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Background: In Europe, the number of children born by non-Western immigrant women is rising and
these women have an increased risk of negative pregnancy and birth outcomes, compared to the host
populations. Several individual and system barriers are associated with immigrant women’s access to
maternity care. Scientiﬁc evaluations of interventions to enhance the health of immigrant women in the
maternity setting are lacking, and there is a need for further development of the evidence base on how
health care system initiatives may mitigate ethnic inequities in reproductive health. In Denmark, the MAMAACT intervention was developed to improve midwives’ as well as non-Western immigrant women’s
response to pregnancy complications and to promote midwives’ intercultural communication and cultural competence. The intervention included a training course for midwives as well as a leaﬂet and a
mobile application. This study focuses on the signiﬁcance of the antenatal care context surrounding the
implementation of the MAMAACT intervention (Id. No: SUND-2018–01).
Objectives: To explore the main organisational barriers, which impacted the intended mechanisms of the
MAMAACT intervention in Danish antenatal care.
Design: A qualitative study design was used for data collection and analysis.
Setting: Midwifery visits at ten antenatal facilities aﬃliated to ﬁve Danish maternity wards formed the
setting of the study.
Participants and methods: Data consisted of nine focus group interviews with midwives (n = 27), twentyone in-depth interviews with non-Western immigrant women, forty observations of midwifery visits, and
informal conversations with midwives at antenatal care facilities (50 h). Data were initially analysed using
systematic text condensation. The candidacy framework was applied for further interpretation of data.
Results: Analysis of data revealed three main categories: ‘Permeability of antenatal care services’, ‘The
interpreter as an aid to candidacy´, and ‘Local conditions inﬂuencing the production of candidacy’.
Conclusions: Several organisational barriers impacted the intended mechanisms of the MAMAACT intervention. Major barriers were incomplete antenatal records, insuﬃcient referrals to specialist care, inadequate interpreter assistance, and lack of local time resources for initiating a needs-based dialogue with
the women. Immigrant targeted interventions must be understood as events within complex systems, and
training midwives in intercultural communication and cultural competence cannot alone improve system
responses to pregnancy complications among immigrant women. Changes in the legal, social, and political context of the health care system are needed to support organisational readiness for the MAMAACT
intervention.
© 2020 The Authors. Published by Elsevier Ltd.
This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)
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What is already known about the topic?
• Compared to native-born women, some groups of non-Western
immigrant women have an increased risk of negative pregnancy
outcomes.
• The provision of appropriate antenatal care is crucial to reduce
risks of poor outcomes among mothers to be and their offspring.
• Interventions seeking to improve care for immigrant women
are few and there is a lack of evidence on how these interventions interact with existing maternity care systems.
What this paper adds
• This paper shares insights from the implementation of the MAMAACT intervention in Danish antenatal care, an intervention
developed to promote response to pregnancy complications.
• The paper demonstrates how a number of organisational barriers at the different maternity care wards impacted the intended
mechanisms of the MAMAACT intervention.
• Suﬃcient local resources devoted to the provision of antenatal
care for immigrant women and organisational readiness are essential for the successful implementation of interventions seeking to reduce ethnic disparity in mother and child health.
1. Introduction
Increased migration into Europe is a challenge for health care
systems, but also for inclusion, wellbeing, and societal cohesion.
In Europe, studies point to immigrant women having an increased risk of negative pregnancy and birth outcomes compared
to the host populations (WHO Regional Oﬃce for Europe, 2018;
Keygnaert, 2016; Villalonga-Olives et al., 2017). In addition, compared to women born in high-income countries, the risk of severe
maternal morbidity during pregnancy is increased among some
groups of immigrant women (Urquia et al., 2015; van den Akker
and van Roosmalen, 2016; Linard et al., 2018). While premigration and migration factors impact immigrant women’s outcomes
(Keygnaert, 2016; Esscher et al., 2014), maternal health in the
new country of residence is also affected by socioeconomic position and health literacy (WHO Regional Oﬃce for Europe, 2018;
Keygnaert, 2016). Several studies have shown that suboptimal care
is more frequent for immigrant women than women from the
majority populations contributing to increased risk of perinatal
death (WHO Regional Oﬃce for Europe, 2018; Almeida et al., 2013;
Saastad et al., 2007; Esscher et al., 2014). In Denmark, women born
in Turkey, Pakistan, and Somalia, and their offspring have been
shown to have increased risk of stillbirth, infant, and child mortality (Villadsen et al., 2009; Villadsen et al., 2010). In a search for
reasons behind the inadequacies of antenatal care for immigrant
women, researchers from the United Kingdom have suggested that
cultural training among maternity care providers needs to improve
(Aquino et al., 2015; Lyons et al., 2008; Phillimore, 2016). Similar
recommendations have been proposed outside the ﬁeld of maternity care highlighting the need for health care professionals to receive training in general knowledge, attitudes, and skills that are
relevant to navigate in cross-cultural interactions (Jongen et al.,
2018).
Currently, there is very little evidence on how maternity care
interventions may reduce ethnic disparities in reproductive health
(WHO Regional Oﬃce for Europe, 2018). Interventions within antenatal care have primarily focused on doula support (Darwin et al.,
2017; Akhavan and Lundgren, 2012) and group-based antenatal
care (Lathrop, 2013; Riggs et al., 2017). Evaluations of these interventions have examined immigrant women’s and care providers’

experiences and pregnancy outcomes. While these perspectives are
important, understanding how an intervention relates to its context is essential for understanding how it works (Craig et al., 2018).
Furthermore, uncovering these relationships can help explain why
an intervention may be effective in one setting and not in another.
Hawe et al. and Moore et al. have argued that public health interventions need to be considered as events within complex social
systems (Hawe et al., 2009; Moore et al., 2019). This means an intervention should be seen as a critical event in the existence and
history of a complex system, such as institutions and communities,
and will interact with existing structures and mechanisms.
Barriers to accessing antenatal care are well documented and
studies have shown that non-Western immigrant women enter antenatal care later (Alderliesten et al., 2007), have fewer antenatal
care visits (Boerleider et al., 2013), and are less liable to join antenatal education classes (Baron et al., 2015) than the native populations in Western countries. Low language proﬁciency amongst
non-Western immigrant women constitutes a major barrier to
accessing antenatal care (Boerleider et al., 2013; Binder et al.,
2012a) and poor communication may affect immigrant women’s
understanding of maternity care services (Boerleider et al., 2013;
Higginbottom et al., 2014). Such barriers are important for understanding inequalities in access among different populations within
antenatal care. However, focusing on the identiﬁcation of barriers
alone fails to take into account that access to care during pregnancy is continuously reshaped by the interplay between immigrants’ health-seeking practices, the health care structure, and the
accessibility of local antenatal care services.
The candidacy framework provides a useful lens for understanding the multistage negotiations between individuals, maternity care providers, and maternity systems (Dixon-Woods et al.,
2006). Shifting from more traditional approaches to measuring
utilisation and coverage, Dixon-Wood and colleagues redeﬁne candidacy as a dynamic and contingent construct that is subject to
constant negotiation. Based on a critical interpretive synthesis of
literature focusing mainly on the socioeconomically disadvantaged
populations, they deﬁne candidacy as: “…the ways in which people’s eligibility for medical attention and intervention is jointly negotiated between individuals and health services.” (p.7, 27). The authors argue that access to health care requires substantial effort on behalf of the users and that demands related to this
work may prevent users from receiving adequate care. Incoherence
between competencies among disadvantaged groups and the organisation of health care services may serve to create further vulnerabilities among these groups. The candidacy framework has
previously been applied to various population groups within different healthcare ﬁelds, such as cancer and heart disease patients
(Macdonald et al., 2016), prediabetes patients (Burch et al., 2019),
and asylum seekers (Chase et al., 2017). In the present study, we
widen the application of the candidacy framework to also include
an intervention study situated within the ﬁeld of maternity care.
1.1. Study setting – Organisation of antenatal care in Denmark
In Denmark, antenatal care is publicly funded and shared
between self-employed general practitioners in primary health
care and midwives employed at maternity wards in secondary
health care (Poulsen and Brot, 2013). The Danish Health Authority publishes recommendations for antenatal care (Poulsen and
Brot, 2013). For women with uncomplicated pregnancies, the antenatal care program consists of three visits to the general practitioner and ﬁve to six visits to the midwife. According to these national recommendations, general practitioners are responsible for
initiating the woman’s antenatal record and referring the woman
to care at the maternity ward level. At the ﬁrst antenatal visit in
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the ﬁrst pregnancy trimester, the general practitioners are to assess the physical and psychosocial factors to determine potential
risks during pregnancy and the possible needs for specialised antenatal care services. Midwives follow up on this assessment provided in the antenatal record from the general practitioners. In the
vast majority of pregnancies in Denmark, the midwife is the health
care professional who sees the woman most frequently. Midwives
are authorised to independently provide antenatal care for women
with uncomplicated pregnancies (The Ministry of Health, 2019). In
case of complications, the woman is seen both by midwives and
obstetricians at the maternity ward (Poulsen and Brot, 2013). Antenatal preparation classes for women and partners are organised
by the local maternity ward and may differ between participating
wards (Poulsen and Brot, 2013).
Public maternity care provides professional interpreter assistance to all women, who need this service (Poulsen and
Brot, 2013). Recent changes in The National Health Act stipulate that immigrant women with more than three years of residence in Denmark now have to pay for this assistance themselves
(The Ministry of Health, 2018). The general practitioner is required to assess a pregnant woman’s need for interpreter assistance and to record this information in the woman’s antenatal
record (Poulsen and Brot, 2013). Interpreter services are predominately provided by private agencies. No authorisation is needed
to work as an interpreter in healthcare care, and assessment
of interpreters’ credentials performed by the individual employer
(The Ministry of Health, 2019; The Ministry of Health, 2018). Interpreting services may be provided by phone, video, or attendance.
To adhere to the National Health Authority’s recommendations, the
local maternity wards must allocate extra time for antenatal visits where interpreter assistance is used (Poulsen and Brot, 2013).
In addition, they must tailor their antenatal services to immigrant
women’s needs, such as providing specialised group-based antenatal preparation classes.
1.2. The MAMAACT intervention
This study is a substudy under the Danish MAMAACT trial
(Villadsen, 2018) and addresses the organisational context for the
implementation of the MAMAACT intervention. The overall aim of
the trial was to reduce ethnic and social disparity in stillbirth and
newborns’ health by improved management of pregnancy complications. The speciﬁc target group was non-Western immigrant
women. We deﬁned non-Western countries according to the definition provided by Statistics Denmark, as countries other than
the 28 EU countries, Andorra, Iceland, Liechtenstein, Monaco, Norway, San Marino, Switzerland, The Vatican State, Canada, USA, Australia and New Zealand (Statistics Denmark, 2020). Nineteen out of
twenty Danish maternity wards participated in the trial. Following
randomisation, ten maternity wards were assigned to the intervention group and nine wards to the control group.
The trial consists of a qualitative evaluation of the implementation of the MAMAACT intervention, as well as a quantitative
study examining the intervention effects (data collection and analysis still ongoing). As a substudy under the trial, this paper reports exclusively on the ﬁndings from the qualitative part of the
trial. Two other qualitative substudies explored the relevance and
acceptability of the MAMAACT intervention among midwives and
non-Western immigrant women as well as the women’s everyday
life situations (Johnsen et al., 2020a).
The MAMAACT intervention was originally developed as a complex intervention in cooperation with midwives. A feasibility study
from 2014 to 2015 at Denmark’s largest maternity ward showed
overall positive results (Johnsen et al., 2020b). Learning from the
feasibility study led to a slight modiﬁcation of the intervention. For
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midwives, a training session was extended from ﬁve to six hours
and dialogue meetings reduced from three meetings to two. A
communication module was added to the training session as well
as an implementation manual for the intervention. For women,
the information material was translated into ﬁve languages instead
of six. The ﬁnal national intervention comprised a training session followed by two dialogue meetings for midwives, and a paper leaﬂet and smartphone application (app) for women. During
the training session, midwives were taught about ethnic disparities in reproductive health, intercultural communication and cultural competence, and best practice for care provision in highly
diverse settings. The midwives were instructed on how to introduce the MAMAACT leaﬂet and app and how to use these as a tool
to communicate with women about their symptoms. The midwives
also worked with audit-inspired cases, based on perinatal deaths
among immigrant women. The training sessions were facilitated by
principal investigator (PI) last author SFV and PI Anne-Marie Nybo
Andersen in cooperation with specialists from the Migrant Medical
Clinics across Denmark. The dialogue meetings for midwives were
performed approximately two and four months after the training
session. At the ﬁrst meeting, the midwives shared their experiences of working with the leaﬂet and app, and at the second one,
they worked case-based with intercultural communication. A local project midwife facilitated the dialogue meetings according to
a manual provided by the research team. The meetings lasted approximately one hour.
The leaﬂet and app informed women about pregnancy complication symptoms and how to respond to them. The app contained
the same information as the leaﬂet but in a more elaborated version. The information was phrased in simple language to improve
its readability and complemented by body illustrations. The app
also had an audio function for women with low literacy levels as
well as a direct dial function to the local maternity ward. Two individual codes in the leaﬂet enabled the women and their spouses
to activate the app. The information material was translated into
ﬁve languages (Arabic, English, Somali, Turkish, and Urdu) (Fig. 1,
the MAMAACT app in Somali). Midwives’ distribution of the leaﬂet
and app started once they had completed the training session. The
information material was provided to all pregnant women during
their ﬁrst visit to the midwife. The implementation period lasted
from autumn 2018 to autumn 2019. Fig. 1 shows an example from
the app.
1.3. Collaboration between the research team and maternity wards
Cooperation with stakeholders in the intervention group included regular meetings between PI SFV and the local midwifery
management to discuss the implementation and evaluation processes. A local project midwife was assigned to each maternity
ward to assist and monitor the implementation process at the antenatal facilities. The project midwife provided information on the
local organisation of antenatal care (Table 1), assisted the recruitment of women and midwives for the evaluation, and facilitated
the two dialogue meetings. The research team also cooperated
with the organisation ‘Neighbourhood Mothers’ (The Fund for Social Responsibility, 2020. About Neighbourhood Mothers. Available
at: https://bydelsmor.dk/Om-os.), who, as representatives for nonWestern immigrant women, provided helpful input regarding the
adjustment of the intervention, recruitment methods, and study
ﬁndings (Fig. 2).
1.4. Logic model and study aim
Following recommendations from the British Medical Research
Council, a logic model was developed to illustrate relationships be-
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Table 1
Organisation of antenatal care for non-Western immigrant women at the ﬁve study sites.
Maternity ward

Location in
Denmark
(east/west)

Annual births
above or below
30 0 0

Duration of
midwifery visits in
minutes

Immigrant targeted
antenatal care

Immigrant targeted
antenatal
preparation classes

1
2
3
4
5

East
East
East
West
West

Above
Below
Above
Above
Below

30
30–60
40
20–60
20–40

No
Yes
No
Yes
No

No
Yes
No
Yes
No

tween activities, and proximal, and distal outcomes prior to the
implementation of the MAMAACT intervention (Moore et al., 2015).
The model encompassed hypothesised relationships between the
training of midwives and the distribution of leaﬂet and app,
midwives’ involvement of women, and initiation of a needs-based
dialogue during the visit, and women’s ability to communicate,
identify and respond to symptoms. Below, the logic model for the
MAMAACT intervention, as well as the particular evaluation focus
in this study, is illustrated.
The aim of this study was to explore the main organisational barriers, which impacted the intended mechanisms of the
MAMAACT intervention in Danish antenatal care, with a speciﬁc
focus on mechanisms for the group of non-Western immigrant
women.
2. Methods
2.1. Study design
This study was a multi-method qualitative study comprising
observations of midwifery visits, informal conversations with midwives, focus group interviews with midwives, and in-depth interviews with non-Western immigrant women. This methodological approach is appropriate since the MAMAACT trial drew upon
the realist trial tradition (Bonell et al., 2012). Realistic evaluation
is concerned with ’what works for whom under which circumstancesínstead of just ’what works’ (Marchal et al., 2013). There-

Interpreter services
provided
Attending
Telephone
Video
Telephone
Telephone

fore, investigating the intervention’s context in addition to the
intervention itself is of pivotal importance (Moore et al., 2015;
Pawson and Tilley, 1997). Pawson distinguishes between three
contextual layers: interpersonal relations, the institutional setting, and the infrastructure (Pawson, 2013). These contextual layers function simultaneously, but this study focused particularly
on how the institutional setting as context inﬂuenced the intended mechanisms of the intervention. Based on MAMAACT’s
logic model, we identiﬁed important elements of the organisational context that were expected to affect the mechanisms of
change. Guided by these, our data collection focused on the local organisational settings, midwives’ experiences of care provision for immigrant women, and the implementation of the intervention, as well as the immigrant women’s experiences of their
access to and navigation in the maternity care system and encounters with midwives. In line with the realistic evaluation tradition, we used pluralistic strategies to examine the extent to which
the MAMAACT intervention’s logic model corresponded with reality (Mukumbang et al., 2019).
Data for this study were collected from ﬁve intervention sites
between autumn 2018 to summer 2019. All data were collected by
HJ (female, midwife, and PhD-student). The election of the intervention sites sought to form a heterogeneous sample (Moore et al.,
2015; Craig et al., 2008). Table 1 shows the local organisation of
antenatal care services for non-Western immigrant women with
expected uncomplicated pregnancies at the ﬁve study sites. The
table shows the geographical location in Denmark (east/west), the

Fig. 2. Logic model and evaluation focus.
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Non-Western immigrant women were recruited for the observations and the interviews by the attending midwife or an Arabic
interpreter. Inclusion criteria were being at least 28 weeks pregnant, at least 18 years old, and having received the MAMAACT
leaﬂet. Several women declined to participate in the interview
study (number not recorded). The main reasons were lack of time
and not feeling well enough to participate in an interview.
2.3. Ethical considerations
Midwives and women received verbal information about the
study before giving verbal consent to be observed. In addition,
midwives also gave verbal conﬁrmation for informal conversations
to be recorded in the ﬁeld notes. Women and midwives participating in the interviews received written and verbal information
about the study and they gave written consent to participate in
the study. The women’s consent form was available in Danish and
Arabic. Both women and midwives were informed about the background of the researchers involved in the study and they were
guaranteed personal and institutional anonymity plus informed
that they could withdraw from the study anytime, should they
wish to do so. The study was accepted by the National Data Protection Agency (Id. No: SUND-2018–01) and The Research Ethics Committee for SCIENCE and HEALTH, University of Copenhagen (Id. No:
504–0105/19–50 0 0).
2.4. Data collection

Fig. 1. The MAMAACT app in Somali.

number of annual births (above/below 30 0 0), the duration of midwifery visits, whether the speciﬁc ward provided targeted antenatal care for immigrant women, and the type of interpreter service
used. We used the term ‘targeted antenatal care’ in accordance
with previous research showing, that immigrant women often are
selected to see a speciﬁc midwife providing care in an adjusted organisational setup, such as extra visit time and group-based antenatal preparation classes tailored to immigrant women’s particular
needs (Villadsen et al., 2019).
Table 1 Organisation of antenatal care services for non-Western
immigrant women at the ﬁve study sites.

2.2. Recruitment of study participants
Midwives were recruited for observations and focus group interviews by local project midwives and local management. All
participation was voluntary, but consent to participate was high
among the midwives. The main reason for not participating was
lack of time. Inclusion criteria were permanent employment as a
midwife at one of the included sites as well as undertaking midwifery visits for non-Western immigrant women at an antenatal
care facility. Midwives participating in an interview during work
hours were paid their regular salary. Midwives participating in an
interview outside their working hours were paid extra for their
time.

2.4.1. Observations
Observations were undertaken to allow for different perspectives of the same phenomena (Patton, 1999) with the role of the
observer as a participant as described by Gold (Gold, 1958). This
type of observation entailed minimal involvement in the social setting of the midwifery visit. A total of 40 midwifery visits including
23 midwives were observed at ten different antenatal care facilities
(duration 15–70 min). An observational guide was used to collect
data (Krogstrup and Kristiansen, 2015). The guide collected data on
the local organisation of antenatal care services, how the antenatal
schedule worked, the purpose of the particular midwifery visit, information in the woman’s antenatal record, interpreter assistance,
and actors participating during the midwifery visit as well as their
interactions. Field notes from 50 h of informal conversations with
midwives outside the observations also contributed to data.
2.4.2. Focus group interviews with midwives
Small focus groups (n = 9, average 3 midwives) were chosen to
allow adequate time for the midwives to share their experiences
(Green and Thorogood, 2014). A semi-structured interview guide
(Kvale and Brinkmann, 2014) building on the ﬁndings from the feasibility test of the MAMAACT intervention (Villadsen et al., 2016)
and the MAMAACT logic model was used to collect data. The semistructured nature of the interview allowed for ﬂexibility during the
interview situation. Furthermore, in line with recommendations
from the British Medical Council, preliminary themes derived from
the ongoing analysis of data were explored during the interviews
(Moore et al., 2015). The interview guide was not pilot tested, however, all data collection guides were thoroughly discussed amongst
the authors prior to the data collection. Six focus group interviews
took place after work hours, the rest before staff meetings. Seven
interviews were performed at the antenatal care facility, one interview at the maternity ward. During the interviews, midwives
were encouraged to describe daily routines and tasks at the antenatal care facility, referral practices, their cooperation with other
maternity care providers, supportive measures such as interpreter
assistance and antenatal preparation classes, their general experiences with care provision for non-Western immigrant women as
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Fig. 3. Data categories.

well as their speciﬁc experiences of implementing the MAMAACTintervention within the particular organisational setting. The average interview duration was one hour and ﬁve minutes.
2.4.3. Interviews with non-Western immigrant women
A total of 21 individual interviews were performed with
non-Western immigrant women from four intervention sites. Eight
interviews were carried out in the participant’s home and 13 interviews took place at an antenatal care facility. A professional interpreter assisted six interviews. The spouse was present at four
of the interviews. A semi-structured interview guide was used to
collect data (Kvale and Brinkmann, 2014). Themes in the guide
were inspired by the MAMAACT logic model. The analysis of data
throughout the data collection period allowed for continuous modiﬁcation of the interview themes. During the interviews, women
were encouraged to describe their access to the local maternity
ward, how they had navigated within the maternity care services
system, experiences of encounters with maternity care providers,
as well as possible barriers impacting their use of non-emergency
and emergency maternity care services. The average interview duration was one hour and ﬁve minutes.
All interviews were audio-recorded and transcribed verbatim.
Fieldnotes of informal conversations with midwives were recorded
in writing. In the results section, quotations from midwifery visit
observations (O) and reference to observations in the text are denoted by the individual observation number. Field notes are represented by month and year. Quotations citing women’s interviews
(I) are presented by women’s country of origin and the interview
number, and reference to interviews with women in the text by

the interview number. Quotations citing focus group interviews
with midwives (F) and reference to focus group interviews in the
text are presented by the midwife’s number as well as the interview number.
2.5. Data analysis
Nvivo was used to organize and manage data (Green and Thorogood, 2014). Data were ﬁrst analysed using systematic text condensation (Malterud, 2017). This method consists of four steps:
1) total impression; 2) identifying and sorting meaning units;
3) condensation of units and themes; and 4) synthesising. Interviews with midwives and women, observations, and ﬁeld notes
were initially coded separately and then merged in step three
of the condensation process. First author HJ undertook analytical steps one and two. The remaining analysis process was discussed among all authors to ensure that the categories and subcategories were grounded in the midwives’ and women’s narratives
and covered the dataset as a whole. Following step four of the systematic text condensation, the candidacy framework was applied
to further focus the analysis and interpretation of study ﬁndings
(Malterud, 2017). The framework depicts a path and its potential
obstacles, which starts with individuals’ identiﬁcation of candidacy,
followed by their navigation of health services, their appearance
at services, and ends with adjudications performed by health care
professionals (Dixon-Woods et al., 2006). The categorisation of data
centred around three key components within the candidacy framework. The ﬁrst category focused on permeability, which according to Dixon-Woods and colleagues concerns how particular health
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care services can be accessed. The second one on appearances; a
term the authors use to describe which competencies are needed
for patients to present their care needs. The third category focused
on local operating conditions. Dixon-Woods and colleagues maintain that candidacy is managed in the context of operating conditions and that these are inﬂuenced by several factors such as the
environment in which care takes place and the availability of various resources. Fig. 3 (data categories) shows the three main categories and their subcategories derived from the data analysis.
3. Results
3.1. Characteristics of the study sample
A total of 23 midwives participated in the observations of midwifery visits (professional experience ranged from 1 ½ to 28 years).
Midwives (n = 27) participating in the focus group interviews had
between one and 39 years of professional experience and their age
ranged from 25 to 64 years (average age 42 years).
Twenty-one women (average age 32 years) consented to participate in an interview. Six women were expecting their ﬁrst
child, the rest were expecting their second child or more. Highest achieved educational level was public school (n = 17), college (n = 2), and graduate university level (n = 2). Women came
from nine different non-Western countries (Iraq, Jordan, Morocco,
Nepal, Pakistan, Turkey, Somalia, Syria, and Yemen). The women
had been residing in Denmark between less than one year and 24
years (average 7 years). All women had a Danish residence permit.
Channels of immigration were family reuniﬁcation (n = 11) and
refugee/asylum seeker (n = 10).
3.2. Permeability of antenatal care services
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“…the woman’s mother had developed diabetes in her third pregnancy and the general practitioner had said ‘you don’t need to
have your glucose level measured, this is not a serious disposition’…Well, I recommend you have it taken and I disagree with
your doctor…it’s an unfortunate signal to send…” (Midwife 9, F3)
3.2.2. Consequences of missing antenatal record information
According to the midwives, historical information, such as previous pregnancies, births, and obstetric complications could be
missing in the initial antenatal records. Observations showed similar tendencies, for example, one observation showed how no information on the woman’s two previous pregnancies and births were
recorded in the initial antenatal record (O38). As a result, women
were sometimes referred late to specialist obstetric services. In addition, immigrant women did not necessarily assert claims for specialist medical attention during their midwifery visits, as the following example demonstrates:
“…on her antenatal record, it was stated, that her ﬁrst birth had
been without complications …Her husband told me, she was petriﬁed…that the last birth had been very traumatising. I asked him
why, and it turned out, she had an acute caesarian section and
had bled extensively after the operation…” (Midwife 26, F9)
Information regarding women’s present pregnancy, such as tests
and physical examinations, could also be missing in women’s antenatal records. Observations showed that when obstetric information was missing, midwives would turn to the women for this
information instead. Reporting clinical information required several competencies such as proﬁciency in Danish, a recollection of
events during previous appointments, and knowledge of medical
terminology. Competencies that were liable to affect women’s ability to claim candidacy. For women, these situations could be work
demanding:

This category describes how lack of information exchange between general practitioners and midwives affected women’s access
to midwifery care.

“…Conveying information, what I was told by one health care professional to another health care professional…I can’t explain what
I have been told by different people…I am not able to say it the
same way...” (Pregnant woman, Syria, I21).

3.2.1. Referral practices and information exchange
Several factors impacted the permeability of antenatal care services. As a less porous health service, access to midwifery visits was dependent on referral from the general practitioner. Some
women described a large time lap between the ﬁrst and second
antenatal visit, indicating a lack of timely referral from the general
practitioners and the maternity wards. These women presented
early during pregnancy at the general practitioner, but they were
not seen by the midwife until late in the second or during the
third trimester. One woman, who had been in Denmark for two
years, did not know when she was supposed to see the midwife,
and thus she did not assert a claim for an appointment (I9). She
was not seen by the midwife until gestational week 30. Two other
women (I7, I15), who were more acquainted with the services and
knew how to navigate, contacted their local maternity ward:

Furthermore, psychosocial information could be missing or incomplete in the antenatal record. Observations showed that information, such as country of birth, number of years in Denmark, ﬁrst
language, competency level in Danish, and the need for interpreter
assistance, could be missing. Midwives found that migration factors, such as knowing whether the women were refugees and conditions related to their escape, were especially important, as some
women needed a referral to a psychiatrist or a psychologist for
help during pregnancy. However, the midwives would rarely correspond with the general practitioners about missing psychosocial
information and the women would not necessarily receive treatment for their psychosocial illness:

“…I call the hospital to tell them, that I had not received any appointments. I was 24 weeks pregnant. What’s going on? I am pregnant…” (Pregnant woman, Jordan, I7)
In general, midwifery visits were inﬂuenced by limited cooperation with general practitioners, and information exchange consisted mainly of reporting clinical information on the antenatal
record. Communication barriers were augmented by storage of
clinical information in different IT systems, and the fact that neither care provider could access the other care providers’ information. Furthermore, despite national guidelines stipulating referral
practices, lack of local consensus still occurred between midwives
and general practitioners:

“…She told me she was on sick leave, so I asked what the reason
for her sick leave was…I was diagnosed with PTSD seven weeks
ago, she said…she asked me, ‘did my doctor not write that?’, I had
to tell her no…” (Midwife 24, F9).
3.3. The interpreter as an aid to candidacy
This category describes barriers related to interpretation quality, telephone interpretation, and ﬁnancial costs of interpreter assistance.
3.3.1. Interpretation quality and women’s needs
Professional interpreters played an important role in assisting
women who lacked Danish language skills. Midwives found that
the interpreters could lack training in medical terminology and the
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ability to communicate clinical information accurately to women.
An incongruent interpretation was described by midwives when
the women did not respond accurately to their questions. Being
assisted by an experienced interpreter was considered to be important for knowing women’s obstetric history and planning their
course of care:
“…I have years of experience with interpreters…if there is a history of complicated obstetric events in her country of birth, we
must understand the sequence of these events and the surrounding
circumstances… Sometimes these issues emerge later during the
pregnancy and we can solve them because there is an interpreter
present who can assist…" (Midwife 1, F1).
For the women, interpreters played an important role in enabling them to articulate information. In contrast to midwives’ accounts, women were generally satisﬁed with the interpreter assistance provided. However, interpreters were mainly perceived
as a necessity to understand questions and information provided,
rather than an aid to promote individualised maternity care services. Most of the women assisted by interpreters had some Danish language skills, but the ability to understand Danish was considered to be different from the ability to articulate and explain
themselves:
“I understand almost everything they (midwives and doctors) say,
but I am not really able to speak in Danish, this is where my limitation is.” (Pregnant woman, Syria, I13).
Spouses also undertook interpreting assistance during the midwifery visits. Midwives found that spouses rarely knew medical
terminology and their proﬁciency level in Danish could be low. Observations showed that when spouses interpreted during the visits,
then the communication tended to be between the midwife and
the spouse leading to lack of involvement of the woman, as described by the following example:
“The midwife informs the couple… that most of the prescribed
blood tests have been performed. When the husband doesn’t respond she continues, ‘perhaps you want to translate this (information) to your wife?’” (midwifery visit, O5).
At the same time, midwives would defer booking an interpreter,
because they expected the spouse to assist the interpretation. Observations disclosed that when spouses were not able to attend the
visit then midwives would try to get by without interpreting assistance. Interviews with women suggested that they appreciated interpreting help from their partners. Spouses also played an important role in aiding women’s emergency contacts to the hospital. Although emergency maternity care services were more porous and
enabled easier access than non-emergency antenatal care, emergency services were not as permeable for immigrant women, as no
interpreter assistance was routinely offered. Thus, women would
rely on spouses who spoke Danish to contact emergency services
when experiencing potential pregnancy complications.
Different types of interpreter services were used at the various
maternity wards included in this study. Midwives using video interpretation highlighted advantages such as seeing the interpreter’s
facial expression, mandatory training in medical terminology, and
placement at a designated public interpreter facility. The most
challenging interpreter service to use was reported to be telephone interpreting. Some midwives had experienced telephone interpreters performing other tasks while interpreting:
“…He was driving his car and I could hear the rain hit the front
window of the car, so I said ’Be nice and pull over, put the phone
up to your ear, so you can interpret properly for us’…’We can
hardly hear you’… this was not optimal.” (Midwife 24, F9).

Observations showed that background noise and poor telephone signals could affect interpreter sessions. Furthermore, informal conversations and focus group interviews with midwives
showed that telephone interpreters could be in public spaces when
interpreting. One midwife reported that a telephone interpreter
had admitted that she was shopping at a mall while interpreting
(ﬁeldnotes, August 2019). Midwives were concerned that poor experiences with interpreters could result in trust issues among the
women and contribute to a further vulnerability caused by a lack
of protection of women’s anonymity. Although the midwives were
able to complain about an interpreter, they also found this routine
to be labour-intensive. Thus, complaints about lack of interpreting
quality would largely depend on the individual midwife’s priorities
and available time.
3.3.2. Billing interpreter assistance
According to Dixon-Woods and colleagues, ﬁnancial costs related to attending health care services may act as a barrier to
attending optional health services (Dixon-Woods et al., 2006).
Although the National Health Act stated that immigrants, who have
been in Denmark for three years or more, must pay themselves
for interpreter assistance, this requirement was only enforced at
some of the participating maternity wards. At wards that complied
with this rule, midwives reported that women who were not able
to or did not wish to pay for interpreter assistance would change
their navigational patterns by opting out of midwifery care. Other
women exhibited resistance to the new rules by using spouses or
family members for interpreting assistance instead. One observation showed how the spouse refused the interpreter access to a
midwifery visit (O5). In general, midwives found the new rules to
be problematic as Danish language proﬁciency could not be measured by numbers of years in the country:
“…they had been in Denmark, but in reality, their Danish skills
were really poor even though they knew a little Danish. They
got really scared about what the interpreter assistance would cost
them they didn’t know they had to pay…” (Midwife 11, F4).
At some antenatal care facilities, interpreter assistance was free
for the midwifery visits, but not for visits to the general practitioner. Different billing practices created uncertainty among the
women and lead to a lack of will to use interpreter assistance:
“’No! No interpreter, then I’ll have to pay’. I tried to explain to her
that she would not be billed for interpreter services at the midwifery visit, but she didn’t believe me…without an interpreter, I
then tried to explain to her that she needed to see her doctor due
to a serious rash on her stomach, which needed treatment…It was
too complex, too much information, and the woman didn’t understand what I said.” (Midwife, ﬁeldnotes, August 2019).
3.4. Local conditions inﬂuencing the production of candidacy
This category describes how the allocation of resources for the
provision of immigrant targeted care impacted midwives’ antenatal
care provision.
3.4.1. Hectic midwifery visits and the delegation of tasks
Midwives found the ﬁrst midwifery visit to be the most labourintensive. However, women with several obstetric and psychosocial issues were generally found diﬃcult to ﬁt into existing schedules. Insuﬃcient antenatal records and interpreter assistance were
liable to cause schedule delays. Some midwives described how
they would come in before their schedule started to prepare for
the midwifery visits (midwives 24 and 26, F9). Numerous observations showed how delays would have an accumulative effect during the day, causing an increase in time delays as the
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day progressed. Schedule delays also affected women’s possibility
to attend antenatal care:
“The woman had waited 20 min after her scheduled appointment,
and then she had left…The midwife, who spoke the woman’s native language, called her. The woman was on a bus on the way
home from the hospital…She couldn’t speak Danish, so she was
unable to ask the secretary why she was not called in…” (Midwife, ﬁeldnotes April 2019).
The collection of data showed, that the pregnant women
themselves were expected to undertake a number of tasks within
antenatal care. These tasks were performed online and included
reporting health information before the midwifery visit, booking
ultrasound scans, blood tests, and antenatal preparation classes.
Undertaking these tasks required both material resources such as
a smartphone or a computer but also competencies to use online services. Midwives found that deﬁciencies in Danish language
proﬁciency limited some immigrant women in undertaking these
tasks. Interviews with women indicated that even if they spoke
Danish they were not always aware of when and how to navigate
within antenatal online services. Some women lacked the experience of using computers:
“…It’s diﬃcult for me to do things on a computer…It’s easier for
me to use the telephone…many things I can’t do…I haven’t been
taught to do this in school…” (Pregnant woman, Morocco, I20).
3.4.2. Random differences in the organisation of antenatal care
Considerable differences in the organisation of midwifery visits existed between the different maternity wards. Most of the
antenatal care facilities did not allocate additional time when interpreter assistance was needed. Dixon-Woods and colleagues use
the term adjudications to refer to judgments and decisions made
by professionals, which allow or inhibit the continued progression
of candidacy (Dixon-Woods et al., 2006). Some maternity wards
offered universal care and referral to specialist services, such as
antenatal care for vulnerable women depended largely on the information in women’s antenatal records. Observations and interviews with women at these sites suggested that some immigrant
women, despite psychosocial vulnerability, attended universal care,
if they were considered to be obstetrically uncomplicated. At other
maternity wards, immigrant women were offered targeted midwifery care as well as targeted antenatal preparation classes. These
ﬁndings indicate that across the different intervention sites, different adjudication practices (Dixon-Woods et al., 2006) were at
play. The availability of local antenatal care resources impacted
how candidacy operated at the different maternity wards (DixonWoods et al., 2006). For example, the duration of midwifery visits
could be double as long for immigrant women attending targeted
care compared to immigrant women attending universal care. Time
resources allowed for more comprehensive access to midwifery
services:
“… If I worry about something, I tell her… she (the midwife) talks
about many things… I ask her many questions: ‘Why is this happening?’, ‘Is it normal?’... This is good for me.” (Pregnant woman,
Syria, I16).
4. Discussion
According to the analysis of data, organisational barriers impacting the intended mechanisms of the MAMAACT intervention
regarded permeability of antenatal care, interpreters aiding candidacy, and local conditions inﬂuencing the production of candidacy.
This discussion will examine the relevance of these ﬁndings for the
implementation of the MAMAACT intervention in Danish antenatal
care.

9

4.1. Factors affecting the permeability of antenatal care
Insuﬃcient information in the antenatal records affected the
porousness of antenatal services. Drawing on Moore and colleagues’ systems perspective (Moore et al., 2019), antenatal care
was nested in two largely self-directing sub-systems, operated by
general practitioners and midwives respectively. Lack of interaction
between the two systems resulted in the maintenance of the status quo in the sub-systems rather than an adjustment to the MAMAACT intervention within the systems. Among the consequences
of the lack of interaction between the two systems were lack of or
delayed referral to specialist care. These barriers impacted the intended mechanisms of the intervention negatively as lack of referral to specialist care could increase risks among non-Western immigrant women. As shown by studies from neighbouring Nordic
countries, delayed referral to specialist care may increase immigrants’ risk of maternal mortality (Esscher et al., 2014) and stillbirths (Saastad et al., 2007).
When antenatal records were incomplete, midwives would
use the women as information sources instead. However, the
lack of ability to formulate and articulate clinical information affected some women’s attendance. Related ﬁndings are presented
in a Canadian meta-ethnography showing that immigrant women
may lack the ability to understand antenatal care appointments
(Higginbottom et al., 2014). In Denmark, a report investigating patient safety among immigrants, documents that miscommunication
between health professionals and immigrants can lead to misdiagnosis and unintended events (Sodemann, 2017). In this study, barriers also existed concerning immigrant women reporting health
information and booking appointments online. Other studies have
shown that immigrant women may not know what is expected of
them in antenatal care (Higginbottom et al., 2014), and that socially disadvantaged women may lack knowledge of how to use
eHealth technology (Dalton et al., 2018). Thus, increasing immigrant women’s responsibilities in antenatal care may result in delays in the maternity care system’s response to pregnancy complications. The MAMAACT material focused on speciﬁc pregnancy
complications, however, this focus needed to be followed up by a
high-quality assessment of women’s symptoms. By over-relying on
immigrant women to convey clinical information this was not fully
achieved.
4.2. Aiding immigrant women’s communication
According to Dixon-Woods and colleagues, the ability to formulate and articulate issues is key for asserting claims to candidacy (Dixon-Woods et al., 2006). Several women in this study
had no or low levels of Danish language proﬁciency. As a result,
they were highly dependent on interpreter assistance. Insuﬃcient
quality of interpreter services was a major barrier to improved
communication and needs-based interaction with women. As
argued by Dixon-Woods and colleagues, care provision and receiving care should be understood as a continuous negotiation process (Dixon-Woods et al., 2006). Hence, women, who were inadequately assisted by interpreters, and who were likely to have
substantial differences in knowledge and socioeconomic status
(as opposed to the midwives), were put in a serious disadvantage
during such negotiation processes. Furthermore, women depended
on their spouses in emergency care, as interpreters were not provided to assist phone contacts to the hospital. This affected access
to emergency care among single women who did not speak Danish and women with spouses who did not speak Danish. A Swedish
study, investigating maternal mortality among foreign-born women
has shown that women experiencing delays in medical care
were liable also to have experienced delays in access to care
caused by insuﬃcient use of interpreter services (Esscher et al.,
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2014). Hence, professional interpreter assistance is needed if immigrant women’s access to emergency maternity care services is to
improve.
Midwives also described concerns of phone interpreters breaching patient conﬁdentiality. Compromising patient conﬁdentiality
is a violation of patients’ rights according to the Danish Health
Care Act (The Ministry of Health, 2018). A study from England has
shown, that negative experiences with maternity care providers
can lead to distrust of maternity services and result in low adherence to antenatal care recommendations among immigrant women
(Binder et al., 2012b). These ﬁndings suggest that trust in services is liable to affect immigrants’ navigation within maternity
services. New rules requiring some women to pay for interpreter
assistance resulted in decreased attendance and increased use of
family members for interpreting purposes. These resistance responses among women were also likely to impact conditions for
implementing the MAMAACT intervention, in particular women’s
opportunity to present symptoms during their midwifery visits as
well as during emergency contacts.

leaﬂet and app combined with the training of midwives in intercultural communication and cultural competence must be complemented by additional initiatives, which will improve immigrant
women’s access to quality care at an organisational level. Maternity care professionals’ abilities to use their communication skills
and cultural competency will depend on the organisational readiness to, for example, provide more time and services according to
immigrant women’s needs, adequate interpretation services, crosssectional collaboration, and the involvement of users in health care
planning (Handtke et al., 2019). Thus, organisational readiness depends on the legal, social, and political context of the health care
system (Handtke et al., 2019). Interventions like MAMAACT might
take us one step forward, however, we need larger adaptions of the
health care system to the increased societal diversity, if we are to
prevent social and ethnic inequities.

4.3. Allocation of local antenatal care resources

The main strengths include a heterogeneous sample of intervention sites, midwives and women, the triangulation of data
sources, and the continuous collection of data throughout the implementation period. This may contribute to increasing the credibility and validity of the study ﬁndings (Patton, 1999; Green and
Thorogood, 2014). The study also has a number of limitations. The
midwifery management participated in the recruitment of midwives for the study. In addition, midwives recruited women for
the study whilst also implementing the intervention. It is possible that a preference for certain characteristics among study participants and assumptions about their attitude towards the study
can have resulted in selection bias (Green and Thorogood, 2014).
However, the data were rich in complexity. Another limitation of
the study is that we did not include general practitioners in the
sample, although observations and interviews among this group
could have contributed to and nuanced the analysis of data. Furthermore, a pilot test of the interview guide could have assessed
whether alterations to the questions were needed prior to undertaking the study. Also, one author coded data, which may affect
the reliability of study ﬁndings (Patton, 1999; Green and Thorogood, 2014). However, data were discussed among the group of
authors who had diverse expertise within public health, reproductive health among immigrants, and evaluation of complex health
care interventions. Finally, the organisation of maternity services
for immigrant women varies between countries (Small et al., 2014),
and the collection of data for this study was limited to Danish
maternity wards. Nonetheless, the use of the candidacy framework for the analysis of data may increase the transferability of
ﬁndings to maternity care settings in other Western countries
(Green and Thorogood, 2014). Like Denmark, several other countries have shared models of care, e.g. Australia, Canada, France, the
Republic of Ireland, the Netherlands, the United Kingdom, and New
Zealand (Sandall et al., 2016).
Our analysis focused on barriers and not enablers to implementation. However, the identiﬁcation of barriers could be considered
as a way of identifying enablers, as they are likely the opposite. For
example, improved referral practices, better interpretation services,
more time, and ﬂexibility during antenatal care provision are elements, which can enable implementation. Our analysis was guided
by the logic model, in which the intended mechanisms of change
were demonstrated. Focusing on elements in the context of the
maternity wards helped us to identify important aspects, which
reduced the potential of the mechanisms occurring. By combining
the barriers identiﬁed in this qualitative analysis with the coming
quantitative analysis we will be able to better understand the effect of the MAMAACT intervention.

Dixon Woods and colleagues highlight, that the availability and
suitability of local resources are crucial for addressing candidacy
(Dixon-Woods et al., 2006). In this study, signiﬁcant differences
in the organisation of midwifery visits existed between the different maternity wards (Table 1). These differences impacted the local conditions for enabling the MAMAACT intervention to function
as intended. The MAMAACT material was distributed to women
during their ﬁrst midwifery visit. According to the midwives, this
was also the most labour-intensive visit, due to insuﬃcient information in the antenatal records. This condition reduced time
available for introducing the MAMAACT leaﬂet and app, including
a needs-based dialogue with the women about their pregnancyrelated symptoms. Although maternity wards offering universal antenatal care, as well as wards offering immigrant targeted care, reported barriers related to cooperation with general practitioners
and interpreter services, lack of time resources was most dominant
at wards providing universal care. Insuﬃciencies of local resources
led to stressful work environments for the midwives, and as a result, increased the risk of serious patient safety issues. In addition,
schedule delays resulted in lower attendance at the midwifery visits among immigrant women.
Mirroring migration tendencies in other European countries, the
number of births by non-Western women in Denmark is on the
rise. Currently, 13% of children are born by non-Western mothers (Statistics Denmark, 2018). The Danish Health Authority recommends that antenatal care is differentiated so that immigrant
women are offered more comprehensive antenatal care services,
including the use of professional interpreter services, extra time
for midwifery visits, and targeted antenatal preparation classes
(Poulsen and Brot, 2013). Findings showed that these recommendations, at best, were partially met. Related shortcomings have
previously been documented nationally as well as internationally
(Villadsen et al., 2019; Yelland et al., 2015), suggesting a tendency
to continuously underestimate immigrant women’s antenatal care
needs.
Recent technical guidelines from The World Health organisation
on how to improve health care for pregnant immigrant women
highlight the importance of making antenatal care easily accessible, reducing barriers of costs, and guaranteeing professional translation services for all (WHO Regional Oﬃce for Europe, 2018).
Seeleman and colleagues have argued, that promoting responsiveness to the increasing patient diversity in health care requires interventions at an organisational and at a systemic level, in addition
to an individual level (Seeleman et al., 2015). Thus, the MAMAACT
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6. Conclusion
Several organisational barriers impacted the intended mechanisms of the MAMAACT intervention. Attention to immigrant
women’s needs and symptoms during pregnancy was affected
by insuﬃcient permeability of antenatal care caused by incomplete antenatal records and lack of referral to specialist care.
Inadequate interpreter assistance affected immigrant women’s appearances during the midwifery visits. Finally, time resources for
initiating a needs-based dialogue with the women were affected
by local operating conditions. Interventions should be viewed as
events within complex systems (Hawe et al., 2009; Moore et al.,
2019) and training midwives in intercultural communication and
cultural competence cannot alone improve system responses to
pregnancy complications among immigrant women. We believe
that insights from this study go beyond the MAMAACT intervention. As documented by our analysis, several mechanisms within
the pre-existing antenatal care system are likely to continue to reproduce inequities, despite intervention activities aiming to reduce
ethnic disparities in reproductive health.
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