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a b s t r a c t 

Introduction: Immigrant women have an increased risk of negative pregnancy and birth outcomes compared 
to women from European host populations. Similar trends are seen in Denmark, where especially some groups 
of non-Western immigrant women have an increased risk of stillbirth and infant mortality. This study reports 
on an implementation analysis of The MAMAACT Intervention, which was developed to increase midwives’ and 
women’s responses to pregnancy complications (trial registration number: NCT03751774). The intervention con- 
sisted of a training session and two dialogue meetings for midwives, and a leaflet and mobile application for 
women. 

Objective: To explore midwives’ and non-Western immigrant women’s attitudes towards and experiences of 
using the MAMAACT intervention to enhance mutual interactions and improve responses to potential pregnancy 
complications. 

Design: A multi-method qualitative study was used to collect data. Data consisted of non-participant observations 
of midwifery visits, field notes, focus group interviews with midwives and in-depth interviews with non-Western 
immigrant women. Data were initially analysed using systematic text condensation according to Malterud. Sub- 
sequently, Shim’s concept of cultural health capital was applied to the data analysis. 

Setting: Data were collected from ten Danish antenatal care facilities affiliated with five maternity care wards. 

Participants: Twenty-three midwives participated in observations of 40 midwifery visits, and 27 midwives par- 
ticipated in nine focus group interviews. Twenty-one non-Western immigrant women each participated in one 
in-depth interview. 

Findings: Two main themes were identified: ‘the MAMAACT intervention as a tool to build knowledge and 
skills’ and ‘intervention experiences’. Training sessions and dialogue meetings promoted midwives’ reflection on 
practice, however, at the visits, habitual ways of interacting impacted encounters between midwives and non- 
Western immigrant women. Among midwives, informing was a more dominant communication strategy than 
the use of dialogue, and competing tasks affected their follow-up on women’s use of the information material. 
Women seemed hesitant to use the MAMAACT leaflet and app to actively engage with midwives at the visits 
although they used this material to distinguish between normal and abnormal conditions in pregnancy and to 
contact emergency maternity care services when at home. 

Conclusions and implications for practice: The acceptability and usability of the intervention were high among 
participants. The leaflet and app showed potential in prompting women to contact emergency care maternity 
services. Despite midwives’ increased reflections on immigrant women’s care provision, this did not appear to 
increase their use of a needs-based dialogue at the antenatal visits. Institutional structures, especially power 
relationships between midwives and non-Western immigrant women, affected mutual interactions. Attention to 
midwives’ task loads and time resources are needed if midwives are to have the necessary space to adapt their 
interactional styles to immigrant women’s individual needs. 
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Fig. 1. The MAMAACT app in Arabic. 
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An increasing number of children are born by immigrant moth-
rs in Denmark. Currently, twelve per cent of children are born by
others of non-Western origin ( Statistics Denmark, 2019 ). Compared

o North America, the composition of migrants in Europe is more het-
rogeneous and some groups of immigrants, such as refugees, are not se-
ected for their health in the same way as labour immigrants ( Villalonga-
lives et al., 2017 ). Although there are studies which point to immigrant
omen having better pregnancy and birth outcomes the general ten-
ency in Europe is that immigrant women have an increased risk of neg-
tive pregnancy and birth outcomes compared to women from the host
opulations ( Keygnaert, 2016; WHO Regional Office for Europe, 2018 ).
hese risks vary according to immigrant women’s country of origin, the
pecific outcome and the new national setting. During pregnancy, se-
ere maternal morbidity is found among some groups of immigrant
omen ( Jonkers et al., 2011 ; Urquia et al., 2015 ; Wahlberg et al., 2013 ),
ighlighting the importance of providing high-quality antenatal care
 Almeida et al., 2013 ). 

Earlier studies point to suboptimal care as a major contributor to
he increased risk of adverse outcomes among immigrants in Western
ountries ( Almeida et al., 2013 ; Esscher et al., 2014 ; Pedersen et al.,
014 ; Saastad et al., 2007 ). Similar findings are shown in Denmark,
here immigrant women from some non-Western countries are found

o have increased risk of stillbirth, as well as infant and child mortality
 Damsted Rasmussen et al., 2019 ; Villadsen et al., 2010 , 2009 ). Several
actors are linked to the suboptimal maternity care of immigrant women,
ncluding inadequate clinical guidelines, poor staffing, substandard in-
erpreters, delayed referral to specialist care and delayed care upon hos-
ital admission ( Almeida et al., 2013 ; Binder et al., 2012 ; Esscher et al.,
014 ; Saastad et al., 2007 ). Furthermore, immigrant women themselves
ay have difficulties navigating maternity care services due to low

anguage proficiency or lack of insight into the organisation of ma-
ernity care services in the new country of residence ( Balaam et al.,
013 ; Boerleider et al., 2013 ; Higginbottom et al., 2014 ; Small et al.,
014 ). Cultural differences in health-related beliefs and behaviours may
lso affect interactions between immigrant women and maternity care
roviders ( Kleinman and Benson, 2006 ). 

Studies have shown that some groups of immigrant women may
ave a later start in antenatal care and fewer antenatal care visits
 Heaman et al., 2013 ; Keygnaert, 2016; Puthussery, 2016 ). This utili-
ation pattern is highly dependent on the organisation of maternity care
ervices in the new country of residence ( Keygnaert, 2016 ). The World
ealth Organisation has highlighted the importance of improving ac-
ess to and delivery of health care services in order to improve equity
n reproductive health among immigrant women in Europe ( WHO Re-
ional Office for Europe, 2018 ). Nevertheless, interventions to improve
eproductive health among these women are still limited, and they
ave so far mainly focused on doula support or group-based antena-
al care ( Akhavan and Edge, 2012 ; Darwin et al., 2017 ; Lathrop, 2013 ;
iggs et al., 2017 ). Within maternity care, not all interventions have
een scientifically evaluated and thus knowledge on the sustainability
f these inventions is currently lacking ( WHO Regional Office for Eu-
ope, 2018 ). 

he MAMAACT intervention 

This study reports on process evaluation findings as part of the MA-
AACT trial ( Villadsen, 2018 ). The trial’s overall aim was to reduce eth-

ic and social disparity in stillbirth and newborns’ health by improved
anagement of pregnancy complications. The overall target group was

ll pregnant women, and the specific target group was pregnant women
f non-Western origin. Nineteen out of twenty Danish maternity wards
articipated in the trial. 

The MAMAACT intervention was developed as a complex interven-
ion ( Craig et al., 2008 ) in cooperation with midwives and tested for
2 
easibility at Denmark’s largest maternity ward in 2014/2015 with pos-
tive results ( Johnsen et al., 2020 ). Building on the feasibility results,
he intervention was slightly modified. A communication module and
n implementation manual were added to the training session for mid-
ives. Hence, midwives received a 6-hour training session in intercul-

ural communication and cultural competence ( Seeleman et al., 2009 ),
ollowed by two dialogue meetings. During the training session, mid-
ives were introduced to the epidemiological background for the in-

ervention and worked with principles for intercultural communication
nd ‘best practice’ for care provision in highly diverse settings including
udit-inspired cases based on recent perinatal deaths. Midwives were
aught about the different elements in the MAMAACT leaflet and mo-
ile application (app) and they received a manual describing how to
ntroduce the material to all women during the first midwifery visit and
ollow-up on women’s use of the material at subsequent visits. During
he dialogue meetings, midwives worked with insights from the training
ession and shared their implementation experiences. The MAMAACT
eaflet and app for women described how to respond to warning signs
uring pregnancy ( Villadsen et al., 2016 ). The material provided writ-
en information about common pregnancy complication symptoms ac-
ompanied by body illustrations. In the app, symptom information was
resented in an elaborated version. To improve the readability of the in-
ormation, it was phrased in simple language and the app was designed
ith an audio function for women who were illiterate or had low levels
f literacy. For women with no or low Danish language proficiency, the
eaflet and app were translated into the following languages: Arabic, En-
lish, Somali, Turkish and Urdu ( Fig. 1 The MAMAACT app in Arabic).
 download of the app was possible by scanning QR codes on the leaflet
r by entering the App Store or Google Play. A code was provided to
ctivate the app. 
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Fig. 2. The MAMAACT logic model and evaluation focus. 
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In alignment with guidelines from the British Medical Research
ouncil, a logic model was developed to illustrate relationships be-
ween MAMAACT activities proximal and distal outcomes, and the
ontext prior to the implementation of the MAMAACT intervention
 Moore et al., 2015 ). The logic model guided the design of the eval-
ation of the MAMAACT intervention. It encompassed hypothesised re-
ationships between the training of midwives and the distribution of
eaflets and apps. These relationships included midwives’ involvement
f women and the initiation of a needs-based dialogue during the an-
enatal visit, as well as women’s ability to communicate, identify and
espond to symptoms ( Fig. 2 ). The model also encompassed hypotheses
bout the intervention’s context, which according to Poland refers to
eatures of the setting that impact intervention delivery ( Poland et al.,
008 ). For the antenatal care setting, this included exploring not only
idwives’ skills, capacities and resources, but also similarities and dif-

erences between midwives and women regarding, for example, health,
lass and race. 

The objective of the present study was to explore midwives’ and
on-Western immigrant women’s attitudes towards and experiences of
sing the MAMAACT intervention to enhance mutual interactions and
mprove responses to potential pregnancy complications. 

ethods 

tudy setting 

Danish antenatal care is publicly funded and shared between gen-
ral practitioners and midwives ( Poulsen and Brot, 2013 ). For women
ith uncomplicated pregnancies, the antenatal care program consists of

hree visits to the general practitioner and five or six visits to the mid-
ife. General practitioners confirm the pregnancy, initiate the woman’s
ntenatal record, and refer the woman to hospital-based maternity care.
hey also determine potential risks during pregnancy and the possible
eed for specialised antenatal care services. Midwives follow up on this
ssessment, which is provided in the antenatal record from the general
3 
ractitioners. During the pregnancy period, the midwife is the maternity
are provider that the women see the most ( Poulsen and Brot, 2013 ). 

tudy design 

The overall design of the trial was inspired by the realist trial tradi-
ion ( Bonell et al., 2012 ; Moore et al., 2015 ). Hence, in addition to the
ntervention itself, the study focused on the immediate context for non-

estern immigrant women’s and midwives’ interactions. As multiple
ata sources are recommended within realistic evaluation ( Pawson and
illey, 1997 ), observations of midwifery visits, informal conversations
ith midwives, focus group interviews with midwives, and in-depth in-

erviews with women were used to illuminate midwives’ and women’s
ttitudes and experiences. All data were collected by the first author (HJ
midwife and PhD-student). The collection of data took place through-
ut the trial implementation period from autumn 2018 to summer 2019
t ten different antenatal care facilities affiliated with five out of the
en intervention sites. According to recommendations from the British
edical Research Council ( Craig et al., 2008 ; Moore et al., 2015 ), we

elected intervention sites strategically for a heterogonous sample with
egards to geographical locations across Denmark, maternity wards serv-
ng both urban and provincial locations, variations in the number of an-
ual births and the organisation of antenatal care for non-Western im-
igrant women, including whether the specific ward provided targeted

ntenatal care for immigrant women. The term ‘targeted antenatal care’
efers to previous research documenting, that immigrant women may
ee a midwife who provides care in an adjusted organisational setup, for
xample, extra visit time and group-based antenatal preparation classes
ailored to their needs ( Villadsen et al., 2019 ). 

tudy participants 

Midwives were recruited for observations and focus group interviews
y project midwives and the management at the intervention sites. Pur-
oseful sampling ( Malterud, 2017 ) was used to recruit midwives who
ere both permanently employed and undertaking midwifery visits to
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on-Western immigrant women at an antenatal care facility. A standard
alary was paid for the time it took to complete the interview. 

Non-Western immigrant women were recruited for the observations
nd interviews by the attending midwife or an Arabic interpreter at the
ntenatal care facility. Purposeful sampling ( Malterud, 2017 ) was used
o include women for the interviews who were at least twenty-eight
eeks pregnant, at least eighteen years old, and had received the MA-
AACT leaflet. 

thical considerations 

Verbal information about the study was given to women and mid-
ives before giving verbal consent to be observed. Women and mid-
ives who participated in an interview received verbal and written in-

ormation about the study and gave written consent to participate. As
rabic is spoken in several non-Western countries and is currently a

arge part of the group of immigrant women giving birth in Denmark
 Statistics Denmark, 2018 ), the women’s consent form was available in
anish and Arabic. Both women and midwives were guaranteed per-

onal and institutional anonymity. They were also informed that they
ould withdraw from the study at any time, should they wish to do so.
he study was approved by the National Data Protection Agency (Id.
o: SUND-2018-01) and The Research Ethics Committee for SCIENCE
nd HEALTH, University of Copenhagen (Id. No: 504-0105/19-5000). 

ata collection 

To allow for different perspectives on the same phenomena
 Patton, 1999 ), multiple data collection methods were used. Observa-
ions were undertaken with the role of the observer as the participant
 Gold, 1958 ; Krogstrup and Kristiansen, 2015 ). An observational guide
 Krogstrup and Kristiansen, 2015 ) was used to collect data on the pur-
ose of the particular midwifery visit, information in the woman’s ante-
atal record, actors participating during the midwifery visit and their in-
eractions. In addition to the observations, informal conversations with
idwives were recorded in field notes. 

Small focus groups (n = 9, average three midwives) were chosen
o allow adequate time for the midwives to share their experiences
 Green and Thorogood, 2014 ). A semi-structured interview guide
 Kvale and Brinkmann, 2014 ) was used to collect data on midwives’ gen-
ral experiences with care provision for non-Western immigrant women
s well as their specific experiences of implementing the MAMAACT in-
ervention at the local antenatal care facility. 

In-depth individual interviews were performed with 21 non-Western
mmigrant women from four intervention sites. Thirteen interviews took
lace at the antenatal care facility and eight in the women’s homes. A
rofessional interpreter assisted on six interviews. A semi-structured in-
erview guide ( Kvale and Brinkmann, 2014 ) was used to collect data on
omen’s attitudes towards and experiences of encounters in maternity

are, potential pregnancy complications and use as well as non-use of
he MAMAACT leaflet and app. All interviews were audio-recorded and
ranscribed verbatim. 

ata analysis 

Nvivo software was used to organise and manage data ( Green and
horogood, 2014 ). Data were analysed in two steps. First, systematic
ext condensation (STC) was applied to the data. STC consists of the
ollowing steps: 1) total impression, 2) identifying and sorting mean-
ng units, 3) condensation of units and themes, and 4) synthesising
 Malterud, 2017 ). Observations, informal conversations with midwives,
ocus group interviews with midwives, and interviews with women were
eparately read and coded (steps one and two) and then merged during
tep three of the STC analysis process. Author HJ undertook the analyt-
cal steps one and two. The remaining analytical process was discussed
mong all authors to ensure that the categories and sub-categories were
4 
rounded in the midwives’ and women’s narratives and covered the
ataset as a whole. 

As the realist trial tradition recommends the use of middle-range the-
ries to better comprehend an interventions mechanisms and explain the

whys’ in data ( Moore et al., 2015 ), we further nuanced our understand-
ng of findings by applying the concept of Cultural Health Capital (CHC)
 Shim, 2010 ) to the analytic process. 

ultural Health Capital 

According to Shim, CHC can be defined as: “… the repertoire of cul-

ural skills, verbal and nonverbal competencies, attitudes and behaviors,

nd interactional styles, cultivated by patients and clinicians alike, that,

hen deployed, may result in more optimal health care relationships. ” (p.
, Shim, 2010 ). CHC is primarily embedded in Bourdieu’s concept of
ultural capital, which is one out of three fundamental capital forms
 Bourdieu, 1986 ). Cultural capital can be found in different forms:
he embodied state, the objectified state and the institutionalised state
 Bourdieu, 1986 ). It is dependent on the particular context, meaning
he field of social action and the kinds of cultural skills and attributes
hich are valued as resources within this field ( Shim, 2010 ). As such,
idwifery visits can be viewed as fields of social action enforcing spe-

ific norms and rules as well as experience in and the capacity to navi-
ate in the field ( Bourdieu and Johnson, 2011 ; Chang et al., 2016 ). At
 given moment in time, certain cultural skills, verbal and nonverbal
ompetencies, and interactional styles influence interactions between
ealth care providers and their patients ( Shim, 2010 ). Current patient
ttributes in Western health care settings include knowledge of medica-
ions and health conditions, the ability to communicate that knowledge
fficiently, the ability to adjust one’s interactional style, organisational
kills, and cues of favourable social and economic status. Although CHC
s impacted by racial and class differences, it is not fully determined
y these differences due to agency among both health care providers
nd patients. In this study, we used the CHC concept to illuminate how
he training session and dialogue meetings for midwives, as well as the
eaflet and app for women, affected the cultivation and exchange of CHC
uring clinical encounters. To supplement the original CHC framework,
e also drew upon more recent papers operationalising the CHC concept
 Chang et al., 2016 ; Dubbin et al., 2013 ) in the categorisation of data and
nterpretations of data findings. Although these studies have been un-
ertaken in empirical fields different to maternity care, they are helpful
n explaining how CHC typically operates in interactions between health
are providers and their patients. 

esults 

Of the five maternity wards included in the study, three were located
n East and two in West Denmark. Three maternity wards served urban
ocations and two provincial locations. Three maternity wards had more
han 3000 annual births while two wards had less. At the five maternity
ards, midwifery visits lasted between 20-60 minutes. Two maternity
ards offered targeted antenatal care for immigrant women. 

A total of 23 midwives participated in observations of 40 midwifery
isits (professional experience ranged from one-and-a-half to 28 years).
he duration of observations was 15-70 minutes. Fifty hours of informal
onversations with midwives were recorded in field notes. Twenty-seven
idwives participated in a focus group interview (n = 9) (professional

xperience ranged from one to 39 years). Their age ranged from 25 to
4 years (average 42 years). Thirteen of the midwives worked at a ma-
ernity ward, which provided targeted antenatal care for non-Western
mmigrant women. The average interview duration was one hour and
ve minutes. 

All forty women who were asked to be observed at the antenatal visit
onsented to this. A substantial number of the invited women declined to
articipate in the interview (number not recorded). The main reasons
or refusing to attend were lack of time and not feeling well enough
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o participate. Twenty-one women consented to participate. Their ages
anged from 23 to 42 years (average 32 years). Six women were expect-
ng their first child, while the rest had already given birth to at least
ne child. For the majority of the women public school was the high-
st achieved educational level (n = 17), which was followed by college
n = 2) and university graduate (n = 2). The women came from nine dif-
erent non-Western countries, and they had been residing in Denmark
etween less than one year and 24 years (average seven years). All the
omen had a Danish residence permit. Their channels of immigration
ere family reunification (n = 11) and refugee/asylum seeker (n = 10).
ighteen women were married or engaged and cohabiting with a male
artner and three women were single and/or separated from their part-
er. Six women were stay-at-home mothers, 12 women were attending
n education or apprenticeship, and three women had an employment.
pouses were present at four out of the 21 interviews. The average in-
erview duration was one hour and five minutes. 

Two main categories, each with two sub-categories, emerged from
he analysis of data. These are presented below. 

he MAMAACT intervention as a tool to build knowledge and skills 

idwives’ experiences of the training session and dialogue meetings 

The MAMAACT training session was an intervention component
imed at increasing midwives’ knowledge of factors contributing to
uboptimal care. Dubbin and colleagues argue that habitus among
ealth care providers to a large extent is grounded in their clinical
raining, socialisation as health care providers and clinical experiences
 Dubbin et al., 2013 ). These factors contribute not only to personal per-
eptions and expectations around responsibility, but also to what con-
titutes good care provision as well as good patients. Interviews with
everal midwives suggested that the training session had caused them
o reflect further on care provision for immigrant women. Midwives de-
cribed how they had become more aware of the significance of health
iteracy, family structures and women’s insecurities regarding contact
ith public health care services. The importance of barriers to com-
unication was a predominant theme among the midwives. One mid-
ife mentioned how she had learned about different communication ap-
roaches during the case-based exercises (M20, F7). Several midwives
escribed how the training session had increased their attention to per-
onal communication strategies: 

“You are learning the Danish language, but you are not fluent…Are you

kay?…maybe you are not okay, but you don’t know how to communicate

his, so instead, you say ‘yes, yes’…is this because you are okay or is it

ecause you are not given the opportunity to communicate in the way you

ant? ” (Midwife 8, F3) 
Midwives generally believed that alertness to women’s symptoms

as a key element of midwifery care. One midwife mentioned how she
ad increased her focus on potential preeclampsia symptoms (M9, F3).
nother midwife described how the training session had affected her
uestioning strategy regarding foetal movements (M7, F3). Some mid-
ives mentioned how the training session had increased their focus on
ow they interpreted women’s pain symptoms as well as making them
ore aware of not attributing pain tolerance to their ethnicity: 

“…All this talk about ‘ethnic pain’ and vigilance to avoid it…It has really

ade an impression on me. You need to acknowledge what they tell you…not

e prone to classify it as something ‘cultural’…I recognise this behaviour in

yself…you need to be humble in your interpretation. ” (Midwife 17, F6) 
A few midwives felt that the communication module of the training

ession had been too basic. From a CHC perspective, the communication
raining conflicted with these midwives’ perceptions of already existing
nteractional styles ( Dubbin et al., 2013 ). As a result, they found the
odule unnecessary: 

“If you don’t know how to communicate (as a midwife), to listen and

ractice active listening…we have a problem!…It made me irritated…” (Mid-
ife 3, F1) 
5 
Some midwives explained that they had already been trained in com-
unication strategies during their midwifery education. In addition,

ears of professional experience had taught them how to interact with
mmigrant women: 

“...The communication tools taught during the course were tools we know

lready as midwives and we remember from school (the midwifery educa-

ion). It (the communication module) confirmed that we are already doing

t right. ” (Midwife 10, F4) 
Not all midwives had attended the dialogue meetings due to logistic

hallenges related to being on holiday, being off work or being too busy
t work. Midwives who did participate in the meetings generally found
hem productive in refreshing learning from the training session and for
haring implementation experiences. Especially knowledge exchange on
ifferent approaches to introducing the leaflet and app were described
o be conducive. A few midwives described how they had found it chal-
enging to introduce pregnancy as being potentially complicated. They
ad been concerned that the MAMAACT material might add to women’s
nxiety during pregnancy (Fieldnotes March 2019), indicating that pro-
oting pregnancy as a normal life event to women was regarded as
ractising good midwifery ( Dubbin et al., 2013 ). One midwife described
ow the dialogue meeting had been productive in discussing different
ays to introduce the leaflet and app: 

“…I got advice on how to communicate…I had felt some initial resis-

ance to the intervention’s focus on pregnancy complications…we had a good

alk…you can initiate (the conversation) with the normal pregnancy…and

hen say that sometimes complications will occur…” (Midwife 26, F9) 

omen’s reactions to the MAMAACT leaflet and app 

According to Shim, knowledge about health conditions including
hich information is relevant to health care providers, is key for improv-

ng personal health as well as interactions with health care providers
 Shim, 2010 ). As a patient tool, The MAMAACT leaflet and app sought
o improve women’s knowledge of potential complications and how
o respond to particular symptoms during pregnancy. Interviews with
omen suggested that they generally found the leaflet and app to be

elevant materials and that having the information available in their
ative language increased their access to information: 

“…Some words…birth terms, I don’t understand. I don’t know what they

re called in Danish. This is why I read it (the leaflet) in Arabic. I see the point

f the leaflet; it tells you what you can and can’t do. ” (Pregnant woman,
yria, I21) 

Some women used the leaflet and app to improve their ability to use
he appropriate phrase for their condition in Danish. Having the skills to
se the correct clinical term for their condition may, according to Shim,
mprove communication with health care providers ( Shim, 2010 ). As
he app menu enabled women to switch between different languages,
ome women would use this functionality to learn how to communicate
heir symptoms in Danish: 

“…If I need to call my doctor, I can’t tell them in Arabic…for exam-

le…before I didn’t know what bleeding was called in Danish, but now I

now…it (the app) helps me learn new words. ” (Pregnant woman, Syria,
16) 

While some women would only use the leaflet, others would only
se the app, and some women would combine, for example, the leaflet
ith the audio function on the app. Most of the women interviewed did
ot attend antenatal preparation classes and thus the leaflet and app
erved as information sources in the women’s home setting. One woman
escribed that she had been pregnant before; however, she had not been
ware that she should be attentive to headaches and pain in the stomach
I5). Another woman described that she had experienced bleeding in her
wo earlier pregnancies and that she had used the leaflet to read about
t (I8). Although the leaflet and app focused on potential pregnancy
omplications, they also worked as tools to normalise symptoms. For
xample, one woman described how she had been ill with the flu and
ow, via information in the app, she had concluded that she did not
eed to contact the maternity ward (I4). 
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According to Shim, the constituents of CHC include health literacy
ompetencies ( Shim, 2010 ). A few women in this study expressed dif-
culties in accessing the MAMAACT app, suggesting that they lacked
-health competencies ( Norman and Skinner, 2006 ). The main uncer-
ainties related to lack of knowledge of how to locate The App Store
r Google Play and how to activate the app (I8, I20). One woman de-
cribed how she had been unfamiliar with the QR codes illustrated in
he MAMAACT leaflet: 

“I didn’t know how to scan it (the QR code)…no one told me how to do

his; how to download. There was too much information about what to do…”
Pregnant woman Somalia, I6) 

Several women already used the internet as an information source
nd already had pregnancy apps in their native languages. Thus, they
id not feel the need for an additional app. Also, some women felt that
he MAMAACT material was too limited in its information and function-
lities such as the possibility to personalise the app and the absence of
ush-forward messages. These perceptions affected women’s motivation
o use the material. 

ntervention experiences 

mplementing the MAMAACT intervention 

Although communication regarding symptoms was an already ex-
sting task, introducing the MAMAACT leaflet and app added to the
idwives’ task load during the first visit. Shim asserts that limited clin-

cal time is liable to affect healthcare providers’ ability to work with
atients to maximise CHC in the clinical encounter ( Shim, 2010 ). Mid-
ives generally expressed that they found the MAMAACT intervention

traightforward to implement during the first visit. In particular, the
ody illustrations and the fact that the leaflet and app were phrased in
asily readable language was considered to contribute to the usability of
he material. At the same time, observations of midwifery visits showed
hat the amount of time midwives used to introduce the leaflet and app
aried substantially and most midwives would only use a few minutes
o introduce the intervention. Furthermore, while midwives appeared
damant to introduce women to the leaflet and app at the first mid-
ifery visit, follow-up on women’s use of the MAMAACT material at

ubsequent visits was low. Among the main reasons for the low follow-
p were competing tasks. Shim argues that standards for efficiency and
carcity of resources are likely to impact how healthcare providers pri-
ritise their time during interactions with patients ( Shim, 2010 ). In this
tudy, attending to routine agendas for each midwifery visit impacted
ow midwives navigated between different tasks: 

“…When they are in week 28…we have to talk about breastfeed-

ng…Week 36, I have to talk about the beginning of birth…there are different

hemes, so it’s all about prioritising…” (Midwife 25, F9) 
Some midwives described how they primarily saw the MAMAACT in-

ervention as an intervention for non-Western immigrant women, rather
han an intervention targeting both women and midwives. Shim high-
ights that a shifting healthcare landscape has intensified patient de-
ands including being knowledgeable about how to maneuver and to

e self-directive about their care in a time of shortened appointments
 Shim, 2010 ). Expectations of women’s abilities to use the MAMAACT
aterial during the visits affected midwives’ strategies regarding follow-
p on the material: 

“The way I think is, when I already have introduced this option (the

AMAACT leaflet and app) to them, then it’s kind of up to the women to

ake use of it . ” (Midwife 18, F6) 

ncreasing responses to potential pregnancy complications 

Interviews with women showed that some of the women had used
he MAMAACT leaflet or app to contact the local maternity ward. These
ctions can, according to Shim, be described as the skills to communi-
ate health-related information to providers ( Shim, 2010 ). One woman
escribed how she had called the maternity ward because she had a
ever (I17). Another woman had called the maternity ward due to heart
6 
alpitations and an intense headache (I1). A woman also reported how
he had used the leaflet to respond to vaginal bleeding: 

“…I was experiencing spot bleeding and I got concerned…I read in the

eaflet, that I should call the maternity ward…we called, and they asked us

o come in . ” (Pregnant woman, Pakistan, I19) 
Interactions between health providers and patients are, according

o Shim, typically hierarchical and asymmetric ( Shim, 2010 ). Drawing
nspiration from the habitus concept, Shim asserts that individuals ac-
umulate resources and that the capacity to activate these resources in
pecific situations, such as interactions in healthcare, originates from
ast experiences and is mainly habitual. Some women in this study
acked previous experience of actively interacting with maternity care
roviders. In their country of origin, costs related to attending health
are services as well as experiences with more authoritative health care
ystems impacted women’s perceptions of health care providers: 

“…In Denmark…the doctor is just the doctor…in Morocco, when you see

he doctor you shake…the doctor is very important…this was quite normal

nd all I’ve ever experienced . ” (Pregnant woman, Morocco, I20) 
Observations showed that midwives would use the majority of the

isit time to inform women about their pregnancy, thus limiting the
vailable time for mutual dialogue. This suggests that midwives too
ere influenced by habitual ways of communicating ( Shim, 2010 ). In

urn, women would primarily talk about their symptoms when invited
o do so. Through the lens of CHC, this is a result of the recipro-
al influence healthcare providers and patients pose upon each other
 Shim, 2010 ). Midwives explained that lack of time affected their pos-
ibilities for engaging in dialogues with women. Furthermore, although
omen used the MAMAACT leaflet and app to accumulate CHC, they

efrained from actively sharing insights and questions derived from this
aterial. Hence, this suggests not only that women were not comfort-

ble in taking a more active role during their visits, but also that there
as some degree of agency among the women who withheld informa-

ion about their use of the intervention ( Shim, 2010 ). 

iscussion 

Healthcare systems increasingly use mobile health devices to in-
rease individual learning and response ( World Health Organiza-
ion, 2017 ). However, this medium may also cause equity issues. As
hown in this study, the usability of the MAMAACT app depended on
omen’s media literacy ( Norman and Skinner, 2006 ), such as familiar-

ty with how to download and login to the app. Similar findings are
resented in a previous study investigating an antenatal education app
or socially disadvantaged women ( Dalton et al., 2018 ). Thus, combin-
ng mobile health devices with more traditional information materials
uch as leaflets may increase access to information among women with
ifferent levels of health literacy skills ( Nutbeam, 2000 ). In this study,
he combination of the leaflet and app increased women’s use of the
AMAACT material. 

Generally, midwives found the MAMAACT intervention easy to im-
lement during the first midwifery visit, suggesting high acceptability of
he MAMAACT leaflet and app ( Moore et al., 2015 ). Observations sug-
ested that, although most women received the MAMAACT leaflet dur-
ng the first midwifery visit, follow-up on the MAMAACT material was
ow. Similar problems were documented in the feasibility study of the
AMAACT intervention ( Johnsen et al., 2020 ). Consequently, a module

nstructing midwives on how to introduce and follow up on the interven-
ion was added to the training session prior to upscaling the intervention
o the rest of Denmark. Nonetheless, this did not appear to change how
idwives prioritised their tasks during subsequent visits. 

Interviews with women showed that the MAMAACT material had
ided women in distinguishing between normal and abnormal symp-
oms and prompted some of the women to contact the emergency ma-
ernity care services. This shows that the MAMAACT material informed
omen’s decisions to seek care, which is an important step to avoid
elays in care in obstetric emergency situations ( Binder et al., 2012 ;
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sscher et al., 2014 ). At the midwifery visits, women’s communication
trategies seemed to be different. Despite the fact that women actively
sed the MAMAACT material within the home setting, they may still
ave lacked the ability to change or adapt their interactional style, such
s taking a more proactive role during their encounters with midwives
 Dubbin et al., 2013 ; Shim, 2010 ). Women’s embodied experiences from
revious clinical encounters, as well as lack of interactional experi-
nce with healthcare providers in their country of birth, contributed
o their communication strategies. Similar tendencies have previously
een documented showing that immigrant women are likely to await
nvitations to speak and they may lack the confidence to ask questions
 Balaam et al., 2013 ; Small et al., 2014 ). Also, as shown in several studies
 Balaam et al., 2013 ; Boerleider et al., 2013 ; Higginbottom et al., 2014 ;
mall et al., 2014 ), lack of language skills could have affected women’s
ommunication strategies in this study. Withholding information and
eluctance to ask questions may also be seen as agency ( Chang et al.,
016 ) among the women. Studies have shown that distrust among immi-
rant women can affect their use of maternity care services ( Binder et al.,
012 ; Esscher et al., 2014 ). Furthermore, concerns about not being taken
eriously, stereotyped or discriminated against ( Balaam et al., 2013 ;
enderson et al., 2013 ; Jomeen and Redshaw, 2013 ; Small et al., 2014 )
ay have impacted women’s decisions to withhold information about

heir symptoms during the midwifery visits. 
These findings raise the question of what role the MAMAACT

raining session played in enhancing midwives’ interactions with non-
estern immigrant women. Overall, the training session and dialogue
eetings seemed to impact midwives’ reflection on their care provision

or pregnant non-Western immigrant women. A few midwives expressed
esistance to the communication module of the training session and de-
cribed it to be too basic and unnecessary. Some midwives also saw the
AMAACT intervention as an intervention primarily for non-Western

mmigrant women, although the intervention was implemented for all
omen. In general, midwives’ increased reflection on their encounters
ith immigrant women did not seem to translate into more needs-based

ommunication. As shown by the observations, informing women was
 more dominant communication strategy than a mutual dialogue. Ac-
ording to the midwives, the main explanation for this tendency was
he context of the midwifery visit. Wackerhausen uses the term micro-
evel professional identity to describe habitual ways of explaining, per-
eiving, valuing, doing and assuming ( Wackerhausen, 2009 ). He argues
hat when professions are confronted with new situations or changed
roblem-solving conditions, in this case the training session, they may
espond with “reflection as usual ” by confirming their professional iden-
ity rather than transforming it. 

It is also probable that midwives’ habitus, as unconscious disposi-
ions ( Shim, 2010 ), led them to act according to their previous experi-
nces and socialisation processes, including how to become a midwife.
n Denmark, most students who get accepted into the midwifery pro-
ramme carry a high-grade average ( Danish University Colleges, 2019 ).
hus, differences in CHC between midwives and socioeconomically vul-
erable women can be large. Furthermore, it is likely that the mid-
ives’ experiences of interacting with ethnic Danish women made it
ifficult to understand how different cultural health perceptions, migra-
ion processes and ethnic minority status impact immigrant women’s
ituations. A recent review has shown that cross-cultural approaches
o cultural competence like the MAMAACT training session are rele-
ant for improving health care providers’ navigation in cross-cultural
nteractions; however, the effects of training beyond the knowledge
nd attitudes of healthcare providers are lacking ( Jongen et al., 2018 ).
arger systems changes, including the pre-graduate training of health-
are providers, the involvement of managers and improved interpreter
ssistance, are crucial steps that could give synergy to post-graduate
raining ( Handtke et al., 2019 ). 

An evaluation of the MAMAACT intervention requires attention to
actors affecting the implementation process but also factors that ques-
ion the hypothesised relationships in the intervention’s logic model
7 
 Dahler-Larsen, 2018 ; Moore et al., 2015 ). Failures regarding the imple-
entation of the MAMAACT intervention were mainly related to mid-
ives’ lack of changing their communication style to a more woman-

entered approach including mutual dialogue and less information
 Dahler-Larsen, 2018 ). Also, women’s ability to actively engage with
idwives was overestimated, which suggests some degree of failure of

he hypotheses in the logic model. Observations highlighted the initial
each of the MAMAACT material to the main target group ( Moore et al.,
015 ; Saunders et al., 2005 ); however, the reach of the materials could
ave been higher at subsequent midwifery visits. Further analysis of
he effects of the intervention on women’s perceptions of their encoun-
ers with midwives will be interesting for a better understanding of any
mprovements seen by the training of midwives in intercultural commu-
ication and cultural competence. Our integrated mixed-methods eval-
ation will allow us to further develop the MAMAACT logic model for
echanisms of change caused by the intervention. 

imitations and strengths 

One limitation of the study findings is that data were collected by
he first author who is a midwife herself. It is liable that some observer
ffect ( Krogstrup and Kristiansen, 2015 ) occurred during the observa-
ions, resulting in midwives’ increased use of the intervention during the
rst visit. Furthermore, midwives may have recruited women whose in-
eractional styles were more aligned to their own and several women
eclined to participate in the study, increasing the risk of selection
ias ( Green and Thorogood, 2014 ). Finally, the participating women
ad a generally lower educational level than the overall population of
on-Western immigrant women in Denmark ( Statistics Denmark, 2019 ).
his may have affected the study findings. Strengths include the use of
ultiple qualitative data sources and a variation in characteristics of
ata collection sites among midwives, as well as non-Western immigrant
omen’s countries of origin, parity and age. In addition, data were col-

ected throughout the implementation period. Also, the application of
he CHC framework ( Shim, 2010 ) may contribute to the transferabil-
ty of the findings to other maternity care settings ( Green and Thoro-
ood, 2014 ). 

onclusions and implications for practice 

Women used the MAMAACT material to increase knowledge about
ormal and abnormal symptoms and to respond to emergencies during
heir pregnancy. These findings document the potential of the MAM-
ACT intervention. Generally, midwives found the leaflet and app suit-

ble for their practice during the first midwifery visit. At the same time,
se of the information material outside the first visit was low among
oth midwives and women. The training course and the dialogue meet-
ngs seemed successful in promoting midwives’ reflections on antenatal
are provision for immigrant women; however, this did not appear to
ncrease their use of a needs-based dialogue in their interactions with
omen. Informing was the preferred communication strategy during

he visits. As a social field of action, the midwifery visit and the mid-
ives’ and women’s habitus operated together in impacting mutual in-

eractions illustrating that the midwives’ training session alone cannot
hange these dynamics. Interventions seeking to improve immigrants’
eproductive health need to be understood within existing institutional
tructures, especially power relationships. As shown in this study, expe-
iences with healthcare systems in the home country may not be aligned
o Danish midwives’ expectations of immigrant women’s skills to ac-
ively engage and present their antenatal care needs. Finally, in order
o address ethnic disparity in antenatal care, organisational structures,
specially the imbalance between midwives’ task loads and visit time
ust be addressed if midwives are to have the necessary space to adapt

heir interactional styles to immigrant women’s individual needs. 
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