Region Véarmland
8 Region Jonkoping
9 Den 14 oktober 1777 gav Kungl Maj:t ut ett rikstdckande “Reglemente for Jorde-Gummorne”.
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intrapartum and postpartum care, and care for women during and after menopause. As the
primary care providers for healthy women with normal pregnancies and births, the midwife
will address the other professionals in the interdisciplinary team, such as obstetricians,

gynaecologists, paediatricians, psychologists, social workers, when complications occur”
(81).

To become a midwife in Sweden today, you need to be a registered nurse and then study
midwifery for 1% years. Midwifery training is available at twelve universities (76). Close to
100% of midwives are female (82).

Standard antenatal care in Sweden

Antenatal care (ANC) guidelines are developed at the national level by the Swedish Society
of Obstetrics and Gynaecology, the Swedish Midwifery Association (83), and the National
Board of Health and Welfare (84). At sub-national level, all 21 regions have their own
regional ANC guidelines®®.

ANC is usually individual and midwifery-led, with continuity of care throughout pregnancy,
and referral to an obstetrician or other specialist when needed. Women are usually assigned a
“designated midwife” who assumes personal responsibility for the woman, to assure
continuity and enhance patient safety. A minimum of nine visits to the midwife is
recommended (83), exclusive of the ultrasound used to date the pregnancy, which is
recommended in gwk 18-20. The first visit occurs early in the pregnancy, and is focused on
information on lifestyle factors. The second visit usually lasts around 45 minutes and is
focused on a detailed patient history. The other appointments are usually 30 minutes. Care
includes controls of the health of the woman and the unborn baby, provision of information
about lifestyle, pregnancy, labour and birth, care of a newborn, breast feeding/nutrition, social
and emotional wellbeing, and screening for experiences of violence. ANC clinics often offer
additional group-based elements, such as birth preparation and parent education in groups.
Interpretation can be booked if needed, either face-to-face interpretation or by telephone.

In 2015, 82% of Swedish-born women attended the post-natal check-up after birth, but only
69% of foreign-born women. In 2021, the difference had decreased, with 90% of Swedish-
born women attending the post-natal check-up compared to 84% of foreign-born women
(85).

The number of pregnant women per full-time midwife in ANC has been stable, with 88
patients/midwife in 2019; 84 patients/midwife in 2018, and 85 patients/midwife in 2017. The
national target is 80 patients/midwife. There are differences between public and private

10 “Basprogram”
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clinics. Public clinics had, on average, 85 patients/midwife and private (but publicly
financed) clinics had an average of 103 patients/midwife in 2019 (86).

Father’s/partner’s role

Partners are welcome to attend and participate in both clinical ANC appointments and parent
education, and the Swedish norm today is inclusion of partners in birth preparation and ANC
(87), even though this is not clearly articulated in guidelines and policies (83). Women with a
supportive partner during pregnancy have been shown to experience less physical and
emotional problems (88). In a meta-synthesis of qualitative studies of fathers' experiences of
their partner's labour and the birth of their baby, most men wanted to be actively involved in
their partner's labour and birth (89). Other researchers have noted that fathers-to-be may
experience feelings of being excluded, invisible, and irrelevant in ANC during pregnancy
(90). In a study on Ethiopian—Australian fathers' involvement in perinatal healthcare in
Australia, there was a willingness among both men and women that were interviewed to
involve male partners more actively post-migration (91).

Parental education and birth preparation

Parent education and birth preparation are integrated in Swedish ANC, but the format and
extent have changed over time and differ between clinics. Parental education can be provided
individually or for couples, and/or offered in groups or in seminars for both parents. It can
include birth preparation, parent education, and parent support. Lower attendance in
childbirth preparation and parenting classes among migrant women has been reported (92,
93). There are recommendations on what topics should be included, presented below (83).

Table 1. Topics for parental education and birth preparation individually or in groups, as recommended by the
Swedish Society of Obstetrics and Gynaecology and the Swedish Midwifery Association

Life-style factors Nutrition, physical activity, tobacco, alcohol, drugs, stress, etc.
Pregnancy Physical and emotional changes, anatomy, and physiology
Birth Uncomplicated birth, pain, pain relief, relaxation, induction, complicated birth,

complications, tears, etc.

Practical birth preparation Birth preparation such as breathing, relaxation, etc.

The new-born baby The development of the baby during pregnancy and the needs of the new-born baby after
birth. Complications, prematurity. UN Convention of the rights of the child and discuss
abuse and shaken baby syndrome.

Feeding Breast-feeding (including anatomy and physiology) and alternatives.
Parenthood The new family, gender roles, parental leave, etc.
Relationship/family Relationship between parents, sex, family planning, work/life balance etc.
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Migration and reproductive health

Multiple studies point out migrant women as having an increased risk of health inequity and
poor maternal health outcomes. The increased risks include reduced access to health care,
poor communication with caregivers, a lower rate of obstetrical interventions, a higher
incidence of stillbirth, neonatal death, maternal death, postpartum depression, and co-
morbidity in some populations (42). A meta-review by Heslehurst, et al. (2018) of perinatal
outcomes of migrant women found poorer outcomes related to maternal mortality, maternal
mental health, preterm birth, and congenital anomalies®! (94). A systematic review of 18
million pregnancies in Europe showed that migrant populations had an increased risk of
perinatal mortality, preterm birth, low birthweight, and congenital malformations (95).

Another large review of perinatal health by Gagnon, et al. (2009), which included more than
20 million pregnant women moving to high-income industrialised countries, found that
children of migrants generally fared as good or better in terms of perinatal outcomes in the
majority of studies (preterm birth, low birthweight, and health-promoting behaviour)
compared to host populations. Meta-analyses found that Asian, North African, and sub-
Saharan African migrants were at greater risk of foeto—infant mortality than ‘majority’
receiving populations, and Asian and sub-Saharan African migrants were at greater risk of
preterm birth (96).

Compared with native-born Australians, East African migrant women in Australia had
elevated odds of perinatal mortality, small for gestational age births (SGA), very low
birthweight, and very preterm births, while having lower odds of preterm birth and
macrosomia (a baby who is born much larger than average for their gestational age), with
variations between individual countries of birth (97).

In a review of the health status of pregnant sub-Saharan refugee women who had resettled in
high-income countries, increased risks were, to some extent, associated with prior poor health
and co-morbidity. The principal medical risk factors were anaemia and high parity (98).
Migrant women from low-income countries may have a higher incidence of some
communicable diseases that may contribute to risks related to pregnancy and childbirth.
Tuberculosis (TB), for example, is a leading cause of death globally in women of
reproductive age. There is high risk of reactivation of latent tuberculosis infection (LTBI) in
pregnancy, and routine screening of some pregnant migrant women is one possible
preventive measure (99, 100).

11 “"Medfédda missbildningar” in Swedish
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Migration and reproductive health in the Nordic countries

African-born women had an increased risk of post-term birth, meconium-stained liquor,
episiotomy, operative vaginal delivery, emergency caesarean delivery, postpartum bleeding,
low Apgar score, and low birthweight compared with native Norwegians in one study (101).
In another population-based study in Norway, higher odds of stillbirth for several migrant
groups have been shown. Multiparous migrant women who had given birth to their first child
before arriving in Norway were more vulnerable to stillbirth in subsequent births (102).

In a population-based study in Finland, women of sub-Saharan African, South Asian, and
East Asian origin were at greater risk of emergency caesarean section, preterm birth, low
birthweight, and lower five-minute Apgar scores for newborns (103). Women of African
origin had the highest perinatal mortality rates, and women from Eastern Europe, the Middle
East, North Africa, and Somalia had a significant risk of low birth weight and small for
gestational age newborns in another Finnish study (104).

Migration and reproductive health in Sweden

Research conducted 20 years ago in Sweden showed that perinatal mortality was increased
among infants born to non-Swedish women. Even after adjustments for maternal background
and risk factors (diabetes, anaemia, pre-eclampsia, placental abruption, and small-for-
gestational age), the increased risk of perinatal mortality among women of foreign origin
remained statistically significant. Women from sub-Saharan Africa differed from other
subgroups with a higher risk of adverse outcomes (105). Higher rates of perinatal deaths
among women from East Africa were associated with inadequate performance of the
healthcare system, including insufficient surveillance of intrauterine growth restriction
(IUGR), inadequate medication, misinterpretation of cardiotocography (CTG), and
interpersonal miscommunication. Other preventable factors included delay in seeking health
care and mothers refusing caesarean sections (106).

More recently, a Swedish register-based report by the National Board of Health and Welfare
(2016) showed that women from sub-Saharan Africa had poorer outcomes for several
pregnancy-related complications like emergency caesarean sections, perinatal deaths, Apgar-
scores, and tears, even after adjusting for other maternal and socioeconomic factors (107).
Another study by the National Board of Health and Welfare explored familiarity with the
healthcare system using questionnaires. Women who were born outside Nordic countries
were more uncertain of where to turn in case they should experience emotional or
psychological distress during pregnancy or after birth. There was also a greater uncertainty of
where to turn for physical health problems during pregnancy. The questionnaire was only
available in Swedish, so the lack of familiarity with the healthcare system might be
underestimated (108).

Further, a register-based study on perinatal health of refugee and asylum-seeking women in
Sweden during 2014-2017 showed that migrant women from Syria, Iraq, Somalia, Eritrea,
and Afghanistan had higher risks of poor self-rated health, gestational diabetes, stillbirth, and
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infants with low birthweights (109). Another register-based study showed that South Asian,
sub-Saharan African, and East Asian immigrants had a higher risk of late preterm birth
compared to Swedish-born women. North African and Middle Eastern, Somali, and
Ethiopian/Eritrean groups had increased risk of post-term birth (110). In 2008, Somali-born
women in Sweden and elsewhere were shown to have poorer reproductive health outcomes
when compared to other migrant women (111).

Self-rated health is an important health marker. A population-based study with data from the
Swedish Pregnancy Register of self-rated health in migrant and non-migrant women found
disparities. Women born in sub-Saharan Africa had self-rated health comparable to women
born in Sweden before their pregnancy, but they had lower odds of poor self-rated health
during and after pregnancy. Women born in Latin America and the Caribbean, South Asia,
North Africa, and the Middle East had consistently higher odds of poor self-rated health
before, during, and after pregnancy compared to women born in Sweden (112).

Migrant women and maternity care

A review of studies from five countries, including Sweden, concluded that migrant women
were less positive about their maternity care compared to non-migrant women.
Communication problems and a lack of familiarity with the healthcare system negatively
impacted migrant women’s experiences, as did perceptions of discrimination and care seen as
unkind or disrespectful (113). Sub-optimal care as a cause of maternal mortality in Sweden
has also been reported (114).

In the Norwegian MiPreg study, satisfaction with maternity care, as well as challenges and
barriers to optimal maternity care among recent migrants has been studied. Overall
satisfaction with maternal healthcare was high. One-third of all women did not understand the
information provided by healthcare personnel during maternity care. More women with
refugee backgrounds felt they were treated differently because of factors such as religion,
language, and skin colour, than women who migrated due to family reunification. Several of
these challenges were associated with vulnerabilities not directly related to maternal health. A
combination of individual, structural, and institutional barriers hindered recently migrated
women in achieving optimal maternal healthcare. Suggestions to address these challenges
include improved provision of information to migrant women about how healthcare is
organised, increased use of interpreter services, appropriate psychosocial support and
strengthening diversity and intercultural competence among healthcare personnel (115, 116).

In a study from the Stockholm region, babies born small for their gestational age were more
common among Somali-born women, as were babies born after 41 + 6 gestational weeks.
Furthermore, Somali-born women contacted obstetric care for decreased foetal movement
less often than did Swedish-born women (117). In another study comparing Swedish-born
women with Somali-born women, Somali-born women booked appointments later and made
fewer ANC visits, were more likely to experience anaemia, severe hyperemesis, emergency
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caesarean section, perinatal mortality and small for date infants (118). In one study, severe
vitamin D deficiency was demonstrated in pregnant Somali-born women in Sweden (119).

Qualitative studies of maternity care and Somali-born women in Western countries

There are several qualitative studies from different Western countries that explore Somali
women’s maternity care experiences and needs. Some of them are between 15-20 years old,
while others are more recent. In 2004, Somali refugee women in the US were interviewed
about their care needs during pregnancy and delivery. Among other things, they reported
racial stereotyping, apprehension of caesarean births, and concern about the competence of
medical interpreters. Women wanted more information about different aspects of pregnancy
and care (120). In a more recent qualitative study on hesitancy toward obstetrical
interventions among US-based Somali migrant women, underpinning mechanisms were fear
of obstetrical interventions, perceived lack of choice in their care processes, feeling judged or
undervalued by service providers, and a lack of privacy provided while receiving care (121).

In 2001 a qualitative study from the UK on the maternity information concerns of Somali
women, poor communication and lack of trust in interpreters were identified as major
challenges. The women also perceived that they were denied information due to punitive
attitudes and prejudiced views among health professionals (122). In a qualitative study 20
years later, also from the UK, about experiences of maternity care among Somali women,
the findings were similar (123). Language and communication barriers limited access to
quality care and lack of cultural awareness and preconceived ideas by some hospital
caregivers maked them unsupportive and insensitive. The conclusion was that positive
attitudes from midwives, continuity of care, and adequate resources are needed to build
trust and positive relationships with care providers.

A qualitative study performed more than 20 years ago in Sweden explored attitudes,
strategies, and habits of Somali migrant women related to pregnancy and childbirth in order
to gain an understanding as to how cultural factors might affect perinatal outcomes, and
suggested more culturally-sensitive care during pregnancy and birth (124). Moreover,
communication problems and inadequate levels of health literacy, sub-optimal care, and
challenges related to navigating the healthcare system have been described as barriers to
quality care during pregnancy for migrant women in Sweden, including Somali-born women
(114, 125, 126).

In the thesis “The Maternal Migration Effect. Exploring Maternal Healthcare in Diaspora
Using Qualitative Proxies for Medical Anthropology” (2012) qualitative research methods
were used to explore sociocultural factors that might contribute to care delays for Somali
migrants in Sweden. Delays to care were caused by factors like “broken trust”. “Broken trust”
could cause late-bookings or hesitancy/refusal of treatments. This in turn resulted in care
provider frustration. Poorly functioning interpreter services, miscommunication and care
providers’ misconceptions about what women wanted and valued also caused delays. Women
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preferred competent care over gender- and ethnic-congruence. Congruent language was
identified as the key ingredient for optimal culturally-sensitive care (127).

In the thesis “’Moving On’ and Transitional Bridges: Studies on migration, violence, and
wellbeing in encounters with Somali-born women and the maternity health care in Sweden”
(2015) transition in terms of becoming a mother and being a migrant in relation to previous
experiences of war-related violence and encounters with midwives in antenatal care was
explored (128). Pronounced resilience was found among the Somali-born respondents that
had experienced war-related violence. Factors that facilitated resilience were motherhood,
faith, and social coherence.

Swedish and Australian midwives” experiences of caring for Somali-born women were
compared in a qualitative study. Differences in midwives’ attitudes and approaches to care
were found, particularly in how accepting the midwives were and the flexibility with which
care could be provided in order to meet the needs of the women under their care. Australian
midwives appeared to be both more accepting and more flexible and responsive (129). Some
possible explanations might be that Australia and Sweden have very different histories of
migration—Australia being a country built by migrants—and the fact that Swedish healthcare
workers may experience more tension in their everyday work, based on competing policy
discourses and greater norm discrepancies (130-132).

Finally, a Swedish interview study with midwives on their experiences of caring for
immigrant women in ANC (not specifically on Somali migrant women) concluded that extra
time is required to overcome communication difficulties, as well as support to midwives in
managing cultural differences (133).

Female genital mutilation/cutting

Many Somali-born women have been subject to female genital mutilation/cutting (FGM/C)
pre-migration. The type of cutting and at which age varies. The severe forms involve the
removal of extensive amounts of healthy tissue from the female genitals and narrowing of the
vaginal opening, which can have a serious impact on sexual and reproductive health. For
example, women who are infibulated might require de-infibulation during pregnancy or
labour (134, 135).

In settings with good quality obstetric care, with proper management, FGM/C is often not
associated with adverse obstetric outcomes (136-139). Adverse obstetric outcomes may be
more prevalent in settings with poor quality of obstetric care (140, 141). The clinical
implication of this is that detection of FGM/C during pregnancy, good quality antenatal and
obstetric care, and proper management of FGM/C, especially infibulation, is essential.
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Interventions for migrant women during pregnancy and birth in Sweden and
neighbouring countries

Few interventions for migrant women during pregnancy and birth have been scientifically
evaluated in Sweden. In a national effort in 2015-2022 to improve the care and health of
migrant women before, during, and after childbirth, interventions across Sweden were
mapped, and 54 regional interventions were included; 26 directed at migrant women and their
families, 11 directed at healthcare staff, and 17 at the healthcare system (142).

The use of community-based bilingual doulas has been evaluated (143-145). A qualitative
study of midwives' and obstetricians' experiences of bilingual doulas showed that the doulas’
main contribution was to help migrant women navigate the maternity care system, to bridge
language and cultural divides, and to guarantee continuous labour and birth support.
However, they sometimes experienced that the doulas interfered with their professional
assessments, and the role of the doulas was somewhat unclear to them (143). In a similar
intervention study with multicultural doulas in Norway, the doulas saw themselves as a
resource for both newly-arrived migrant women and midwives during pregnancy and
childbirth (146).

Another intervention that has been evaluated is language-supported labour ward visits for
pregnant migrant women. In staff interviews, the staff believed that labour ward visits during
pregnancy were valuable in increasing the feeling of safety among pregnant migrant women,
and the model was appreciated by expectant couples, midwives, and assistant nurses (147).

The use of a Swedish—Arabic app to improve and facilitate communication between Arabic-
speaking women and midwives in ANC has been evaluated. Arabic-speaking women
perceived the app as a valuable communication tool (148).

In the MAMAACT intervention in Denmark, educational materials and a smartphone app in
different languages on danger signs during pregnancy were developed and the project was
implemented with the aim of enhancing communication between migrant women and
midwives during pregnancy regarding danger signs and how to access acute care (149). The
training sessions and dialogue meetings on intercultural communication increased midwives’
awareness and reflections on care provision for immigrant women. The MAMAACT was
well-received among midwives and pregnant women (150).

1.4 Group antenatal care

Alternative care models have been suggested as a way of improving the quality of antenatal
care and reducing maternal health inequalities. Group antenatal care (QANC) (sometimes
referred to as group prenatal care) is one such intervention that could have the potential to
address some of the challenges with standard antenatal care (SANC) that migrant women
face, through improved communication between healthcare providers and participants;
empowerment of pregnant women; peer support; and improved knowledge about pregnancy,
birth, and the healthcare system.
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gANC incorporates pregnancy check-ups and group sessions for education and social support
in a group of pregnant women in about the same gestational week. Centring Pregnancy is a
licensed gANC model developed in the US in the 1990s and practised in many countries
(151-153). Other concepts of gANC include for example Pregnancy Circles in the UK (154)
and Expect With Me in the US (155).

A 2015 Cochrane review of four eligible studies found that gANC was positively viewed by
women and was not associated with adverse outcomes for women or their babies. No
differences in the rate of preterm birth were found, and more rigorous research was called for
(151). The WHO report “Recommendations on antenatal care for a positive pregnancy
experience” (2016) highlights the need to consider the context in which gANC is being
implemented and women’s’ preferences. The report concludes that gANC may be offered as
an alternative to individual care, provided that the infrastructure and resources for delivery of
gANC are available, and also underscores the need for further research (74). Later systematic
reviews on gANC have found no evidence for improved outcomes on preterm birth, neonatal
intensive care unit admission, breastfeeding (11), or gestational weight gain (156) in low-risk
women. However, improved outcomes with gANC have been identified for several groups of
high-risk or vulnerable pregnant women, for example a reduction of preterm birth among
low-income and African American women, increased attendance at prenatal visits for some
vulnerable groups of women, increased satisfaction with care, increased rates of breastfeeding
in some sub-groups of women, increased pregnancy knowledge, improved psychological
outcomes, and increased uptake of Long-Acting Reversible Contraception (LARC) (157). An
American study of low-risk, mainly African-American women participating in gANC and
delivering at term, showed a lower risk of low birth weight and other adverse perinatal
outcomes (158). In a randomised study of pregnant adolescents, group prenatal care seemed
to reduce depressive symptoms in the intervention group (159). In Australia, gANC has been
implemented for women with refugee backgrounds with promising results (160). In the US, a
group prenatal care model for Somali women has been developed and implemented and
evaluated in one site, and interestingly enough it was called “Hooyo” (3). It was a form of the
Centring Pregnancy model, but tailored to the perceived needs of Somali-born women. The
conclusion from that study was that gANC has the potential to improve care satisfaction,
increase knowledge, and reduce stress during pregnancy and the postpartum period.

Another motive for implementing gANC as an alternative model of care is
structural/organisational. Depending on the reason and aim of implementing gANC, the
outcome monitoring will vary. For example, in the case of Pregnancy Circles in the UK,
midwives’ dissatisfaction with current practice fuelled the development of an alternative care
model. Midwives derived accomplishment and job satisfaction from working in a new way
and considered it to empower women and improve care (154). Hence, improved provider
satisfaction can also be a valuable outcome.

There is a magnitude of outcomes used to evaluate group antenatal care. The table below
gives a brief overview of different outcomes used in different gANC studies.
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Table 2. Selection of outcomes used in research Group Antenatal Care

Pregnancy outcomes

Pre-term birth and birthweight (1, 4-10, 12, 158), gestational age and SGA (7), pain relief
during labour (153), mode of delivery (1, 10), caesarean section and APGAR score (158),
and weight gain (156, 161).

Subijective and psychosocial outcomes

Birth experience (162), prenatal care experience and receiving adequate information (163),
feeling listened to (153), social support, quality of life, depressive symptoms (1, 12, 164-
166), prenatal care attendance (10, 153, 158, 161), satisfaction with care (1-3), health
behaviours, prenatal/postnatal care knowledge, and self-esteem (1, 3).

Postpartum outcomes

Neonatal care (4, 5, 158), breastfeeding rates (1, 153, 163, 164, 167), infant feeding method
(161), feeding their infants formula only (10), postpartum visit attendance (2, 10, 161), and
contraceptive use postpartum (161).

Experience of health care providers

The experiences of health care providers (168).

Group antenatal care in Sweden

gANC inspired by Centring Pregnancy has previously been implemented in Sweden (169).
My co-supervisor Ewa Andersson implemented an intervention in 20082011 as part of her
PhD project. Women who attended gANC were satisfied with the information received about
labour/birth, breastfeeding, and the postpartum period, and with the engagement of their
midwives. Among fathers who attended gANC, there was no difference in satisfaction with
care compared to fathers receiving standard care, and there was room for improvement for
the inclusion of fathers in both models (170).

There are also examples of group antenatal care in Sweden that have not been scientifically
evaluated. For example in Oland, where my co-supervisor Ulrika Byrskog and | made a study
visit during the preparation phase. Group antenatal care in Oland was only offered to first-
time parents, and both pregnant women and their partners were invited.
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1.5 Rationale, aim, and objectives

The idea for this project came from midwives working clinically in antenatal care during
2015-2016. In dialogue with researchers at the local university, midwives expressed a desire
to do something practical to reach out in a better way to pregnant Somali-born women in their
uptake area, whom they perceived as hard to reach. At the same time, there was a growing
awareness of lower ANC attendance and adverse pregnancy outcomes among Somali-born
women in Sweden, and at this particular site (118). An intervention study on gANC had also
just been finalised in Sweden that did not show any significant differences in satisfaction with
care when comparing gANC with SANC (171). However, an inclusion criterion was
proficiency in Swedish, and gANC tends to have better results when provided to women with
increased risk of poor reproductive health outcomes. This led to the idea of doing an
intervention study on group antenatal care, addressing Somali-born women. A research
proposal was developed, a research team was formed with researchers with different areas of
expertise, and | was recruited as a PhD student.

Rationale

The need to address health inequalities for migrant women during pregnancy in Sweden was
the point of departure for this project. The Swedish ANC model is a universal provision
model, as described in a taxonomy of ANC models that categorise models according to their
level of universalism versus targeting (172). Presence of risk factors may render targeted
ANC interventions or care models, which can be categorised as an augmented provision
model according to the same taxonomy. Augmented or targeted ANC models may also be
needed, as some pregnant women have both greater needs and/or poorer reproductive health
outcomes, even though it is also important to focus on inclusiveness rather than on notions of
risk (172). Doing things differently in ANC might be one way of improving care and health
outcomes, and might compensate for prevailing health inequalities in host countries for
pregnant migrant women, in line with the concept of proportionate universalism. In a review
of “proportionate universalism”, advantages and disadvantages of targeting and universalism
are explored, and proportionate universalism is described as pragmatic approach to address
health inequalities, that combines universalism with targeting (173). Moreover, few
interventions for migrant women during pregnancy and birth have been scientifically
evaluated in Sweden.

Aim and objectives

The overall aim of this study was to develop and test the acceptability and impact of
language-supported gANC for Somali-born women in Sweden. The goal was to improve
women’s experiences of antenatal care, emotional well-being, knowledge about pregnancy,
labour, birth, and the postpartum period, including improved understanding of the Swedish
healthcare system, and ultimately, pregnancy outcomes.
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Specific goals were:

1.

To develop an acceptable and feasible gANC model together with Somali-born
women and midwives.

To establish appropriate recruitment and data collection procedures and outcome
measures to evaluate the new model with a participatory approach including the
Somali—Swedish community and care providers at the respective sites.

To implement and evaluate the agreed-upon model of language-supported gANC.
To establish the acceptability and feasibility of gANC and ultimately to improve
outcomes.
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Chapter 2: Methodology

2.1 Planning and preparation

Reference group

A reference group was formed comprising ANC midwives and representatives of the Somali
community from two sites. The reference group provided input and advice to the research
team on the design of the intervention, appropriate recruitment procedures, data collection
methods, development of study questionnaires, networking with Somali associations and
ANC clinics, and contributed to the interpretation and dissemination of findings throughout
the project period.

Selecting study sites

The project initiative initially came from midwives at site 1. When the project was realised,
the research team looked for additional sites and sought to develop a contextual
understanding of ANC at the different sites. Initially we aimed for two more sites, but in the
end, one more ANC clinic was identified and selected, with midwives who were both
interested in the project and had a sufficient number of Somali-born women in their uptake
area. Both clinics are public and follow national guidelines on antenatal care (174).

Site 1

The first site is located in a mid-sized Swedish town with a fairly large Somali community. In
2022, the total population was 52,000 (175). Data from 2019 show that 25% of the population
was either foreign-born or had two foreign-born parents. The most common country of origin
was Somalia, with 3,467 inhabitants in 2019 (176). The clinic is located within a public
hospital outside the city centre and is staffed with 10 midwives. The clinic caters to
approximately 75% of all pregnant women in the municipality, including the majority of
pregnant migrant women. The majority of Somali-born women in the uptake area live in two
neighbourhoods at a distance of about 5 kilometres from the clinic. In 2018, the number of
pregnant women per midwife was 63. In 2019, it was 80. The mean number in the region was
63 in 2018, and 64 in 2019'2. Parental education at this clinic at the time of the intervention
consisted of evening seminars of about 3 hours in Swedish for large groups of parents-to-be.

12 Direct communication with health administrators at local level, Region Dalarna.
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Site 2

The second site was an ANC clinic that had 2.5 midwives, that was integrated into a so-called
“family health centre®®”, located in a suburb of Stockholm. Close collaboration takes place
between ANC midwives, social workers, child health nurses, and the open playgroup*
located in the same building. The uptake area includes two residential neighbourhoods with
different socioeconomic compositions; primarily Swedish native residents in one area, with
detached houses and primarily non-Swedish born residents in the other area with mostly
rental apartments. Somali-born residents have lived in this area for more than 25 years, and
midwives reported that most Somali-born pregnant women and their families were able to
communicate proficiently in Swedish. The integration of families of different cultural
backgrounds is actively encouraged in the clinic. Initial discussions revealed that the
midwives believed gANC for women of mixed cultural backgrounds (with interpreters
available if necessary) would contribute positively to integration. As a result, it was agreed
that integrated groups would be more appropriate and acceptable at this site, with interpreters
if needed.

Parental education offered at site 2 was typically two three-hour sessions, one with the
midwives and one with a child health nurse and a family counsellor, with groups of 10-15
people, including pregnant women and their partners. During the preparation phase,
researcher MA observed two such sessions (March and April 2017). This clinic prepared to
implement gANC and collect data for the historical controls and for the quantitative study,
but terminated participation after running one pilot group. The reasons for this are described
on page 39.

Bilingual research assistants

Bilingual Somali research assistants with a health education were recruited and employed full
time at one site. The first research assistant worked for about one year, and after that, another
research assistant was recruited for the remaining project period. A third research assistant
also worked short-term in the project. Having bilingual research assistants enabled
networking with members of the Somali-Swedish community, bridging language gaps,
providing input into questionnaire design, recruiting participants, data collection, and
arranging and interpreting focus group discussions together with the research team.

13 Familjecentral
14 Oppen forskola
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Participatory approach

The intervention was developed in collaboration with members of the Somali community and
with ANC midwives at the two sites, and the reference group. The research assistants at site 1
were instrumental in the development of the intervention and the data collection instruments.
They also played a major role in communication and promotion of the intervention within the
Somali community at site 1 and were central in the development of information materials.
Moreover, they were responsible for data collection during the quantitative study and
facilitated data collection for the focus group discussions (FGDs) and process evaluation,
including observations and interviews (177).

At site 2, we collaborated with a civil-society association that works with adult learning in
groups®. They have a small office in the neighbourhood where the ANC clinic was located.
They organise support groups and group training/education for parents with recent migrant
experience, in light of the challenges parents may face bringing up children in a new country.
Two of the bilingual (Somali—-Swedish) community workers, one male and one female, were
instrumental in facilitating the focus group discussions, including recruitment and
interpretation. They were also instrumental as dialogue partners and provided feedback on
intervention design.

Person-centred care

The focus group discussions (FGDs) held during the preparation phase also influenced the
design of the intervention. Central findings from the FGDs included the desire for
individualised, person-centred, or women-centred care. A person-centred approach is also in
line with international and national care guidelines and literature on ANC (55, 72, 75).
Antenatal care models with women-centred approaches and continuity of care have the
potential to increase the care satisfaction of women with low socioeconomic status. This led
us to focus on person-centred care (PCC) (178) as a foundation for the intervention. This was
also in line with the ongoing implementation of person-centred care generally in health care
in Sweden. In searching for a method to support this approach, the midwives proposed
motivational interviewing (MI). They had already received some training in Ml for use in
individual appointments, and now M1 for groups was added (179). Principles of PCC and Ml
promote understanding a person as an individual, developing partnerships, and promoting
self-efficacy for which an active and open dialogue is central (178).

15 Studieframjandet
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Core values and underpinning principles

The core values of this intervention were respect, communication, community knowledge,
and understanding. Moreover, person-centred care and continuity of care were identified as
core values for a positive care experience. Key underpinning principles included:

e A participatory approach with active involvement of Somali-Swedish parents and
midwives in needs assessment and intervention design.

e Attention to language and contextual factors.

o Flexibility in study methods to respond to emerging issues and challenges as they
arose.

e A care model ready to continue or be replicated after project conclusion with only
minor adjustments.

A study protocol was developed and published, and is included as a related paper in this
thesis: “Rationale, development and feasibility of group antenatal care for immigrant women
in Sweden: a study protocol for the Hooyo Project” (241). The study protocol describes the
rationale behind the intervention, the core values and underpinning principles of the
intervention and the study, and contains a logic model of the project (Box 1).
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Logic model of the intervention

The logic model in Box 1 was developed by the research team to provide a comprehensive

overview of the intervention, with key concepts and underpinning principles.

Box 1. Logic model of the intervention, including problem statements, conceptual framework and rationale, the

intervention, hypothesised mechanisms of effect, and desired outcomes.

Problem Conceptual Hooyo: A group Hypothesised
statement framework and approach to mechanisms of
rationale improving ANC effect

Desired outcomes

Current ANC in
Sweden may not
provide equitable
care for Somali-born
women:

* Lower participation
in antenatal care

* Poorer birth
outcomes

e Communication
difficulties

* Lack of familiarity
with Swedish
antenatal care
structures

* Lower attendance
in parental
education

* Negative attitudes
and suboptimal
care

Initial FGDs with

Somali-born

parents/ANC

midwives highlight
need for:

e Improved
communication and
dialogue

* Bridging gaps
between divergent
health literacy
knowledge

* Care-free from
generalisations,
tailored to
individual needs

¢ Clearly described
expectations
regarding partner’s
role

Core values for quality care:
respect, communication,
community knowledge, and
understanding

Person-centred care to
identify and address
women’s individual needs
continuity of care for
positive care experiences
and health outcomes

Group antenatal careis a

promising alternative to

individual visits:

® More positive views of
care

® Some positive impacts on
birth outcomes

e More time with midwives
and more comprehensive
parental education

e In Sweden, studied with
Swedish-speaking groups
only

Key underpinning principles:

e Active involvement of
Somali parents/midwives
in assessment and care
design

e Attention to language and
contextual factors

e Flexibility in study
methods to respond to
issues as they arise

® A care model ready to
continue or replicate after
project ending with minor
adjustments

Language supported

group antenatal care,

involving

8-9 group sessions of
11/2 hours with 6-8
women (partners
welcome) from gwk
24

Facilitated by two
midwives assisted by
interpreter

Brief individual
midwife check-ups
incorporated
Childbirth/parenting
themes with focus on
dialogue and
discussion
Motivational
interviewing for
groups as a vehicle
for focusing care on
women’s needs
Adjustments based
on local needs at each
site:

Site 1: Groups
specifically for
Somali-born

Site 2: Groups with
diverse backgrounds
and languages

Interpreter-supported

group dialogue

facilitated by midwives

will result in

* Improved
communication =
better suited care

* More time for
discussions - mutual
understandings in
views around
childbirth and health
promotion -
strategies for
improving outcomes

* An additional arena
for social contact and
support -> increased
well-being

¢ Combining pregnancy
check-ups with
groups -> motivation
for attending ANC,
and parental
education

e Common language/
background >
understanding and
empowering women
to raise voices in
having needs
addressed

* Mixed groups -
integration and
understanding
through cross-
language/culture
interactions

Women:

* Happier with the ANC

* More confident in and
knowledgeable about
their pregnancies

* Improved wellbeing

* Improved attendance at
antenatal care visits

* Improved uptake of
health advice

¢ Ultimately, improved
pregnancy outcomes

Partners:

® Feeling welcomed and
included

® Increased
understanding of
expectations

Midwives:

* Improved
understanding of
women’s needs

* Feel better able to
share health knowledge
in meaningful ways

* Provide more
supportive, non-
judgemental care

* Positive about benefits
of group care
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2.2 Implementing language-supported group
antenatal care (QANC)

Based on the preparatory work, the research team
developed an intervention that combined group
antenatal care with individual care. Individual
check-ups were scheduled right before or after
the group session. The intervention integrated
antenatal care with birth preparation and parental
education. The overall project was called
“Hooyo”, which means ‘mother’ in Somali.

Training of midwives and interpreters

The midwives at both sites received a 1% day training workshop before the intervention
started. The main focus of the workshop were group processes, person-centred care, and Ml
in groups. Follow-up sessions were provided during the intervention period to enable
feedback on implementation and address any issues that arose.

The interpreters’ preparation included two hours of information on the antenatal health care
system, introduction to the Hooyo project, and to the gANC model, emphasising dialogue
and Ml principles.

Information materials

A web-page’® and a manual was developed for the project, with informational materials,
links, and suggestions for the content and structure of the group sessions. Available resources
in terms of teaching aids and suitable materials available in Somali and Swedish were
mapped, and included as suggestions. No special teaching material was developed, which
facilitates replication of the intervention. A pamphlet in Swedish and Somali about group
care was produced and distributed to women, Somali community associations, open
playgroups, and activity centres, and was hung as a poster in the waiting rooms at the
participating ANC clinics.

16 https: //ki.se/kbh/modrahalsovard-for-utlandsfodda-kvinnor-hooyo-projektet
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Intervention and implementation at site 1

The intervention was implemented at one clinic for 18 months, from May 2018 to December
2019. Nine midwives at the clinic took turns leading the groups. The intervention is described in
detail in Box 2.

Box 2. The Hooyo language-supported group antenatal care (gANC) model at site 1

The Hooyo language-supported gANC model

The intervention was a combination of group antenatal care and individual check-ups, with
language support and integrated parental education. Participants were offered 7 x 60-minute group
sessions together with other pregnant women of about the same gestational age. Partners were
invited. Directly before or after each group session, participants had a 15-30-minute individual
appointment with their designated midwife. The individual appointment included the health check-
ups. Participants started attending group antenatal care sessions at gwk 20-26. Additional
appointments were scheduled if needed. Frequency and total number of appointments followed the
Swedish national recommendations for antenatal care; i.e., eight to nine appointments with a
midwife during a normal pregnancy. The total time spent with a midwife at each visit was
extended to 75 minutes instead of the usual 30-minute appointment, but the time spent with the
midwife individually was reduced. The groups were fixed, meaning that women were assigned to a
specific group with a start and end date, led by two assigned midwives.

The midwives planned the sessions and chose relevant tools; for example films or anatomical
models. Sessions started with a presentation of a selected topic, following Swedish national
guidelines; life style, pregnancy, birth, practical birth preparations, the newborn baby, breast

feeding (and alternatives), parenthood, and relationships.

Language support was provided by a female interpreter in every group session—usually the same
interpreter, who was also a trained nurse assistant. The interpreter had a broad role, and served as a

facilitator/cultural broker who could explain things if she sensed any misunderstanding.
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Intervention and implementation at site 2

The intervention that was planned at site 2 was slightly
different than at site 1. As the intervention was intended to
address all pregnant mothers in the uptake area, we used the
name “Mamma” which is ‘mum’ in Swedish. The design
comprised six one-hour sessions offered to all pregnant women
and their partners presenting at the clinic, regardless of country
of origin or language proficiency, with individual 10-15-minute check-ups scheduled before
or after the session, together with other pregnant women of about the same gestational age.
Interpreters were to be engaged when required. The midwives would be responsible for four
sessions. Two sessions would be led by a child health nurse and a family counsellor. The
gANC would substitute the standard parental education otherwise offered at the clinic. The
research component would still be to evaluate outcomes for Somali-born women.

Pilot group at site 2

At site 2, the midwives ran one pilot group with six sessions. The midwives were interviewed
after the last session. The participants in the pilot had diverse backgrounds. Seven women
and two men came to the first session, including three women and one man with a Somali
background. Some women were primiparous, some multiparous. No interpreter was present.
Swedish proficiency was ‘ok’, according to the midwives. One woman had difficulties
expressing herself in Swedish, but the midwives believed she could understand, and she did
not want an interpreter.

Four sessions were chaired by the midwives and two sessions were led by a child health nurse
and a family counsellor, as had been planned. According to the midwives, the dialogue was
rich, and participants interacted and had a lot of questions, including the two men.
Participants seemed satisfied with the format. The midwives felt that it was satisfactory to
have enough time to be able to talk in detail about things like conception, the development of
the foetus during pregnancy, anatomy and physiology, family issues, etc. The midwives
thought gANC was ““a treat” and wished it could be offered to everyone, like “ANC 2.0”.
Moreover, they thought that their own active preparations for the sessions provided them with
an opportunity to gain valuable, updated knowledge on relevant topics.

Two of the participants with Somali background were interviewed by MA over the telephone
(brief interviews). The objective of the short telephone interviews with one Somali couple
(primiparous) attending the pilot was to confirm/triangulate findings that came out of the
interviews with the midwives, and to detect differences in views. The woman expressed
satisfaction with the content, social networking, and relationship with the midwives in the
pilot. Her husband had missed two sessions because of work but expressed even greater
satisfaction with the sessions he had attended, they were “‘fantastic, wonderful, with detailed
information”. On one occasion, he was the only man present. He said it didn’t matter to him
personally, “but it would be better if there were more (men)”. He also mentioned that
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initially, participants were a bit hesitant and did not want to share private matters in the
group. But he said that this is normal and to be expected, and that when people get to know
each other more, they open up.

Termination at site 2

After the pilot the intervention was terminated. The immediate reasons were sick leave and
heavy workload. In the interviews the midwives highlighted two main reasons for
termination: lack of resources and lack of support from management. Lack of resources
manifested in a high workload, and both the high degree of responsibility on the part of the
midwives and manager turnover likely contributed to a lack of commitment at the managerial
level. During the time of implementation, there was a regional plan in place to streamline and
standardise ANC in the works, which likely contributed to their hesitation to implement
gANC.

According to the midwives, a large proportion of women in this uptake area have
complicated pregnancies, so the individual check-ups took longer than the scheduled 10-15
minutes. Individual check-ups were not integrated into the sessions, but performed before or
after. It became stressful and too short, and they worried that patient safety could be
compromised. The midwives noted that even though the quality of ANC might improve with
gANC, the gANC pilot did not save time. The midwives felt that the expanded time in gANC
was problematic for some participants—both the total time spent in the sessions and the
waiting time for individual appointments—as there were only two midwives in this clinic.
The small size of the clinic played a role also in making the clinic more vulnerable to staffing
shortages, for example if a staff member needed extended sick leave. A bigger clinic could
more easily offer greater diversity in terms of the care offered. These midwives were
convinced that facilitating sessions as a team was crucial for group dynamics, and were not
willing to chair sessions alone to become more efficient. Unless a care model could both
significantly improve quality and be more efficient, it would not be sustainable, according to
the midwives. Moreover, the midwives experienced a high degree of micromanagement from
the health administration and management reducing the time they could spend with patients
even further, which limited their flexibility. The conclusions drawn by the midwives was that,
despite gANC’s possible added value, they would need more resources to be able to carry out
this model of care in a way that would be sustainable and guarantee patient safety. Some
historical controls had already been collected at site 1, but these were excluded.
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2.3 Methodology of the included studies

The first study was partly carried out to inform the intervention design. The second and third
studies were impact and process evaluations of the intervention. An overview of the design,
aim, and data collection of the included studies is presented in Table 3. Methodology is
described in detail in the sections below.

Table 3. Overview of included studies

Study | Title of paper Design Aim Data collection
| Antenatal care (ANC) for Somali- | Qualitative e To explore experiences of attending Eight focus group
born women in Sweden. design. standard antenatal care in Sweden among | discussions (FGDs).
Perspectives from mothers, Somali-born parents;
fathers, and midwives. e  To explore experiences of ANC
midwives caring for Somali-born parents;
e To inform intervention design.
1 Group antenatal care compared Historically e  To compare language-supported gANC Questionnaires at three
with standard antenatal care for controlled and standard antenatal care (SANC) for time points and medical

Somali-Swedish women: a
historically controlled evaluation
of the Hooyo-project

evaluation with
one control group
and one
intervention

Somali-born women in Sweden.

e  To test the feasibility of the outcome

records.

measures.
group.
i i I - Observations
il 9ANC for Somali-speaking A process To assess the feasibility for participants and Interviews

women in Sweden—a process
evaluation

evaluation using
both qualitative
and quantitative
data.

midwives to implement language-supported
gANC, including implementation, mechanisms
of impact, and contextual factors.

Questionnaires
Evaluation forms
Field notes
Logbook
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Study I: Antenatal care for Somali-born women in Sweden. Perspectives
from mothers, fathers, and midwives.

Study design

A qualitative study with eight focus group discussions (FGDs) with Somali-born mothers and
fathers and Swedish ANC midwives was conducted. Somali speaking research assistants,
interpreters and facilitators were closely involved throughout the study to address potential
challenges with group dynamics and confidentiality. Oral and written information about the
study, its voluntary nature, and the study’s rules regarding confidentiality was provided in
Swedish and Somali before the discussions began and written consent was obtained from all
participants.

Setting

The FGDs were conducted in three different locations between December 2016 and May
2017. In two of the locations, a gANC intervention was planned. The third location was
selected for one FGD with midwives because of their previous experience of providing
tailored gANC/parental education in groups to Somali-born women. FGDs with midwives
were held at the respective clinic. FGDs with parents were held in community facilities.

Recruitment and participants

Purposeful sampling was used to recruit focus group participants with as varied experiences
as possible, and was conducted consecutively until data were considered sufficiently rich to
answer the research questions. Parents were recruited to obtain a sample of persons with a
varied length of stay in Sweden. The recruitment of parents took place via existing networks
within the Somali diaspora, at public preschools and Child Health Centres. Inclusion criteria
included: being born in Somalia and having a recent ANC experience (<2 years). One female
participant was included despite being born in Sweden (but of Somali background), because
she wished to participate. Midwives (n =7) were recruited from three ANC clinics. The
inclusion criterion for midwives was having several years’ experience in ANC. The FGDs
and number of respondents is presented in Table 4.

Table 4. Focus groups discussions in study I

Focus groups Total number of
respondents
Somali-born mothers 3 n=16
Somali-born fathers 2 n=13
Swedish ANC midwives 3 n=7
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Data collection

Three FGDs with mothers (n =16) and two with fathers (n =13) were organized and lasted for
1¥2-2 hours. These FGDs were conducted by co-authors MA, UB, and RS in Swedish and
Somali, assisted by a female interpreter/facilitator in all but one FGD, which had a male
interpreter/facilitator. Not all participants needed an interpreter. Children were present in
some groups.

The three FGDs with midwives (n =7) were conducted by co-authors MA and UB. A Somali-
born research assistant was present in one of the midwife FGDs.

A topic guide supported the discussions, with four general questions phrased slightly
differently for mothers, fathers, and midwives:

1) What works well with present ANC?

2) What works less well or poorly?

3) How could ANC be improved?

4) What are your experiences (midwives) /your ideas (parents) of gANC for Somali-
born parents?

Follow-up questions included specific and open-ended questions for clarity to encourage a
creative dialogue. At the end of each FGD, emerging themes were highlighted by the
researchers and crosschecked with participants for accuracy. This approach was utilised to
encourage engagement and secure accurate understanding of the key issues raised by
participants (180, 181). The discussions were recorded, and FGDs in Somali were translated
orally to Swedish by a Somali interpreter and transcribed verbatim by MA.

Analyses

Data were coded and analysed using Attride-Stirling’s tool “Thematic networks” (2001), an
approach to thematic analysis providing systematic and structured exploration and
understanding of qualitative data (182). The first and last author listened to all digitally-
recorded data and read each transcript several times. The four general questions asked in the
FGDs were used as an initial coding framework to dissect text. Text segments were coded
close to the text, after which basic and organising themes were identified and summarised in
an overarching global theme. Author EA read all transcripts and coded the material
independently and coding was cross-checked to increase validity. Different themes were
discussed and cross-checked with the other authors, and afterwards refined and organised into
a network model.
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Study II: Group antenatal care compared with standard antenatal care
for Somali-Swedish women: a historically controlled evaluation of the
Hooyo-project

Study design

The second study was a historically controlled evaluation with one intervention group and
one control group. The control group received standard, midwifery-led individual care in
accordance with Swedish national guidelines, described in detail on page 19. The intervention
group received language-supported group antenatal care (JANC). Participants were offered 7
60-minute midwifery-led group sessions together with other pregnant women of about the
same gestational age, with an interpreter present. Directly before or after each group session,
participants had a 15-30-minute individual appointment with their designated midwife. The
intervention is described in detail on page 37. The study was registered in ClinicalTrials.gov
(Identifier: NCT03879200).

Setting

The intervention was implemented in an antenatal care clinic in a mid-sized Swedish town.
The clinic is public with a mixed socioeconomic uptake area and employs 10 midwives.

Recruitment and participants

Participants were Somali-born women who were <25 weeks pregnant. Exclusion criteria
included severe health conditions; for example, needing specialist obstetric care or suffering
from a severe mental health condition. Midwives provided oral and written information to all
eligible women at the first ANC appointment, and the bilingual research assistant provided
more in-depth information, recruited those interested to the study and obtained consent.

Data collection

Questionnaires were used at three time points to assess ratings of care, emotional well-being,
and a number of secondary outcomes—questionnaire one (Q1) in gwk 21-25, questionnaire
two (Q2) in late pregnancy (gwk >35), and questionnaire three (Q3) two months postpartum.
A bilingual research assistant filled out the responses during face-to-face or telephone
interviews. Additional data were retrieved from patient records, including baseline
information such as age, obstetric history, height, weight, use of tobacco in early pregnancy,
diabetes mellitus type 2 (ICD code 024.1), haemoglobin, and S-ferritin.

The questionnaires included both closed and open-ended questions, and were developed by
the research team in English and translated to Swedish and Somali. They are described in
detail in the study protocol (177). Some questions from the Migrant Friendly Maternity Care
Questionnaire (MFMCQ) (183) were included, however, they were slightly adapted. The 10-
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item Edinburgh Postnatal Depression Scale (EPDS) was included in all three questionnaires
(184).

The questionnaires also included sociodemographic information (language proficiency, level
of education, marital status, occupational and migration factors). Entire household monthly
disposable income was self-reported in Swedish kronor (SEK) (1 EURO =10.19 SEK 12
August 2021). Household size was the self-reported number of persons living in the same
household.

Primary outcomes were:
e Overall rating of antenatal care in gwk >35 and 2 months postpartum.

e Emotional wellbeing measured with the Edinburgh Postnatal Depression Scale (EPDS) in
gwk >35 and 2 months postpartum.

Overall rating of antenatal care was assessed with the core question ‘“When thinking about
your overall experience of antenatal care—in general, have you been happy with the care that
you have received?’ with response alternatives always, mostly (happy with care), versus
sometimes, rarely, and never (not happy with care).

The EPDS is a 10-item scale initially developed to screen for postnatal depression symptoms,
which has been validated for use in Swedish during pregnancy (185). It has been translated to
Somali but not validated (186). The validated language versions of the EPDS are routinely
used for screening postpartum mothers in child health units in Sweden (187). The 10 items
are scored 03 according to severity of the self-reported symptoms, with a maximum score of
30. The scale gives an indication of depressive symptoms over the last 7 days. In Sweden, a
score of >13 has been validated as an optimal cut-off for detecting depressive symptoms in
pregnant women (185).

Secondary outcomes included:
e Detailed care experiences.
e Satisfaction with received information.
e Social support.
¢ Knowledge of pregnancy danger signs.
e Obstetric outcomes.

Women's ratings of other components of antenatal care were assessed, as were women's
ratings of receiving sufficient information about pregnancy, labour, and birth. Social support
was assessed in late pregnancy and two months postpartum, with modified questions from the
Pregnancy Risk Assessment Monitoring System (PRAMS) (188).
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Knowledge about pregnancy danger signs and where to seek healthcare with specific
symptoms were assessed in Q2. The danger signs that were included were vaginal bleeding,
leakage of amniotic fluids, decreased foetal movement, and severe headache.

Obstetric outcomes obtained from patient records included: antenatal care parameters
(number of ANC visits, number of visits to specialist care, referral to an obstetrician, asked
about experience of violence, attendance at parental education), health parameters
(haemoglobin (lowest value and last value prior to birth), S-ferritin (lowest value), weight
gain during pregnancy, gestational diabetes mellitus (ICD-10 code 024.4)), birth outcomes
(induction of labour, oxytocin for dystocia, pain relief, mode of birth, perineal injury, blood
loss, breastfeeding at the labour ward, length of stay), attendance at postpartum check-up,
breastfeeding, and body mass index (BMI) at the postpartum visit. The number of ANC visits
Is presented as the median number of visits, and the proportion of women having 6 or fewer
visits, 711 visits, or more than 11 visits.

Infant outcomes were live birth/stillborn, gestational age, birthweight, small for gestational
age (SGA) (ICD-10 codes P05.0 and P05.1), large for gestational age (LGA) (ICD-10 codes
P08.0 and P08.1), Apgar score <7 at five minutes, umbilical cord pH (arterial and venous),
and neonatal intensive care.

Sample size calculation

The study was designed to have power to detect clinically relevant differences in women’s
overall ratings of antenatal care and differences in mean EPDS scores. The initial sample size
calculation of 70 women in each group (with 80% power and an alpha of 20%) was based on
a national population study on Swedish-speaking women’s satisfaction with ANC two
months postpartum (189). Our assumption was that care ratings would improve, from 65% of
women being happy with the individual standard care received ( “always + mostly happy with
care”) t0 82% of those receiving group antenatal care.

To have similar power to detect differences in EPDS mean scores, 63 women were required
in each group, based on a hypothesised reduction from a mean of 8.0 in the control group to
6.0 in the intervention group (190). To allow for loss to follow-up of 20%, a total of 174
women needed to be recruited.

Statistical analyses

Women who were recruited and contributed data were analysed according to the intention-to-
treat (ITT) concept (191). Frequencies and percentages are reported for dichotomous
variables, and medians and interquartile ranges (IQR) are reported for continuous variables.
Chi-square tests were performed to test hypotheses for dichotomous variables, Mann—
Whitney U tests for continuous variables. For the primary outcome “overall rating of care”,
odds ratios (OR) with 95% Confidence Intervals (CI) were calculated.
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An ANCOVA test was performed to test the difference in mean EPDS scores between gANC
and standard care at two months postpartum (adjusted for differences in EPDS at baseline),
after the exclusion of women with missing EPDS values (JANC n =41, SANC n =38). P-
values <0.05 were deemed statistically significant and all tests were two-tailed. Statistical
analyses were performed in R version 4.01.

Study III: Group Antenatal Care (QANC) for Somali-speaking women in
Sweden—a process evaluation

Study design

A process evaluation using the UK Medical Research Council (MRC) framework for process
evaluations of complex interventions developed by Moore et al (192) was performed. The
following key functions were investigated (described in Figure 1 below):

e The implementation process, including how successful the delivery of the
intervention was and what was actually delivered—including fidelity to what was
planned, the adaptations that were made, and who were reached and not reached by
the intervention; and

e Mechanisms of impact—including participant responses to and interactions with the
intervention, mediators, and unexpected pathways and consequences (192).

The MRC developed this guidance on process evaluation of complex interventions in
response to the understanding that a randomised controlled trial (RCT)—or in our case, a
historically controlled study (Study I1) —require more than an assessment of outcomes. To
look only at a few outcome measures may not do justice to the intervention as a whole (192).

Context

Contextual factors that shape theories of how the intervention works

Contextual factors that affect (and may be affected by) implementation, intervention mechanisms and outcomes
Causal mechanisms present within the context which act to sustain the status quo, or potentiate effects

Implementation [
Implementation process (How | Mechanisms of impact
delivery is achieved; training, Participant responses to and
resources etc) interactions with the
Description of intervention : 3 " 4
and its causal assumptions Wr_lat is delivered |ntgwentlon Outcomes
Fidelity Mediators
Dose Unexpected pathways and
Adaptations consequences
Reach
| [

Figure 1. Key functions of a process evaluation and the relationship between them. (Blue boxes are the key
components of a process evaluation. Investigation of these components is shaped by a clear intervention
description and informs interpretation of outcomes.) (192)
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Setting

The intervention was implemented in an ANC clinic in a mid-sized Swedish town. The clinic
is public with a mixed socioeconomic uptake area and has 10 midwives.

Participants

Informants were Somali-born women who attended gANC, the midwives and interpreters
who implemented gANC, and the research assistants who facilitated the implementation.

Data collection and analysis

Data collection was nested in the different phases of the main study. Data were collected
from multiple sources and different measurement tools and methods were used: observations
of sessions, interviews, field notes, questionnaires including open-ended questions to
participating women and midwives, logbooks, and midwives’ brief protocols!’ (completed
after each session). Data from questionnaires, protocols, and the logbooks are presented with
descriptive statistics.

Interviews

A purposeful recruitment strategy was used. The research assistant contacted gANC
participants for interviews, based on her pre-understanding of the participants views of gANC
that she gained from the interviews, as we wanted to interview participants with both positive
and less positive experiences. The recruitment of midwives for interviews was also
purposeful, aimed at giving a broad spectrum of experiences. The interviews were recorded,
transcribed, and analysed using content analysis (193, 194).

Observations

Ethnographic methodology was used during the observations to provide holistic and rich
insight into the behaviours, interactions, and viewpoints of the groups (195). An observation
protocol was developed by the research team that included observations of twelve items
related to the midwives, eight items related to the participants, and three items related to the
interpreter. The items were formulated as statements with four categorical responses, “to a
high degree”, “to a certain degree”, “to a low degree” and “not at all”. Extensive notes were
also taken. A total of nine semi-structured observations of gANC sessions were made (MA

(n=7), UB (n =1), MA & RS (n =1)).

17 See Appendix 1
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2.4 Ethical considerations

This study was carried out in accordance with the Helsinki Declaration. Ethical approval was
obtained from the Stockholm Ethical Review Board (2015/1703-31/1) (main study) and from
the Swedish Ethical Review Authority (2019-01116) (process evaluation). Oral and written
information about the study, its voluntary nature, and confidentiality was provided in
Swedish and Somali, and written consent was provided by all informants.

There may be a potential ethical risk in ‘targeting’ a particular minority group because it
might reinforce prevailing stereotypes or social prejudices. On the other hand, it is also
unethical not to try and improve care for groups who are at higher risk of adverse pregnancy
outcomes, who are often excluded from research studies due to language barriers, and who
are at risk of receiving sub-optimal care.

Another potential ethical risk is that women with limited Swedish proficiency might be
inclined to believe that participating in the research is mandatory or part of the maternity care.
To counteract this, during the recruitment process, the midwives only provided brief initial
information, and any potential participants were then given the opportunity to speak to a
bilingual research assistant who could explain the research project and the voluntary nature of
participation in detail in Somali, and provide written information about the study in Swedish
and Somali, before asking women to agree to take part.

Initial concerns were raised about some of the questions being personal and potentially
sensitive. Women were informed that they did not need to answer any question if they
preferred not to. The research assistants were also encouraged to be attentive to any signs of
emotional distress or to any signs of poor health; either physical or mental. If any signs of
poor health were detected, the research assistants would ask for permission from the woman
to inform the responsible midwife.

All data material has been handled with strict confidentiality and the identities of the
participants have been protected, and in accordance with the EU General Data Protection
Regulation (GDPR). We have not identified any risks attached to being part of either the
control or the intervention group.
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Chapter 3: Results of the included studies

3.1 Summary of results

Challenges and barriers to optimal care were described by Somali-born parents and Swedish
midwives in standard antenatal care, and language-supported gANC was seen as a potential
model of care that could overcome some of these challenges and barriers.

The intervention was developed with a participatory approach and implemented. In general,
the women who participated in language-supported gANC thought it was a positive
experience, and indications of negative effects or risks were found. Both the women and the
midwives were positive about gANC as a complement to individual care. Both women and
midwives stressed the need for ample individual time with the midwife.

About half of the eligible women who were informed about the intervention decided to
participate in the language-supported gANC. The women in the intervention group had a
mean length of residence of seven years in Sweden. Not surprisingly, language-supported
gANC did not appeal to Somali-born women of longer residency, for example those who had
resided in Sweden since childhood.

The women who came did not come for all sessions. They reported learning a lot, things they
did not know about pregnancy and childbirth. The midwives also expressed that they learned
a lot and got to know the Somali-born women attending the sessions better, which created a
platform for more person-centred care.

Very few fathers-to-be attended group sessions—two main reasons being that we left it open
to the groups to decide on male participation and some groups chose not to invite men, and
because fathers/partners were not actively invited.

We did not find any significant differences between the intervention group and the control
group in women’s overall ratings of antenatal care. The reduction in mean EPDS scores was
slightly greater in the intervention group when adjusting for differences at baseline (mean
difference —1.89; Cl 95% —3.73 to —0.07), so the findings may suggest that gANC can
improve emotional well-being for some women. The women who attended gANC were
happier with the information they had received about pregnancy and birth and were more
likely to report that the information they had received was sufficient. The findings also
indicated a better awareness of pregnancy danger signs in the intervention group. Moreover,
the participants in gANC seemed to have expanded their social network more than the
women who had received standard care.

The Hooyo gANC intervention was acceptable to participants and midwives but did not
succeed in including fathers-to-be. The main mechanisms of impact were more
comprehensive ANC and enhanced mutual cultural understanding. The position of women
was strengthened in the groups, and how the midwives expanded their understanding of the
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participants and their narratives was promising. Adoption of a person-centred approach in
group care may be one way to avoid the ‘othering’ of women in perceived at-risk groups.

To be feasible on a larger scale, gANC might require further adaptations. Language-
supported gANC can be useful when there is a relatively large group of migrants that have
resettled somewhere within a relatively short time span, so that many individuals are on the
same level of language proficiency in the ‘new language’. This was the case with the Somali
migrants at the site where this intervention was implemented.

For language-supported gANC, the demography of the uptake area needs to be considered,
and it may limit the possibilities for clinics to replicate the intervention. To organise single-
language groups in a diverse neighbourhood requires a large uptake area and/or a
concentration of pregnant women with the same country of birth or that speak the same
language.

50



3.2 Study I: What were the challenges in standard
antenatal care?

In this study, two main themes were identified: 1) challenges in the midwife—parent
encounter and 2) health system challenges. The main themes and sub-themes are presented
below in figure 2.

Y
i . Tailoring care to
DtEE!hﬂgt with el Accessibility of
stereotypes needs care
~_ Clear but flexible
A routines
Managing Cha“‘?"ﬂt?s in Striving for
variations in the midwife — optimal antenatal -
health literacy parent care

encounter
/ @ _ 4 Limited
\
Overcoming Supportive
communication PerinEe structures for

parent
education

involvement
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Figure 2. Main themes and sub-themes that illustrate the challenges in antenatal care that Somali-born parents
and midwives may encounter in their efforts to achieve optimal care

Challenges in the midwife—parent encounter included difficulties with tailoring care to
individual needs, dealing with stereotypes, addressing varied levels of health literacy,
overcoming communication barriers, and how to achieve greater partner involvement. Health
system challenges included accessibility of care, limited resources, the need for clear-but-
flexible routines, and supportive structures for parental education. The parents and midwives
were, to a large extent, in agreement about these challenges and wanted to overcome them.
The data on challenges in the midwife—parent encounter were rich. Therefore, when
describing the findings, | have included some citations that were not previously published.

Tailoring care to individual needs—not to ‘the needs of Somali women’

The mothers and fathers who were interviewed wanted individually tailored care that was
flexible to their needs as individuals. Previous pregnancies, level of education, level of
knowledge (about the healthcare system, pregnancy, etc.), social networks, worries, and
underlying disease/conditions were examples of individual factors that were mentioned by
both parents and midwives as factors that could affect parents’ individual needs. The factors
that were mentioned by parents as a concern that could be attributed to being of Somali
background were limited to not being fluent in Swedish and the issue of FGM/C. Apart from
that, the parents in the study did not see a need to tailor care to any special needs that was
specifically linked to their Somali background.

The midwives believed it to be important to provide equal care, while at the same time
adapting care to suit the individual. The midwives gave several examples of adaptation to

51



different levels of health literacy, which is clearly linked to the provision of person-centred
care. They described how they continuously adapt information to suit the woman in front of
them in their day-to-day work.

“Yes, I always ask, and not just women from Somalia—I ask how many years they have gone to
school. Because that says a lot about what level I should keep. Because it doesn 't matter really if you
can "t speak Swedish, Swedish is a fairly small language, but if you have an academic exam, there are
some from Somalia too, they might have contacts in, for example, England, they might have been in
England to study. And if you have studied at the university, then I know that this is a woman who is
used to take in information and who has basic knowledge, and then I can adjust the information I
provide accordingly. But that is what makes it exiting! Because you cannot give everyone the same
information, I doesn "t work that way, you have to find out where people are...” (Midwife 2, Focus
group 5)

Partner involvement—what is optimal?

The fathers that were interviewed had experienced unclear expectations about fathers’
participation in ANC. One father said: “Tell us how often the Swedish men come and when,
and we will do the same”. Other men also requested more clarity or clear recommendations
in this regard. The midwives expressed somewhat ambivalent views on inclusion of male
partners. They perceived that Somali-born fathers showed little interest in ANC. On the other
hand, they perceived that some other migrant men were too controlling when coming
frequently to the appointments.

There were good examples of how to encourage the inclusion of fathers, and some examples
of how it can go wrong, even with good intensions. One woman had attended both the local
antenatal care clinic and the specialised pregnancy clinic at the hospital during the same
pregnancy. She had noticed different attitudes in how her husband was included and treated.
At the specialised clinic the midwives included fathers-to-be in a clear-cut way, without
ambiguity and seemingly without differentiating between men with different ethnic
backgrounds:

“Here, sit here, hold this CTG (transducer) around the belly. You (the partner) shall be properly
included/useful. And you know, they (the midwives) don "t make any fuss about it, it's just ‘you will do
this, you are the father, it’s normal™ (Woman, Focus group 2)

At the local ANC clinic’on the other hand, the midwives had expressed exaggerated surprise
about her husband accompanying her, signalling that it was a rare, atypical event.

“...they were super focused on him. “ohh, you speak such good Swedish, ohh, what do you do?” (for a
living)...I was like, hey, I am the one who is pregnant! But I mean, it was really good, he had a lot of
questions, more than me, everything that I forgot to ask and so on...but if they make a scene about
him coming there, then they (the fathers) might think, hey, maybe I should back off a little...” (Woman,
Focus group 2)

Dealing with stereotypes

Unfortunately, many parents had experienced preconceived ideas, stereotypes, and
discrimination in care encounters. Experiences of bad encounters could affect care-seeking
behaviour—for example delayed uptake of antenatal care and changing antenatal care clinics
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or hospitals. Limited understanding of the preventive purpose of ANC, in combination with
experiences of bad encounters could result in low motivation to attend ANC and reduced
trust. Having received comments about the number of children and short spacing between
children was a reoccurring theme.

The midwives were generally curious and open to perceived cultural differences, but were
also concerned and became frustrated about some behaviours that they perceived as risky,
and about perceived weak compliance with their recommendations. The midwives could also
express frustration about encounters where they did not understand or agree with the
viewpoints of the woman/couple.

Other examples of preconceived ideas that parents described were when midwives jumped to
conclusions about Somali-born women based on previous encounters, and expressed their
preconceived ideas in statements such as “Somali women do not take iron tablets” or “Somali
women prefer a natural birth”. The prevailing construct that Somali-born women prefer a
natural birth seemed appreciated by the midwives, which was expressed in reflections made.
Somali-born women in general were described as calmer, more confident, more experienced,
and as having predominantly positive notions of pregnancy and motherhood. Below is part of
a conversation between three midwives in one focus group:

— I have experienced that when you ask these Somali women: “Do you want information about
labour?”, “*Do you want information about pain relief and breastfeeding?” -"No, no, I know that.” — Ok,
then you have to back off a little.

— They are much calmer.
— Yes, much calmer.
— Comfortable with this issue of having children, labour...not as scared as many others, many Swedes.

The midwives seemed to realize that this perceived preference for a natural birth and natural
processes in general were not always entirely well-informed, but because midwives may
appreciate this notion of preferring ‘natural’, this construct might constitute a built-in risk.

The concept of language-supported group antenatal care

In the focus group discussions, the concept of group antenatal care was described
theoretically and discussed, as was the concept of language-supported group antenatal care
for Somali-born parents-to-be. Organising groups were considered to have both positive and
less positive features. It was perceived as positive for pregnant women to meet other pregnant
women. But it was also perceived as potentially sensitive to discuss some pregnancy-related
Issues in a group setting.

Advantages and disadvantages of Somali groups or just groups with pregnant women were
also discussed. Mothers, fathers, and midwives thought that language-supported group ANC
might help to improve communication, provide mutual support and enable better dialogue.
The advantage of Somali groups and language-supported groups was perceived as being
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mainly related to communication and the benefits of receiving pregnancy-related information
in one’s own native language.

However, there was a concern that group care could stereotype families according to their
country of birth. Mixed groups with pregnant women—uwithout considering language or
country of birth—was perceived as having the advantage of providing insights into how
‘others’ do things, and that the main point for some women was to meet other pregnant
women, not just other pregnant Somali women.

The midwives had ambivalent thoughts on mixed groups versus single-language groups. The
midwives thought mixed groups could contribute to integration. But they also thought it
might be difficult, in reality, with mixed groups, that perhaps it would not attract Swedish
women, or that it would be difficult if there was a mix of people who had very different pre-
understanding of topics. The midwives believed it would be easier to tailor the information to
the needs of the individuals in the group if the level of knowledge was more or less the same.
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3.3 Study II: Language-supported gANC addressed
knowledge gaps

Language-supported gANC was implemented for 18 months in one clinic. The control group
were women attending the same clinic before the intervention started, who received standard
care. During the total data collection period, 270 women were eligible (born in Somalia, <25
weeks pregnant), whereof 145 were recruited to the study (Figure 3). Of these, 81 women
were recruited to the control group, and received standard care, and 63 were recruited to the
intervention group. The number of women who declined to participate was 106 (39.3% of all
eligible women), and 19 women did not meet the inclusion criteria (n =6) or were excluded
for other reasons (n =13), such as moving or having a miscarriage.

The first questionnaire (Q1) was completed by 129 women (89% of all recruited women)
(QJANC: n =62; SANC: n =67). The second questionnaire (Q2) was completed by 80 women
(55%) (JANC n=40; SANC n=40) and the third (Q3) was completed by 86 women (59%)
(QJANC: n =44; sSANC: n =42). Of the women in gANC and sANC, 38 women (59.4%) and
32 women (39.5%) responded to all three questionnaires respectively.
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Figure 3. Flowchart of the number of women recruited to the intervention group and the control group
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Baseline characteristics

In the gANC group 51% (n =32) of the women had less than six years of education,
compared to 34% (n =25) of women in standard care. Of the women in gANC, 48% (n =30)
were either on parental leave, unemployed, or stay-at-home mothers, compared to 32% (n
=23) in the control group. Proficiency in both Somali and Swedish was reportedly higher in
the gANC group, where 98% (n =62) reported speaking Somali well or fluently, and 65% (n
=41) reported speaking Swedish well or fluently. In standard care, the proportion of women
who reported speaking Somali well or fluently was 82% (n =60), and 56% (n =41) reported
speaking Swedish well or fluently. Otherwise, the baseline characteristics of the two groups
were similar. Both groups had a median length of residence in Sweden of seven years, and
similar proportions of primiparous and multiparous women. The median age of the women in
the gANC group was 31 years, and the median gestational age at first ANC visit was gwk 11
compared to 30 years and gwk 12 in standard care. The majority of women in both groups
were married/engaged/in a relationship, and had permanent residency or were naturalised. No
woman reported tobacco use.

Comparing language-supported group antenatal care (QANC) with standard
antenatal care (SANC)

Overall ratings of antenatal care were similar in the gANC group and in SANC. The vast
majority of women in both groups were always or mostly happy with the care they received.
Very few women, and only in standard care, responded sometimes in late pregnancy (2/40)
and two months postpartum (2/41) and there were no responses in the categories rarely and
never (Figure 3). There were no statistical differences between the groups at either time point
when responses were dichotomised into always versus all other alternatives (late pregnancy
OR 1.42, C1 95% 0.50-4.16 and 6-8 weeks postpartum OR 2.71, CI 95% 0.88-9.41).
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Figure 3. Women ’s overall ratings of antenatal care—the proportion of women who were always, mostly, or
sometimes happy with the care they received in gANC and standard care in late pregnancy and two months
postpartum.
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Mean EPDS scores were higher in women in gANC than in women in SANC at baseline
(QJANC 9.19; SANC 5.94; diff in means 3.26; Cl 95% 1.56-4.96) and in late pregnancy
(QJANC 8.51; SANC 5.73; diff means 2.78; Cl 95% 0.62-4.95). Two months postpartum, the
mean EPDS score was similar between the groups (JANC 3.90; SANC 5.00; diff means -1.1;
Cl 95% -2.80-0.61). When adjusting for differences at baseline, the reduction in mean EPDS
score was slightly greater in the intervention group (mean difference -1.89; Cl1 95% -3.73 — -
0.07). This is illustrated in Figure 4 below.

301 Diff. means Q1 (95% Cl): 3.26 (1.56 ; 4.96), p<0.01
Diff. means Q2 (95% Cl): 2.78 (0.62 ; 4.95), p<0.01

Diff. means Q3 (95% Cl): -1.1 (-2.8 ; 0.61), p=0.20
251
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- Group antenental care
;
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Figure 4. Median EPDS scores at baseline (Q1), late pregnancy (Q2), and 2 months postpartum (Q3), analysed by
an ANCOVA test of differences. The boxplot shows minimum and maximum scores, the 1%t and 3 quartiles, and
mean differences, with 95% CI at each timepoint.

Having received sufficient information about different aspects of pregnancy, labour and birth,
breastfeeding, the care of the newborn baby, and physical and emotional changes was
reported to a greater extent among women in gANC than among those in standard care.
Women in language-supported gANC were generally happier with the information they had
received both in late pregnancy and two months postpartum. For example, 95% (n =37) of
women in late pregnancy in gANC were happy with the information they had received about
caesarean sections, compared to 17.5% (n =7) of the women in standard care (p<0.001).
Regarding management of FGM/C, 79.5% (n =31) of the women in gANC were happy with
the information they had received, compared to 40% (n =16) of women in standard care
(p=0.001) in late pregnancy. Information about father’s/partner’s role during labour and birth
was sufficient to 94.6% (n =35) of the women in gANC, compared to 42.5% (n =17) of
women in the standard care (p<0.001) in late pregnancy.

Ratings of social support in the groups were similar when assessed in late pregnancy. Two
months postpartum, however, 97.6% (n =41) of women in gANC reported that they had made
new friends through antenatal care, compared to 25% (n =10) of women in standard care
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(p<0.001). Additionally, 95.2% (n =40) of women in gANC reported that they had somebody
who could help them with a temporary place to live next year should they need it, compared
to 43.9% (n =18) of women in standard care (p<0.001).

Knowledge of danger signs

Knowledge of danger signs and whom to contact if experiencing severe symptoms was
assessed in late pregnancy. A significantly higher proportion of women in gANC responded
that they would contact the delivery ward in case of vaginal bleeding (QANC 54.0%; SANC
28.8%; p=0.004), or leakage of amniotic fluid (JANC 55.6%; SANC 26.0%; p=0.003). For
severe headaches and changes in vision, 46% of women in gANC said they would contact the
emergency room, compared to 23.3% of women in standard care (p=0.037). Of women in
gANC, 30.2% responded that they would contact the delivery ward if they were experiencing
reduced foetal movements, compared to 17.8% of women in SANC (p=0.526).

Other outcomes

Women in gANC made more visits to the antenatal clinic and to specialist care compared
with women in standard care. The other health parameters were similar between the groups.
Labour and birth outcomes were also similar between the groups, such as induction of labour,
pain relief, perineal injury, blood loss and length of stay. No differences could be detected.
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3.4 Study III: Language-supported gANC — a
platform for enhanced mutual cultural understanding
and learning

Language-supported gANC was implemented in one clinic with overall fidelity to the initial
design. The intervention was acceptable and feasible to participants, provided that it was
voluntary and occurred in combination with adequate individual time with the midwives.

Participants in gANC

Of all eligible women who were offered gANC during the intervention period, 47% (n=63)
accepted, and 52 women received at least one session. The mean number of sessions attended
per woman was 3.8. Very few women attended all sessions. Seven series of gANC sessions
(n =50 sessions in total) were arranged during an 18-month period, in a meeting room in the
ANC clinic. On average, each session was attended by 4.2 women (range 1-8). The women’s
mean age was 31 years and the median length of stay in Sweden was 7 years. Both
primiparous (n =11) and multiparous women (n =52) were recruited, and at baseline, 24% of
the women were grand multiparous (>5 births). Swedish-proficiency (self-reported) was ‘well
or fluent” in 65% of women. Half (50.8%) of the women had <6 years of education, 22.2%
had 7-9 years and 22.2% had >10 years of education. The majority, 78.8%, were living with
a partner.

Regarding reach, the midwives reported that their impression was that women with fluency in
Swedish were less interested in attending gANC. Other motives for not participating in
gANC that were suggested was that it was time-consuming; that some women may not have
understood what gANC entailed; that some may have felt they were already sufficiently
informed about pregnancy, labour, and birth; or they may have preferred not to discuss
private matters in groups.

The intervention did not succeed in including more partners/fathers-to-be in ANC. Some
groups decided not to invite partners, despite 58% (n =25) of female participants believing it
would have been valuable for fathers to participate in the group sessions, and a minority, 42%
(n =18) said that a male presence would have made them feel embarrassed. The midwives did
not push the agenda that partners should attend. Some midwives were ambivalent and
described how exclusive women’s groups could provide “a sheltered zone”, where women
could be empowered through peer support.

The group sessions—how did they turn out?

The sessions typically started with the midwife/midwives talking about a topic; for example
pregnancy, pain relief, or breastfeeding, and the interpreter translated. The atmosphere was
generally open and positive in the group sessions, even though some groups were quieter and
more difficult to ‘get going’. The midwives were generally open-minded during the sessions,
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and personal and creative when explaining things in the groups. There was a lot of humour in
many of the groups. For example, when a midwife talked about contraceptives and how the
IUD works and said that if the threads are too long, they can feel uncomfortable during
intercourse for the man. A woman quickly replied, “I don't care, I don’t want to get
pregnant”’, making everybody laugh.

Following each session, the midwives were to fill out a protocol® with basic information
about each session (see Table 6). Children were present in seven sessions. Another support
person (other than partner) was present only once. A midwifery student was present on one
occasion.

Table 6. Summary of information from the session protocols

Group 1 [Group 2 |Group 3 |Group 4 |Group 5 |Group 6 | Group 7 | Group 8

Number of sessions 6 6 7 8 7 6 6 2

Follow-up session
after birth! 1

Mean number of
women 51 33 6,1 4,9 3,6 3,7 2,6

Number of men
attending at least one
session 3 1

10ne more group had a follow-up session, but no protocol was filled out.

Mechanism of impact

gANC provided more comprehensive antenatal care. The majority of women (91%) believed
they had enough space in the groups to talk about what was important to them. Most women
thought listening to other pregnant women was valuable (91%), felt comfortable in the group
(98%), supported by the other women (79%), and said that gANC suited them (79%).
Midwives felt that the gANC participants were happy to have gained more knowledge and
information, and that the group format had improved women’s agency. Over time, it became
difficult to distinguish the gANC intervention from parental education. gANC was referred to
by both midwives and participants as “the course”.

The midwives were ambivalent about to what extent person-centring was achieved in gANC.
They thought it became both easier and more difficult to provide person-centred care. The
intervention seemed to enhance knowledge and cultural understanding among midwives, thus
contributing to more women-centred care. Both midwives and participants developed new

18 “Checklista” in Swedish, see Appendix 1
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insights and skills through gANC, and got to know each other better. The midwives, with few
exceptions, believed communication with participants improved, one strong reason being that
the sense of mutual understanding increased:

"Communication got much better because the women opened up more and revealed more in the
group. One could understand more about their situation both in their home country and here in
Sweden.” Midwife, open-ended questionnaire question

One initial assumption was that gANC would be less prejudice-prone and reduce bias
because of the format and the changing power dynamics, and expressions of stereotypes were
rarely observed in gANC.

Enabling factors

The midwives put a lot of effort into the development and implementation of gANC, and
were flexible and pragmatic in carrying out the intervention. They were also available for
interviews and other additional activities, such as meetings with the research team, filling out
guestionnaires, etc.

The intervention and the study were facilitated to a large extent by the bilingual research
assistants. Two research assistants were employed during different periods, and they were
instrumental in implementing the intervention and carrying out the study. Both had medical
training as nurses/assistant nurses. The research assistants and interpreter/cultural broker
played an important role in community outreach work promoting the intervention, and in
disseminating information about the project to the local Somali community, for example at a
community-based play group that many women frequented.

The research assistants had an office at the ANC clinic, so they were working closely with the
midwives. They also served as a link between midwives, the women attending gANC, and
the research team. They had regular contact with participants, sometimes phoning them
before group sessions to confirm their attendance or reminding them to come. They also
frequently served as informal interpreters for conversations between midwives and women,
both participants in gANC and for those in standard care. The recruitment and retaining of
participants in the study was challenging and time-consuming. The research assistants often
phoned repeatedly, at different hours, and texted, to set up meetings for the interviews.
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Chapter 4: Discussion

The need to address health inequalities for migrant women during pregnancy more efficiently
was the point of departure for this project. Moreover, few interventions for migrant women in
ANC in Sweden have been evaluated scientifically. gANC has showed promising results on
satisfaction with care, in empowering women (1-3) and in improving reproductive outcomes
(4-12) in other settings. Hence, language-supported gANC for Somali-born women was
developed with a participatory approach, implemented for 18 months and evaluated.

4.1 Promising results on knowledge and information

The most promising results in the Hooyo-project were that women in gANC were more
satisfied with the information they received about pregnancy and birth, and that the midwives
expanded their understanding of the participants and their narratives. Language-supported
gANC improved information provision and knowledge acquisition, which has been shown in
other studies on gANC (163), including the evaluation of a group prenatal care model for
Somali women in the US that showed that gANC had the potential to increase knowledge as
well as to improve care satisfaction, and reduce stress during pregnancy and the postpartum
period (3). In our study, both participating women and midwives gained new insights and got
to know each other better. Similar findings are described in a qualitative study of maternity
care providers' perspectives on the feasibility of group antenatal care in the UK, where the
midwives derived accomplishment and job satisfaction from working in this new way, and it
enabled midwives to build meaningful relationships with women (154).

4.2 More flexibility in ANC needed—but tailoring
should be done with care

More flexibility in ANC is needed when diversity and inequality increases. For parent
education, there is now a ‘smorgasbord’ of options for parents-to-be. ‘Specialised’ birth
preparation and parenting groups are organised—at least in larger urban areas. Groups may
be organised, for example, for single mothers (196), parents expecting twins, or for LBGTQ-
families (197). Our study supports the idea that there is a need for different models of
antenatal care, and that ‘one size fits all’ is not adequate. One of the midwives in this study
used to say “for att géra lika mdste man géra olika” which translates to “to have equity, you
can’t do the same for everyone”—but is sounds better in Swedish. There must be enough
time and resources allocated for the midwives to be able to provide care that meets diverse
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needs. To what extent the primary health care choice reform*® of the 2000s to increase patient
choice has affected health equity has been debated, but the reform has made integrated care
for those with complex needs more difficult (198).

At the same time, there are challenges with greater flexibility and more options in ANC. In
this study we have identified benefits as well as drawbacks with targeting and tailoring;
especially if tailoring is done to the perceived or identified needs of ethnic groups. Careful
reflection is required in the formation of ethnicity-based groups to avoid potential unintended
consequences, such as reducing privacy for individual women or reinforcing stereotypes by
grouping people according to their country of birth.

Furthermore, the evaluation of the Hooyo-project also shows that there might be a trade-off in
language-supported gANC with other important aspects of ANC, which needs to be
considered. For example the inclusion of partners and integration/inclusion in regular birth
preparation and parenting activities. The Hooyo gANC intervention did not engage fathers-
to-be. In previous Swedish studies of satisfaction with antenatal care, the midwife’s lack of
attention to the partner’s needs was a strong predictor of dissatisfaction (189, 199). In a study
on Ethiopian—Australian fathers' involvement in perinatal healthcare in Australia, the results
suggested that men may be missing out on the education provided during antenatal
appointments and may benefit from alternative services that could utilise flexible delivery
methods (such as phone-based and online platforms) to include fathers (91).

4.3 Person-centred, culturally-sensitive ANC key
when tailoring care to minority groups

Language-supported gANC enhanced culturally sensitive person-centred care across
language barriers and the position of women and their agency seemed to be strengthened in
the groups. We believe that the person-centred approach of this gANC intervention provided
a platform that contributed to a reduction of implicit bias and replication of stereotypes about
Somali-born migrant women. Diverging values between healthcare providers and patients can
challenge the provision of culturally-sensitive care, but a culture-sensitive person-centred
approach can lead to improved mutual understanding. A culture-sensitive person-centred
approach can be provided in individual care as well, but we believe that the group format in
gANC added another dimension which gave the women more agency and provided greater
mutual cultural understanding that also benefited the midwives more.

19 V&rdvalsreformen
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In a review of providing culturally-appropriate maternity care, the authors concluded that
respectful, person-centred care should be at the core of interventions aiming at ‘culturally
appropriate maternity care’. Cohesiveness between culturally-appropriate services and other
healthcare was raised as important, meaning that the goals for services such as the provision
of high-quality, respectful care in general should be safe-guarded (200). This is in line with
the findings from our study, where we could show that person-centring was possible and
enhanced cultural sensitivity, and that cohesiveness with high standards of quality care is as
important as tailoring of care to the needs of sub-groups.

Person-centred care has been suggested in various studies as a way to bypass or avoid
generalisations, stereotypes, and implicit biases in healthcare (201), and is part of the Quality
Maternal and Newborn Care Framework (72), and WHQO’s recommendations for antenatal
care (74, 75). To be seen as an individual in healthcare encounters has also been central in
qualitative studies with Somali migrants in Sweden (202) and with other migrant groups
(203). In a study on Roma migrants’ encounters with Swedish healthcare, tailored
interventions and increased cultural competence were not suggested, but rather greater
perceptiveness to the needs of individual patients (204). A case study from the US suggests
that group prenatal care is effective in addressing racial health inequalities through the
increased quantity and quality of patient and practitioner time together, and communication
that supports cross-cultural exposure and decreases clinicians’ implicit biases, explicit biases,
and racism (205). Another US study explores cultural tailoring and its relation to implicit bias
(206). All groups of patients described positive experiences of patient-centred care, and
cultural tailoring alone did not guarantee non-biased care (206).

4.4 Addressing health literacy

The Hooyo language-supported gANC intervention contributed to both enhanced personal
and organisational health literacy. Health literacy is multidimensional and deals with both the
health literacy of individuals and of organisations (207). Personal health literacy has been
defined as the degree to which individuals can find, understand, and use information and
services to inform health-related decisions and actions for themselves and others.
Organisational health literacy has been defined as the degree to which organisations equitably
enable individuals to find, understand, and use information and services to inform health-
related decisions and actions for themselves and others (207, 208).

Low levels of health literacy and a lack of adequate knowledge about pregnancy and
childbirth in some women was acknowledged by the midwives. But at the same time, the
midwives sometimes tended to overlook this and assign a ‘superior position’ to Somali
women in terms of their perceived natural approach to pregnancy, labour, birth, and
motherhood. This notion—perceived, constructed or true—“preference for natural
processes”, for example expressed in a reluctance towards caesarean sections, is confirmed to
some extent from findings in qualitative studies of Somali women in Western countries and
maternity care (120, 122, 123, 209-211), even though these studies also describe experiences
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of bad encounters, discrimination, and lack of information and trust in care providers. A
recent qualitative study from the US looked at ways in which women of Somali background
with a fear of medical interventions avoided obstetric interventions. The study found that the
underlying factors in the hesitancy towards obstetric interventions were: 1) fear, 2) perceived
lack of choice in care processes, 3) feeling judged or undervalued by service providers, and 4)
a lack of privacy provided while receiving care. The conclusion was that Somali women, like
all women, have a right to choose or refuse care, and that building trust, addressing fears and
concerns, and respecting one’s culture is a critical first step toward informed choices (121).
The notion that Somali women ‘prefer things to be natural’ was a source of respect and
appreciation from the midwives in the study. However, our findings do not support that
Somali-born women favoured a natural birth per se or had fewer health problems. An
implication of this is that healthcare providers and midwives should make sure that decisions
about care are well-informed, perhaps particularly with some groups of migrant women, and
are not based on misunderstanding, lack of knowledge, or fear.

4.5 Replication of the intervention

A key underpinning principle of this intervention was to develop a care model ready to
continue or be replicated with only minor adjustments, and at the same time to have
flexibility in study methods to respond to emerging issues and challenges as they arose.
However, gANC and more specifically language-supported gANC are complex interventions
that require local adaptation and constant adjustments, which also makes them difficult to
standardise, replicate and compare.

In implementation science, there is a growing interest in the area of alignment, when
replicating and implementing evidence-based interventions versus the extent of adaptation
that is necessary. Adaptation might be needed for example to address diverse needs of
populations and sub-groups, or when an intervention is replicated in a different context (212).
Adaptions can be seen as crucial for sustainability and may be beneficial, but the core
components that are effective and/or necessary should be preserved (212). To fully determine
what the core components of gANC and language-supported gANC are remains to be done.

In the Hooyo project, we did not align to a fixed model, but were inspired by several gANC
models. It is possible to argue that by not integrating the individual health check-ups in the
group sessions, a core component of gANC was removed. However, we believe that it was
necessary with a flexible approach to fidelity throughout the development and
implementation of the intervention to meet diverse needs and adapt to context, while still
trying to keep core components intact (213).

The Hooyo-project has not continued, partly because of the COVID-19 pandemic that started
early in 2020, and no group activities were possible because of the recommendations and
restrictions that were put in place. The midwives initially suggested to continue with an
adapted model, with four sessions, but this has not yet been realized. More time might be also
required to enable midwives to become fully confident in facilitating gANC. In a systematic
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review of providers' experiences of facilitating group antenatal care, health care providers
mostly enjoyed facilitating group antenatal care. They particularly appreciated the ability to
give women the kind of care they felt women want and need. Health care providers also
experienced some changes in their professional roles, in relation to both the women they
serve and their colleagues and organizations. The authors suggest that more research is
needed to determine if group antenatal care models are a satisfying and sustainable option for
health care professionals in the long term (168).

4.6 Methodological discussion

The Hooyo project was the first intervention study on group antenatal care for migrant
women in Sweden. The overall study design is deemed appropriate, as the intervention
required development and testing for feasibility and acceptability with women and with their
care providers. A randomised trial would have had difficulties in capturing all the different
mechanisms at play. A limitation was that gANC could not be implemented at site 2, and
only at one clinic. It would have been valuable to implement the second intervention arm, and
when site 2 terminated their participation, it was too late to identify another clinic.

The participatory approach was a strength in this study. A participatory approach with
community researchers in a Somali community in the UK led to capacity building, trust and
more sustainable partnership with members of the Somali community (214). Having research
assistants from the local Somali—Swedish community and including them in research opened
doors, enhanced cultural sensitivity, and contributed to the interpretation of data (215). The
initiative for the project came from midwives working clinically, which strengthens the
clinical relevance. The research assistants and some of the midwives co-authored study I and
the study protocol (which is included in this thesis as a related paper).

Focus groups can be a useful tool to expand knowledge about health service provision and
the needs of patients/clients, particularly within multicultural populations (216). Moreover,
focus groups can facilitate increased understanding of perspectives of culturally and
linguistically diverse groups and thereby shape clinical practice to better meet the needs of
these groups (216). When doing the focus group discussions with parents in study 1, the
researchers tried to create an informal, relaxed atmosphere, with help from the facilitators. A
varied selection of participants contributed to the credibility, and the data was rich. The focus
group discussions with the midwives were done in the workplace, together by MA (nurse)
and UB (midwife), and the fact that the researchers had different preunderstanding of the day-
to-day work at the antenatal care clinic was good because it opened up for both general and
more specific follow-up questions.

Study Il was a historically controlled trial. Views of antenatal care among Somali-born
women in Sweden had not been evaluated before, posing a problem for establishing accurate
power and sample size calculations. The power calculation was based on a national
population study of Swedish speaking women'’s ratings of ANC (189). The overall rating of
care proved to be higher in our sample of women than in the study used for the power
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calculation, which meant that we did not have a large enough sample size to reliably detect
differences.

A strength was the many different outcomes that were collected, which helped us to identify
in which areas gANC were most promising. The study demonstrated feasibility of assessing
relevant care and obstetric outcomes with Somali-born women, while noting the need for
validation and possible improvement of the Somali version of the EPDS. An adequately
powered randomised trial would be needed for the outcomes of language-supported gANC to
be robustly assessed. Comparing overall ratings of care between groups of women receiving
different types of care may be feasible in adequately powered intervention studies, but
satisfaction should be measured as only one of several outcome measures. We could not
detect differences in care satisfaction between women in the intervention group and women
in standard care was detected in our study. A Canadian study comparing group antenatal care
with standard care by looking at satisfaction scores did not detect any differences between the
groups (217). The authors suggested that in a context where the quality of standard care is
high, and the difference between the care models that are compared is quite small, it might be
difficult to detect differences related to satisfaction. Low expectations of care and possible
previous experiences of poor care pre-migration has been suggested to influence ratings of
care post-migration (145). Respondents may be reluctant to reveal dissatisfaction or express
critical comments about their care; for instance because of politeness or because of what has
been referred to as ‘“gratitude bias’’(218), and high ratings of care or high satisfaction scores
may not always be associated with positive health outcomes (219, 220). Moreover, women
tend to be in favour of what they already know and are familiar with, and they may not
express dissatisfaction because of lack of knowledge about other options to the care they are
currently receiving (221). In other studies, migrant women have been both more (222) and
less satisfied with care (116, 223) compared to the majority population.

Some caution is required when interpreting the use of EPDS in Somali, in the absence of a
validation., but EPDS in general is a robust tool to measure depressive symptoms in
pregnancy and the postpartum period (185). A benefit with the EPDS is that it is widely used
in antenatal care and well-known by midwives. Depressive symptoms, emotional wellbeing,
and the EPDS have been used as outcomes in several other gANC interventions (1, 12, 164-
166). In our study, the EPDS questions were translated to Somali and were asked by the
bilingual research assistants face-to-face or over the phone. The questions were sometimes
considered difficult by respondents. Asking the questions face-to-face meant that it is
possible that some women did not want to respond honestly to the questions. But it also
meant that the research assistant could explain in other words if the respondent did not fully
understand the question.

The combination of qualitative and quantitative data sources in study Il gave the process
evaluation a comprehensive overview of the implementation process, and the MRC
framework for evaluating complex interventions was useful in guiding the study.
Ethnography is a useful research methodology to understand the experiences of patients and
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the interaction with service providers (224) . In the observations, the main researcher was
openly informing about the observation and its purpose, and gained consent from everyone,
but at the same made an effort to behave like a legitimate member or the group by dressing in
the same clothes as the midwives, and taking notes on paper, not using a computer or
recording the sessions. Moreover, the main researcher was passive and did not interfere or
ask questions during the sessions. It is possible that the midwives and the participants altered
their behaviours due to being observed (224), but the fact the main researcher was well
acquainted with the midwives probably made them less disturbed. Also the fact that the main
researcher is a nurse, but not a midwife, might have contributed to the relaxed feeling. If it
had been another midwife, than perhaps the situation could have felt more like being assessed
or judged. The first sessions were not observed, in order not to interfere when the midwives
and the participants were new to each other. We also aimed at observing two different
sessions with the same midwives, so that they might feel more relaxed the second time.

Methodological reflections

Performing research across languages and cultures has challenges. | am a Swedish-born
public health nurse with limited preunderstanding of the topics. | have worked with sexual
and reproductive health and rights in different capacities, but | am not a midwife. | have
worked in global health for many years which has given me the opportunity to do research in,
work in and visit countries in the Horn of Africa, and to interact professionally with scholars,
researchers, medical professionals and experts which has given me valuable and relevant
insights. My family and extended family is diverse, and has provided me with some insights
in the ways in which migration affects individuals, families and communities. Despite this, |
have limited preunderstanding and insider perspective of the topics.

The participatory design of this project has tried to compensate for the shortcomings with the
limited preunderstanding and outsider perspective of the main researcher, and the
professional and cultural barriers that may have been present. Credibility has been
strengthened through continuous dialogue with research colleagues within and outside the
research team.
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Chapter 5: Conclusions

This evaluation suggests potential for language-supported gANC to improve communication,
information provision, knowledge acquisition, and social support for participating Somali—
Swedish women during pregnancy (with residence in Sweden <10 years). The intervention
was largely acceptable to participants and midwives but did not engage fathers-to-be. To be
feasible in different settings, gANC requires adaptations to local context. The main
mechanisms of impact were more comprehensive ANC and enhanced mutual cultural
understanding. The position of women was strengthened in the groups, and the way in which
the midwives expanded their understanding of the participants and their narratives were
promising.

Language-supported gANC appears to be possible and relevant if there is an adequate
number of pregnant migrant or minority women in an uptake area who share a common
language. When forming groups, careful consideration and reflection is needed to avoid
potential unintended consequences, such as reducing privacy for individual women or
reinforcing stereotypes by grouping people according to their country of birth. The ‘othering’
of women in risk groups should be avoided.

ANC interventions, including gANC, targeting inequalities between migrants and non-
migrants should adapt a culturally-sensitive person-centred approach, as a means of providing
individually-tailored high-quality care that counteracts stereotypes and biases. Person-
centring has been shown to be possible in gANC in this study. By applying a person-centred
approach, ANC interventions that target inequalities between migrants and non-migrants—
including group antenatal care—may be better equipped to counteract stereotypes,
misunderstandings, and prejudice.

The feasibility of assessing relevant care and obstetric outcomes with Somali-born women in
Sweden was demonstrated. Outcome measures should be selected carefully in future
language-supported group antenatal care intervention studies to reflect what is expected to be
achieved for that specific sub-group and for healthcare providers.

To reach the goal of closing the health equity gap in one generation (225) more needs to be
done on all levels of the healthcare system and in society as a whole to address the unequal
distribution of wealth and other social determinants of health. Despite the challenges,
language-supported gANC was an effort to address health inequalities for pregnant women,
in line with the concept of proportionate universalism (226).

More research is needed on the optimal number of group sessions in gANC and future gANC
interventions should also try to find ways of including fathers-to-be in a better way.
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Sammanfattning pa svenska

Socioekonomiska faktorer som t.ex. utbildningsniva, boende, arbete och inkomst paverkar
kvinnors halsa under graviditeten. Utrikesfédda kvinnor har sémre reproduktiv hélsa an
kvinnor som ar fodda i Sverige. Det galler sarskilt kvinnor fran laginkomstlander, och beror
pa en komplex kombination av olika faktorer, t.ex. skillnader nar det géller levnadsvillkor,
utbildningsniva, samsjuklighet, kommunikationssvarigheter och bemétande i varden.

Tidigare studier visar att utrikesfodda kvinnor deltar i lagre utstrackning pa foraldrautbildning
under graviditeten, och gor farre antal besok i modrahélsovarden. Kvinnor som &r fodda i
Afrika sdder om Sahara och som invandrat till Sverige ar en relativt stor grupp pa manga
orter, och som har visat sig ha sémre halsa under graviditeten och i samband med
forlossningen, t.ex. nér det galler olika graviditetskomplikationer, akuta kejsarsnitt, perinatal
ddd och bristningar efter forlossningen.

Gruppmadravard ar en vardmodell som anvénds i andra lander for att starka kvinnor under
graviditeten genom att flera gravida traffas i grupp. Gruppmadravard &r en kombination av
vanlig moédrahalsovard och foraldrautbildning. Syftet med det har forskningsprojektet har
varit att utveckla och testa gruppmaédravard med tolkstod for svensk-somaliska kvinnor pa en
barnmorskemottagning i mellan-Sverige.

Tre del-studier har ingatt i det har projektet. Forst genomforde vi fokusgruppsintervjuer med
foraldrar med somaliskt ursprung, bdde mammor och pappor, samt med barnmorskor. Syftet
var att undersoka erfarenheter av méten mellan blivande féraldrar och barnmorskor i den
vanliga modrahalsovarden, samt att fa inspel pa interventionen. Foraldrarna som blev
intervjuade uttryckte att de 6nskade person-centrerad vard och vard utan forutfattade
meningar om personer baserat pa fodelseland. Grupper med tolk ansags som vardefullt for
personer som delar samma sprak och har bristfalliga kunskaper i svenska. Barnmorskorna
som blev intervjuade uttryckte ett behov av att forbattra varden for gravida kvinnor med
somaliskt ursprung, for att de bland annat upplevde brister i kommunikationen och i de
gravida kvinnornas foljsamhet med rekommendationer fran barnmorskan.

Den andra studien var en interventionsstudie dar vi jamforde en interventionsgrupp for
gravida kvinnor som fick gruppmédravard med tolkstod, med en kontrollgrupp med kvinnor
som fick vanlig modrahélsovard. Deltagarna i gruppmaodravarden erbjods sju 60-minuters
grupptraffar tillsammans med andra gravida kvinnor. Traffarna leddes av en eller tva
barnmorskor och tog upp fragor som brukar inga i foraldrautbildningen som t.ex. fostrets
utveckling i magen, kost och motion, smartlindring, det nyfodda barnet osv. I anslutning till
grupptréaffen fick deltagarna gora sina individuella h&lso-kontroller med sin barnmorska.

Datainsamlingen gjordes med enkater vid tre tillfallen, en forsta enkét vid inskrivningen, en
andra enkat i slutet av graviditeten och den tredje enkéten tva manader efter forlossningen.
Totalt rekryterades 145 kvinnor - 63 till interventionsgruppen (maj 2018 — december 2019)
och 81 kvinnor till kontrollgruppen (oktober 2016 — maj 2017). Av de 63 kvinnor som
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tackade ja till gruppmaodravard deltog 52 kvinnor i nagot gruppvardstillfalle och i genomsnitt
deltog varje deltagare i 3,8 grupptréffar. Totalt genomfordes 50 grupptréffar under en 18-
manaders period. | genomsnitt deltog 4,2 kvinnor vid varje grupptillfalle. Cirka 40 % av alla
kvinnor som tillfragades tackade nej till medverkan i studien. De primara utfallsmatten var
nojdhet med varden under graviditeten och psykiskt valbefinnande. EPDS (Edinburgh
Postnatal Depression Scale) ar ett fragebatteri med tio fragor som kan anvandas som ett matt
pa psykiskt valbefinnande, som vi anvande. Interventionsgruppen och kontrollgruppen var
lika n6jda med varden under graviditeten. Kvinnorna som deltog i gruppmédravard
forbattrade sitt psykiska valbefinnande i nagot hdgre grad &n kvinnorna som fick
standardvard. Men kvinnorna i gruppmaddravardsgruppen hade ett nagot samre utgangsvarde,
sa resultatet skulle t.ex. kunna forklaras av att gruppmodravard tilltalade kvinnor med ett
storre behov av socialt stod. Kvinnorna som fick gruppmaédravard var mer néjda med
informationen som de fick under graviditeten, t.ex. information nar det galler kejsarsnitt dar
94,9 % tyckte att de hade fatt adekvat information i slutet av graviditeten jamfort med 17,5 %
av de som fick vanlig médrahalsovard (p <0,001).

Den tredje studien var en processutvérdering som utvarderade hur genomférandet av
projektet gick, om det blev som vi hade tdnkt och vad deltagarna, barnmorskorna, tolken och
forskningsassistenterna tyckte om genomférandet. Vi gjorde bland annat observationer av nio
grupptréaffar samt intervjuer med barnmorskor och deltagare. Barnmorskorna och deltagarna
larde kdnna varandra béattre. Modellen med gruppmadravard med tolk verkade starka
kvinnornas position i forhallande till barnmorskorna, till exempel sa stalldes mycket fragor.
Barnmorskorna verkade ocksa utvidga sin forstaelse for de enskilda kvinnornas personliga
erfarenheter, vilket tyder pa okad personcentrering.

Blivande pappor bjods ocksa in, men det var fa man som deltog. Grupperna fick komma
overens om regler sjalva, och vissa deltagare foredrog att inte bjuda in man. Sa trots att de
flesta kvinnorna ville bjuda in partners sa blev det inte sa. Barnmorskorna tyckte ocksa att det
kunde finnas fordelar med att det bara var kvinnor narvarande, vilket ocksa spelade in.

Studien visar att gruppmédravard med tolkstdd kan vara véardefullt for att na ut med
information om graviditet, forlossning och foraldraskap om det finns tillrackligt manga
gravida i ett upptagningsomrade som ar i behov av foraldrautbildning med tolk pa ett visst
sprak. Det ar samtidigt viktigt att séakerstalla att gruppmodravarden blir personcentrerad sa att
inte stereotypa bilder av personer med olika ursprungslander cementeras och fortplantas. Det
ar ocksa viktigt att identifiera hur blivande pappor ska inkluderas pa bésta sétt sa att man inte
riskerar att det blir svarare i stéllet for lattare att involvera partners.
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Kusoo koobida afsoomaali ahaan

Xaaladaha dhagan iyo dhaqgaale sida heerka waxbarashada, guriyeynta, shagada iyo dakhliga
ayaa saameeya caafimaadka haweenka xiliga uurka. Dumarka lagu dhalay wadanka kale ayaa
caafimaadkooda taranka ka liita dumarka ku dhashay Sweden. Tani waxay si gaar ah run ugu
tahay haweenka ka yimid wadamada dhagaalahoodu hooseeyo waxaana u sabab ah sababo
ishiirsaday oo isku dhafan, sida kala duwanaanshaha xaaladaha nololeed, heerarka
waxbarashada, cuduro isbiirsaday, dhibaatooyinka isgaarsiinta iyo soo dhaweynta adeegyada
daryeelka caafimaadka.

Daraasado hore ayaa muujinaya in dumarka lagu dhalay wadan kale ay aad ugu yar yihiin ka
gayb gaadashada fasalada barbaarinta xilliga uurka iyo inay dhimaan boogashooyinka
daryeelka hooyada. Haweenka ku dhashay dalalka Saxaraha ka hooseeya ee Afrika ee u soo
haajiray Sweden ayaa ah koox aad u tiro badan oo meelo badan ku nool, waxaana la ogaaday
inay caafimaadkoodu aad u liidato xilliga uurka iyo dhalmada, kuwaasoo ay ka mid yihiin
dhibaatooyin kala duwan oo uurka, galiin degdeg ah oo dhalmo ahaaneed, dhimashada
dhalmada iyo isgoosiga umusha kadib.

Daryeelka hooyanimada kooxeed waa tusaale daryeel loo isticmaalo wadamada kale si loo
x00jiyo haweenka xilliga uurka iyadoo la isu keenayo dhowr haween oo uur leh 0o koox ah.
Kooxda daryeelka hooyada waa isku-dhafka daryeelka caafimaadka hooyada iyo
waxbarashada waalidka. Ujeedada mashruucan cilmi-baaristu waxay ahayd in la horumariyo
00 la tijaabiyo daryeelka hooyooyinka ee kooxda uu caawiyo tarjumaanku ee haweenka
Soomaali Swedish ka ah ee jooga xarumaha umulisada oo ku taal bartamaha Sweden.

Saddex daraasadood ayaa lagu soo daray mashruucan. Marka koobaad, waxaanu waraysiyo
kooxeed la yeelanay waalidiinta, hooyooyinka iyo aabayaashaba, kasoo jeeda Soomaaliga
yahay, iyo sidoo kale umulisooyinka. Ujeeddadu waxay ahayd in la baaro waayo-aragnimada
ay u leeyihiin mudada u dhexeysa waalidiinta uurka leh iyo umulisooyinka ee daryeelka
caafimaadka hooyada caadiga ah iyo in la helo fikrado wax ka gabasho ahaaneed. Waalidiinta
la wareystay ayaa muujiyay inay rabaan daryeel iyo daryeel qof ahaaneed ku saleysan iyadoo
aan fikrado hore laga haysan dadka ku saleysan wadanka ay u dhasheen. Kooxaha oo ay ku
jiraan turjumaano ayaa loo arkayay inay giimo badan u leeyihiin dadka isku lugadda yihiin oo
agqoontoodu Iswidhishka hoosayso. Umulisooyinkii la wareystay ayaa muujiyay baahida loo
gabo in la wanaajiyo daryeelka haweenka uurka leh ee asal ahaan ka soo jeeda Soomaaliya,
sababtoo ah, waxaa ka mid ah, waxay dareemeen daldaloolo dhanka xiriirka ah iyo u
hoggaansanaanta haweenka uurka ah talooyinka umulisada.

Daraasadda labaad waxay ahayd daraasad wax ka gabasho oo aan is barbar dhignay wax ka
gabashada koox haweenka uurka leh ee helay daryeelka hooyada kooxeed oo taageero
turjubaan ah oo leh koox xakameyn ah oo haween ah 0o helay daryeelka hooyonimada
joogtada ah. Ka gaybgaatayaasha daryeelka hooyada ee kooxda waxaa lasiiyay todobada
kulan oo 60 dagiigo ah oo lala yeeshay haweenka kale ee uurka leh. Kulamadan ayaa waxaa
hogaaminayay hal ama labo umuliso waxaana looga hadlay mowduucyo inta badan ay kamid
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ahaayeen waxbarashada waalidka sida koriinka uurjiifka, cuno isu dheeli tiran iyo jimicsiga,
gandho jabinta, ilmaha dhalanaya, iwm. Kulanka kooxda kadib, ka gaybgalayaashu waxay
baaristooda gaarka ah la yeesheen umulisadooda.

Xog ururinta ayaa lagu sameeyay su'aalo waraysiyo saddex kulan, su'aalaha waydiimaha
koobaad ee diiwaangelinta, xog ururinta labaad ee dhammaadka uurka iyo su‘aalaha
saddexaad ee laba bilood ka dib dhalmada. Guud ahaan 145 haween ah ayaa la
shagaaleysiiyay - 63 waxay ku jireen kooxda wax ka gabshada (Maayo 2018 - Diseembar
2019) iyo 81 ee kooxda xakamaynta (Oktoobar 2016 - Maayo 2017). 63 haween ah ee
agbalay daryeelka kooxeedka hooyonimo, 52 haween ah ayaa ka gqaybgaatay kulan
kooxeedyo iyo celcelis ahaan ka gaybgale kasta waxa uu soo xaadiray 3.8 kulan kooxeed.
Wadar ahaan 50 shirar kooxeed ayaa la gabtay muddo 18 bilood ah. Celcelis ahaan, 4.2
haween ah ayaa ka qaybgaatay kulan koox kasta. Ku dhawaad 40% dhammaan dumarka la
waraystay ayaa diiday inay ka qaybgaataan daraasadda. Tallaabooyinka aasaasiga ee natiijada
ka dhashay waxay ahaayeen ku ganacsanaanta daryeelka xilliga uurka iyo fayoobaanta nafsi
ahaaneed. Heerka Niyad-jabka Dhalmada kadib ee Edinburgh (EPDS) waa xog-waraysi ka
kooban toban su'aalood 00 loo isticmaali karo cabiritaanka fayoobida nafsi ahaaneed. Wax ka
gabashada iyo kooxaha xakamaynta ayaa si isku mid ah ugu ganacsanaa daryeelka ay heleen
xilliga uurka. Haweenka helay daryeel kooxeedka hooyanimo waxay wanaajiyeen
fayoobidooda nafsiyeed wax yar marka loo eego haweenka helay daryeelka caadiga ah. Si
kastaba ha ahaatee, haweenka ku jira daryeel kooxeedka hooyonimo ee uurka leh waxay
lahaayeen dhibco hooseeya, sidaas darteed natiijadu waxaa laga yaabaa in lagu sharaxo,
tusaale ahaan, xaqgiiqda ah in daryeel kooxda hooyonimo ay soo jiidatay haweenka baahida
weyn u gaba taageerada niyadeed. Haweenka helay daryeelka hooyada ee kooxda waxay aad
ugu ganacsan yihiin macluumaadka ay heleen xilliga uurka, tusaale ahaan ku saabsan
galliinka dhalmada, halkaasoo 94.9% ay dareemeen inay heleen macluumaad ku filan xilliga
dambe ee uurka marka la barbardhigo 17.5% kuwa helay daryeelka hooyada ee joogtada ah
(p <0.001).).

Daraasada saddexaad waxay ahayd habraac giimayn ahaaneed oo lagu giimeeyay sida
mashruuca loo fuliyay, haddii uu u fulay sidii aanu qorshaynay iyo waxa ka gaybgalayaashii,
umulisooyinkii, turjubaannada iyo kaaliyayaasha cilmi-baarista ka fikireen hirgelinta. Tan
waxa ku jiray indho-indhayn lagu sameeyay sagaal kulan kooxeed, iyo sidoo kale waraysiyo
lala yeeshay umulisooyin iyo ka gaybgalayaasha. Umulisooyinkii iyo ka gaybgalayaashii si
fiican ayay isu barteen. Qaabka daryeel kooxeedka hooyonimo 00 uu joogo tarjumaan ayaa u
muugday mid xoojinaya booska haweenka ee la xiriira umulisooyinka, tusaale ahaan, su'aalo
badan ayaa la weydiiyay. Umulisooyinku waxay sidoo kale u muugdeen inay balaarinayaan
fahamkooda ku saabsan khibradaha shakhsi ahaaneed ee haweenka, iyagoo soo jeedinaya
kordhinta shakhsi ahaaneed.

Aabayaasha la filayi inay ilmo u dhashaan ayaa sidoo kale la casuumay, laakiin rag yar ayaa
ka gaybgaatay. Kooxuhu waa inay ku heshiiyaan xeerarka dhexdoodu, ka qaybgaatayaasha
gaarkood waxay door bideen inaan raga la casuumin. Markaa, in kasta oo dumarka
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badankoodu ay rabeen inay martigaadaan lamaanahoodu, ma aysan yeelin. Umulisooyinkii
sidoo kale waxay dareemeen inay fiican tahay in haween kaliya ay joogaan, kuwaas 00
iyaguna kaalin ka gaatay.

Daraasadu waxay muujinaysaa in daryeel kooxeedka hooyoonimo ee turjumaanku
caawinayay ay nogon karto hab giimo leh oo lagu gaarsiin karo macluumaadka ku saabsan
uurka, dhalmada iyo waalidnimada haddii ay jiraan haween uur leh oo ku filan meel la
gabsanayo 0o u baahan waxbarasho waalidnimo oo leh turjumaan lugad gaar ah. Sidoo kale,
waxaa muhiim ah in la hubiyo in daryeel kooxeedka hooyonimo ay tahay mid ku saleysan
gofka si aan fikradaha khaldan ee dadka ka yimid dalal kala duwan oo asal ah aan loo sii
adkeyn oo aan loo sii faafinin. Waxa kale oo muhiim ah in la ogaado sida ugu wanaagsan ee
loogu daro aabayaasha mustagbalka si aanay khatar ugu gelin inay sii adkaato halkii ay ka
fududaan lahayd ka gaybgalka lamaane.
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Appendix 1 Protocol

Checklista grupptriaffar Gruppnr_____ Triffnr
Datum:

Antal deltagare: _ kvinnor: ____ partner: ____ annan medf6ljande: _
Tolk, sprak: Antal barnmorskor: Barn:

Annan medverkande

Dagens teman:

[ ] Levnadsvanor

[ ] Graviditet

[ ] Forlossning

[ ] Praktisk forlossningsforberedelse
[ ] Det vantade och nyfédda barnet
[ ] Amning och uppfédning

[ ] Foraldraskap

[ ] Relationer

[ ] Annat:

Dagens samtal och uppligg:

[ ] Mest enligt foreslaget tema [ ] Mest enligt gruppens 6nskemal
[ ] Mest samtal/dialog [ ] Mest information

[ ] Film: [ ] Powerpoint

[ ] Annat hjdlpmedel:

I stort, &r du ndjd med dagens tréaff? [ | Ja [ | Nej [] Vetej

Kommentarer/6vrigt:
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