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ABSTRACT 
INTRODUCTION European countries have recently received many migrants from Ukraine. 
Women’s life experiences and expectations shape their perception of maternity care 
and childbirth. Our study aimed to explore how newly arrived Ukrainian refugee women 
experience their maternity care in Norway.
METHODS Social media were used to recruit eight women meeting the criteria of being 
newly arrived Ukrainian refugee women. Semi-structured interviews, three face-to-face 
and five video-calls, were performed between December 2023 and January 2024. We 
used Braun and Clarke for thematic analysis.
RESULTS Three main themes were identified: healthcare in country of origin, high-quality 
care in the new country, and challenges as a refugee. Women reported that in their 
home country, the cost of maternity care had a significant impact on the quality of care 
they received with a tendency toward overmedicalization, as access to certain services 
often depended on payment. Participants described instances of feeling disrespected by 
healthcare staff in their home country, in contrast to their experiences in Norway. Women 
reported that in Norway they experienced a high level of professionalism among healthcare 
staff and a well-functioning healthcare system with good physical conditions. Challenges 
that the women struggled with were communication and barriers to accessing services.
CONCLUSIONS Being treated professionally and with respect played a central role in 
creating a positive experience and mitigated the negative experiences of problems with 
communication and navigation in an unfamiliar healthcare system. Future research could 
investigate the use of written information to aid migrants in understanding the maternity 
services and some of the vocabulary.
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INTRODUCTION
Since February 2022, most European Union countries have received a substantial number 
of Ukrainian refugees1. In Norway, most Ukrainian refugees have been included in a 
collective protection scheme involving a rapid process, favorable economic benefits, and 
the intention of return to their home country2. By January 2024, about 25000 adult 
women were living in Norway under this scheme2. Ukrainians were then the largest group 
of new migrants to Norway, closely followed by Syrian and Somalian migrants2.

Research on maternal and neonatal outcomes for migrants giving birth in high-income 
host countries is equivocal3. Some research suggest that migrants have poorer health 
outcomes than those born in the host country, while others highlight the inconsistent 
findings and call for more research3,4. Major contributors to poorer outcomes are challenges 
in accessing care, navigating healthcare systems, communication problems, and mental 
health issues5,6.

Ukrainian migrants share the traumatic experience of migration due to conflict with 
many other migrants6,7. Their socio-economic and cultural background, however, is quite 
different from other recent migrants to Norway, such as Syrian and Somalian refugees8. 
Ukraine is a nation defending its national sovereignty, following Europe’s historical 
trajectory of globalization, modernization and increased wealth9. A large population-based 
study found that migrant women from countries with a higher Human Development Index 
score (HDI score) had similar or better outcomes compared to non-migrant women and 
migrant women from countries with a low HDI score10.
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One maternal outcome which is receiving an increasing 
interest is the experience of childbirth11. The importance of 
a positive childbirth experience is apparent by the inclusion 
in the aims of the WHO guidelines for childbirth care12. 
According to the Quality Maternal Neonatal Care Framework, 
this requires care tailored to women’s circumstances and 
needs13.

A systematic review on migrant women’s experiences 
of pregnancy, childbirth and maternity care in European 
countries found that migrant women need culturally 
competent healthcare providers to meet their needs14.

We found little research investigating Ukrainian women’s 
experiences with maternity services in Europe15,16. One 
qualitative study with Polish midwives reports that Ukrainian 
women shared many traumatic experiences, suggesting 
an increased need for emotional care16. The aim of our 
study was to explore how newly arrived refugee women 
from Ukraine experienced maternity care in their new host 
country, Norway.

METHODS
We performed a qualitative thematic study, collecting data 
through semi-structured interviews of eight Ukrainian 
refugee women from all over Norway between December 
2023 and January 2024.

All three authors migrated to Norway as adults and 
experienced language and cultural barriers themselves. 
The similar experiences to the participants in the study 
assisted in obtaining the women’s trust and openness when 
interviewed as well as the authors’ understanding of the 
women’s background.

The study was announced in Russian on social media 
platforms used by and relevant to Ukrainian women at the 
start of December 2023. Russian is either the primary or 
secondary language for most Ukrainian citizens. The Russian 
speaking author’s contact details were in the announcement. 
Inclusion criteria were being a Ukrainian refugee fluent in 
Russian, having arrived since February 2022, and having 
given birth in Norway. As recruitment was through social 
media with the opportunity of digital participation, women 
from all over Norway could participate. Initially, 16 women 
showed an interest in the study by contacting the first 
author via text message. One potential participant declined 
further participation after learning more about the study.

The interview guide started with one open question about 
their childbirth experience in Norway and was followed up 
with four to six planned questions. Minor revisions were 
made in the interview guide after the first two interviews 
(Supplementary file).

The interviews were performed in the place/format of 
choice by the women. Three were at the homes of the 
women and five were through a video-call. They lasted on 
average 40 minutes, the shortest lasting 24 minutes and 
the longest 67 minutes. After the interview of participant 
number eight, there were a total of 80 pages of transcription 
and it was decided that sufficient data had been collected 
to be able to meet the aim of our study. There were seven 
more women who had shown an interest in participating, 

but they were informed that sufficient information was 
obtained, and interviewing them as well was not necessary. 
The final sample consisted of eight women.

Ethical approval was not required. As part of the ethical 
considerations a contingency plan for referral to other 
services was put in place. At the start of the interview, 
women received verbal and written information about how 
their privacy was being protected in accordance with the 
Norwegian law governing medical research17. Women were 
informed that they could withdraw from the interview at 
any time and request to be removed from the study as long 
as their data had not been incorporated with other data. 
The interviewer was aware that the interview could be 
emotionally disturbing and offered to pause the interview 
if needed. Women provided written consent. During the 
interview with Participant 2, it was revealed that she had 
given birth in Norway while visiting her boyfriend two years 
before arriving as a refugee. After careful consideration, it 
was determined that she still met the selection criteria, 
despite this unexpected situation.

The study was submitted and evaluated by Norway’s 
governmental institution guarding the collection and storage 
of data and person privacy (Sikt nr.187993) in November 
2023. Recordings were de-identified using a key/number 
to link the interview to background information. Background 
information was collected separately from the recording. 
The interviews were recorded via an app (Diktafon) and 
stored in secure cloud services owned by the University of 
Oslo (Nettskjema.no).

Analysis
Data was analyzed using the Braun and Clarke18 method for 
thematic analysis. We aimed at inductive analyses, allowing 
themes and subthemes to be determined by the data. The 
first step in this analysis is getting to know the data through 
transcription, repeated reading and reflection. Each interview 
was transcribed and translated by the Russian speaking 
author. The transcriptions of the first two interviews were 
read and reflected upon prior to the subsequent interview. To 
validate the translation half of the interviews were listened 
to and their text read by a Ukrainian obstetrician fluent in 
Russian. Minor changes were made to the transcriptions. 
The next step is finding and coding text extracts that 
are of interest. Approximately 100 different codes were 
identified. The third step in the Braun and Clarke18 method 
is identifying themes and sorting codes under themes. 
Fourthly, subthemes are identified and organized under 
main themes. Finally, the main themes and subthemes 
are labelled. The analysis process is iterative. Themes and 
subthemes are revisited, overlap is avoided, names/labels 
are reworded until the themes and subthemes appear to 
present the findings in a structured, understandable way, 
being true to what women said. The final step described by 
Braun and Clarke18 is writing the results which are given in 
the next section.

RESULTS
The eight participants in our study were aged 25–38 years, 
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four of them had a college/university education and had 
been in Norway between 2 and 20 months (Table 1). They 
had varying parity and method of childbirth (Table 1). Three 
main themes were identified, each with two subthemes as 
shown in Table 2.

Healthcare in country of origin
All participating women, also those who had not given 
birth in Ukraine, had knowledge of the healthcare system 
in their country and wanted to share this. Participants who 
had given birth in Ukraine, pointed out how this previous 
experience influenced their expectations.

Financial aspects of healthcare
All participants mentioned that in contrast to free healthcare 
in Norway, the cost of care was a big issue in their home 
country. One participant said that you start saving up 
money before or as soon as you are pregnant. Participants 
suggested that healthcare staff in their country were highly 
motivated by economic gain in their practice. Women 
believed that both the quantity and quality of treatment 
and care were influenced by the opportunity to increase 
economic gain leading to overmedicalization, including 
unnecessary investigations and interventions. Several 
women said that if they had given birth at home, they would 
very likely have ended up doing so by cesarian section:

‘… and our doctors earn a lot of money on that 
[interventions], because our healthcare is not free. Nothing 
is free. So, they try and pump for as much as possible out 
of her in this period.’ (Participant 7)
Participants emphasized that not only the content of 

the medical treatment but also the level and quality of care 
depended on the economic status of the patient. Several 

women mentioned a lack of care in the public health services 
compared to the care available in the private sector. As one 
participant expressed it: 

‘In Ukraine, if you go to a private clinic, they will treat you 
like a goddess.’ (Participant 5) 
When in public care it is possible and even necessary to 

pay for added services. Several women explained that pain 
relief in labor was not automatically included but could be 
arranged upon extra payment and separate agreements with 
doctors:

‘Because in Ukraine, when you give birth, you have a 
contract with an anesthesiologist. You pay him separately 
and pay for the medicines. And you can choose that 
medication. He tells you this is more expensive, and this is 
cheaper, and what you want.’ (Participant 7)
Paying for services was not viewed as solely negative. 

Several women reported that it allowed them to influence 
their care and make their own choices, as long as they had 
enough economic resources.

Lack of respect
Women reported that maternity care in their country was 
characterized by lack of both respect and empathy. They 
described care that made patients feel worthless and 
dehumanized. Women with personal experience of maternity 
care reported being exposed to degrading behavior through 
both actions and words. They were made to feel that they 
were a burden to the staff. Midwives openly expressed 
irritation and were displeased. Several women reported that 
their basic needs were neglected:

‘If you give birth in a public hospital, you are treated 
like you are in a factory. I mean, there are many women 
giving birth there. The staff are angry and tired. Everybody 

Table 1. Characteristics of the eight participants in the qualitative study on Ukrainian women’s experiences 
of maternity care in Norway, December 2023 – January 2024

Participant 
number

Age 
(years)

Education 
level

Length 
of stay in 
Norway 
(months)

Method of 
childbirth

Number 
of months 
since birth 

Support person 
present besides 
medical staff

Use of aid for 
communication

1 25 High school 2 Emergency 
cesarian section

1 None Digital translate

2 36 College/
University

18 Emergency 
cesarian section

12 Partner Partner

3 27 College/
University

14 Spontaneous 
vaginal birth

42 None Digital translate

4 35 High school 7 Spontaneous 
vaginal birth

1 None English

5 38 College/
University

10 Spontaneous 
vaginal birth

1.5 None Doula via telephone

6 34 High school 7 Spontaneous 
vaginal birth

1.5 Daughter English with daughter

7 36 College/
University

20 Elective cesarian 
section

11 Social services 
person

Social services person

8 26 High school 18 Vacuum extraction 1.5 Partner Interpreter on phone/
partner
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understands that. But you are treated like you are a 
burden.’ (Participant 5)
Women experienced that healthcare staff had no interest 

in them. They were not present, neither physically nor 
mentally. As one woman said:

‘She [the midwife] sat at the other end of the room and 
talked on her phone with a guy. I said, “it feels like I am 
giving birth”. She sat there and said, “open your legs”. She 
said, “I cannot see anything. No”.’ (Participant 6)
Women’s basic needs were not prioritized and came 

second to what suited the staff best. Midwives were more 
concerned with reducing their workload than women’s 
comfort. Women reported not receiving anything to drink 
or eat to avoid extra work for staff in case they should 
vomit later. Women did point out that there is a relationship 
between paying staff money and respectful care. Extra 
payment increased respect, lack of payment decreased 
respect.

High-quality care in Norway
Women were very satisfied with the healthcare system 
and staff in Norway. They constantly compared it to the 
healthcare system in their home country. Both staff and 
facilities were highly rated.

Highly professional and caring staff
Women reported trusting the healthcare staff, not only 
midwives, as they felt confident in their expertise. Their 
actions and body language generated trust. They described 
how staff with different professional backgrounds worked 
well together as a team, complementing each other’s skills:

‘It all went very quickly in a way. They worked like a clock. 
There were 8 people there, working with me.’ (Participant 
8)
The staff was characterized as genuinely interested, kind, 

empathic, and professional. Women described care during 
labor as respectful and warm. They frequently used the 
adjective ‘really’ to emphasize how they ‘really’ felt cared for. 
One woman said: 

‘… you can feel if a person really cares about you, really. 
That they really wish to make you feel better.’ (Participant 
4) 

Women reported feeling forever grateful and taking with 
them good memories for the rest of their lives. The quality 
of care was evident in the way they described the midwife 
as if she were a family member:

‘For me it was like my mother or grandmother stood by my 
side. Like that. And it was easy to feel good. It was like she 
is not going to leave me in any case. She will make things 
good any way. It was so good.’ (Participant 6)
Professionalism and kindness were apparent in physical 

care. Women described midwives who cleaned them up 
when they were pushing without it being an issue. Women 
frequently used the word attitudes to describe the midwives 
as being respectful. Midwives were reported as not being 
told off when they vomited or passed stool when pushing. 
This positive attitude calmed them and created trust.

Good healthcare system and health facilities
Participants reported that care was less medicalized than 
in their country of origin. They mentioned fewer blood tests 
and fewer ultrasounds. Most women were glad to avoid 
unnecessary investigations. A couple expressed concern 
about the limited number of consultations and lack of 
opportunity to have additional consultations and tests. They 
pointed out that there was no possibility for negotiation to 
deviate from the general standard set-up and defined this 
as lacking an individual approach. Most women, however, 
expressed gratefulness towards their new country and 
believed that the healthcare system in Norway prioritizes 
women’s health and maternity care.

Women were surprised that the public health services 
really were free of cost. They were impressed that it was not 
necessary to bring bedlinen, towels, clothes and nappies or 
any other baby items, as well as personal hygienic items. 
Those who had given birth in Ukraine previously mentioned 
taking with them many bags:

‘Childbirth is 100% free of charge here … here they have 
everything … you do not need to worry before birth that 
you have to pack big bags, that was what it was like for 
me. You had to pack many things for the whole stay.’ 
(Participant 3)
All participants highlighted that the maternity units were 

modern, well supplied, clean and even beautiful. Having 
a room for themselves felt like luxury. The facilities had 
a positive influence on them. They mentioned that the 
dimmed lights and bathtub were soothing. Women were 
excited about the different types of equipment to assist 
them in moving during labor. Those who spent time in the 
operating theatre were impressed with the number of staff 
and the modern technology surrounding them:

‘You can see the expensive machines, and everything. That 
there are many nurses, and doctors.’ (Participant 2)

Challenges of being a refugee
None of the participating women spoke enough Norwegian 
to be able to communicate with staff. Language limitations 
and their unfamiliarity with how the Norwegian healthcare 
system works, were barriers to accessing and navigating the 
services.

Table 2. Themes and subthemes in the qualitative 
study on Ukrainian refugee women’s experiences 
with maternity care in Norway, December 2023 – 
January 2024

Themes Subthemes
Healthcare in country of 
origin

Financial aspects of healthcare

Lack of respect

High-quality care in new 
country

Highly professional and caring staff

Good healthcare system and facilities

Challenges of being a 
refugee

Problems communicating

Barries to accessing services
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Problems communicating
Al l  of the part ic ipants reported chal lenges with 
communication, in particular during labor. They used 
different methods to communicate across the language 
barrier. While Google translate worked for communicating 
short, concrete messages such as ‘you need an operation’, 
it was not sufficient for conveying detailed information 
or providing support. Several women mentioned that an 
interpreter via mobile telephone communication was 
frustrating even absurd:

‘… I could not hear the interpreter because there were 10 
doctors in the room … I did not hear the interpreter at 
all, because she translated when I had stopped pushing.’ 
(Participant 8)
One woman, who had a doula on the phone, was positive 

about interpretation via the phone during labor.
Not being able to communicate led to anxiety. Women 

felt they could not explain their situation and did not 
understand what the staff was telling them. Women tried 
to read information out of staff’s facial expressions and the 
intonation in the Norwegian they heard. They appreciated 
non-verbal support in the form of a smile and touch. 
However, the desire to understand lasted throughout labor. 
As one woman said:

‘The worry was that there was a kind of black hole in the 
communication in my case … I did not know how my birth 
was progressing. I lacked information. I missed being told 
that.’ (Participant 2)
Even when information was given this was not always 

understood. One woman explained that she did not 
understand why she needed an operation during labor when 
she had given birth vaginally twice before. She recalled:

‘The doctor used Google translate on his phone and said 
that I needed an operation … but I did not understand why 
I had to be operated. They put a kind of sensor on the 
baby’s head to listen to her brain or something like that. 
And then they told me that I need to be operated. That the 
baby is very tired.’ (Participant 1)

Barriers to accessing services
Participating women expressed difficulties in navigating 
and adjusting to the Norwegian public health system. 
They were uncertain how, when, and whom to contact, in 
particular when labor started. Having to call the hospital 
before arriving, rather than just showing up, felt like a 
significant barrier. Explaining the frequency and intensity of 
contractions over the phone was challenging, and being told 
to wait at home created fear of giving birth before reaching 
the hospital. This happened to one of the participants.

Several women were uncertain how they would get to the 
hospital once labor started. A couple of them had been told 
that they could not just ring for an ambulance. However, a 
taxi was too expensive. In addition, they were worried that 
they would give birth in a taxi:

‘We did not have a car… I had to give birth. Thankfully, the 
ambulance came. We tried to think of other alternatives. 
We had no other option. We did not know so much. We did 
not speak the language.’ (Participant 4)

DISCUSSION
In this first study in Norway exploring Ukrainian refugee 
women’s experience with maternity care, women felt it 
was essential to first explain the healthcare in their home 
country in order to provide a context for their experiences 
with maternity care in Norway. Public healthcare in Ukraine 
is not provided free of charge, which adds a financial burden 
to families. In addition, women with experience of maternity 
care in their home country gave examples of disrespectful 
care. In contrast, they experienced the care in Norway as 
being of high quality, both staff and facilities. Women did 
struggle with the challenges of not speaking the language in 
their host country and unfamiliarity with the system, which 
made accessing and navigating services difficult.

Like the findings of a large qualitative study including 
migrants to Canada, the participants in our study contrasted 
their experiences in the host country to those of their country 
of origin19. In our study, women expressed satisfaction with 
their maternity care experiences, despite facing challenges. 
A similar pattern of satisfaction framed by comparison to 
care in their home country was found in a qualitative study 
from Finland including three Russian/Chechen participants20. 
This finding is in contrast to the overall conclusion of 
a systematic integrative review on humanitarian migrant 
women’s experiences of maternity care in Nordic countries, 
which reported feelings of insecurity, discrimination and 
diminished negotiation power21. However, most studies 
in this review included migrants from non-European 
countries with very different backgrounds to the women in 
our study21. A possible explanation for these contrasting 
findings can be that the Ukrainian women in our study had 
a similar physical appearance to Norwegian women, were 
familiar with a similar level of healthcare in relation to the 
use of technology and investigations, were well-educated, 
and experienced economic and social security due to the 
collective protection scheme they were admitted in.

The women in our study appreciated free maternity 
healthcare. This was a really important issue for them. 
Except for studies which provide evidence on the economic 
challenges of undocumented migrants in accessing 
healthcare, we found no studies reporting explicitly on the 
positive experience of free public healthcare22. It seems 
this aspect of care may be taken for granted or of less 
importance than other elements which contribute to the 
overall experience of maternity care. Norway has limited 
private practice options. It is possible to negotiate and pay 
for extra tests and ultrasound during pregnancy. During labor 
the only extra care that can be bought is the support of a 
doula. However, a doula who speaks Ukrainian/Russian is 
only available through publicly organized services in a limited 
number of communities in Norway. Research suggests 
that newly arrived migrant women with limited language 
skills and network, benefit greatly from being allocated a 
doula who understands their culture and language and can 
support them during pregnancy, early labor and accompany 
them in labor23-25. None of the women in our study had a 
doula physically with them during labor but one received 
support from a doula via the telephone. Doulas are not 
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qualified interpreters, but their knowledge of midwifery and 
obstetric care and terminology allows them to improve 
understanding23,25. As illustrated in our study by the one 
woman in our study who received doula support over the 
telephone. She experienced this as beneficial in contrast to 
the woman who had a qualified interpreter on the phone. 
Indicating that a doula provides very different support than 
an interpreter.

Respectful care is now an integrated part of the 
guidelines for care in labor for a positive childbirth 
experience by WHO12. The literature on respectful and 
disrespectful maternity care has grown exponentially in 
recent years26, yet we found no studies from either Ukraine 
or Norway. Several meta-syntheses of qualitative studies 
present overlapping domains of what is the essence of 
respectful and disrespectful care27,28. Disrespectful care 
includes physical, emotional and verbal abuse; lack of 
information, choice, and consent; and discrimination28,29. 
Ukrainian women overall were positive about their childbirth 
experience in Norway, despite experiencing disrespectful 
care in the form of limited information, choice and informed 
consent. Both the perceived genuine care by the staff and 
the women’s expectation may have mitigated the negative 
effect of lack of information, choice and consent. None of 
the women reported experiencing discrimination. They did 
highlight being treated with dignity and respect in contrast 
to their experience in their country of origin. The literature 
on disrespectful care suggests that poorly organized care, 
poorly treated and renumerated staff, insufficient resources 
in the form of staff, equipment, medications, and space 
contribute to demotivated staff who treat patients with 
disrespect29. This may be the case for some of the public 
healthcare in Ukraine and result in the treatment described 
by the women in our study. Women highlighted how well 
equipped and staffed the maternity ward in Norway appeared 
to them.

The Norwegian Act on patient user rights ensures users 
of the healthcare services rights in regard to information, 
shared decision making and access30. For persons with 
inadequate Norwegian skills all public services are obliged 
to provide interpreter services31. These services may not be 
the most appropriate or easy to plan for use in spontaneous 
active labor. However, our findings indicate that interpretive 
services could be used more frequently during antenatal 
care so that women would know how the system works. The 
need for improved information about the services during 
pregnancy and increased use of interpreter services to 
reduce the extent of these barriers has been extensively 
recognized in previous research32-35.

Strengths and limitations
A strength of the study was that the participants could 
express themselves freely because of the language skills 
of one of the authors. A common language and cultural 
understanding contributed to an atmosphere of trust 
during the interview and the richness of the data. A 
possible weakness of our study is the use of social media 
for recruitment and the inclusion criterion of speaking 

Russian fluently. However, most young women are on 
digital platforms, and many Ukrainians speak Russian. 
Most participants were well educated, which may increase 
their ability to find information. Participants were at varying 
stages of cross-cultural adaptation to life in Norway. Despite 
the aforementioned limitations we consider our findings 
transferable to other Ukrainian newly arrived refugees giving 
birth in Europe36

CONCLUSIONS
Women compared the care received in Norway to the care 
in their country of origin. Overall, they perceived the care in 
their new country respectful and of high quality. The genuine 
care provided by staff during labor and efforts made to 
communicate, mitigated some of the negative effects of 
insufficient information and lack of participation in decisions 
during childbirth. Future research could investigate the 
benefit of language specific brochures on maternity services, 
include a list of commonly used specific childbirth terms in 
the languages of the home and the host country.
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