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Abstract 
 

In Sweden, women who have migrated to Sweden have, compared to 

women born in Sweden, higher risks of adverse birth outcomes 

related to decreased fetal movements, such as intrauterine growth 

restriction and stillbirth. Fetal movement information is integrated 

into the Swedish antenatal care programme and women are 

encouraged to seek care if they perceive that the movements decrease 

in strength or frequency. There are disparities regarding how often 

women seek care for decreased fetal movements based on their 

country of birth and level of education. Women born in Sweden and 

those with higher education levels are more likely to seek care 

compared to women born in Sub-Saharan Africa and those with 

lower education levels. This thesis aimed to explore access to fetal 

movement care among migrant women in Sweden, with a particular 

focus on Swedish-Somali migrant women. 

Study I explored Swedish-Somali migrant women’s experiences of 

fetal movement awareness through individual interviews (n=15). In 

Study II, interviews with midwives (n=15) about providing fetal 

movement information to migrant women were conducted. Study III, 

a retrospective cohort study based on registry data encompassing 

18,791 women, examined the impact of the Covid-19 pandemic on 

women’s healthcare contacts for decreased fetal movements in 

Region Stockholm. Study IV, a non-randomised intervention study 

with a control group, including 2,806 women, used registry data to 

assess the effect of a modified Mindfetalness-based intervention 

specifically aimed at Swedish-Somali migrant women on birth 

outcomes. 

Study I and II found that migrant women encounter barriers on both 

individual and structural levels when accessing information and care 

related to fetal movements. Continuity of care was essential to 

building trust between the woman and midwife, overcoming 

communication gaps, and safeguarding maternal and fetal well-being. 



Study III showed that, overall, healthcare contacts for decreased fetal 

movements remained consistent before and after the onset of the 

Covid-19 pandemic. However, for women with a BMI ≥ 30.0, the 

rate of contacts declined following the onset of the pandemic, while 

for Swedish-born women, those with a university-level education, and 

students, the rate of healthcare contacts increased. Study IV did not 

find statistically significant differences in the primary outcome, Apgar 

score below10 at five minutes, between the intervention and control 

groups. However, women who participated in the intervention had 

significantly higher rates of spontaneous vaginal births compared to 

women in the control group. 

Migrant women’s awareness of fetal movements and their decision to 

contact healthcare for this complication are influenced by both 

individual, structural and contextual factors. The findings from this 

thesis highlight systemic inequities within the Swedish maternity 

healthcare system that create barriers for migrant women regarding 

access to fetal movement care. Addressing these barriers requires 

improved communication strategies and support for midwives to 

provide individualised care. When designing interventions aimed at 

improving birth outcomes, it is important to consider both 

demographic data and the prevalence of risk factors within the target 

population. To understand an intervention’s broader implications, it is 

essential to involve stakeholders throughout the study process, from 

designing the intervention to evaluating its outcomes. 

  



Populärvetenskaplig 
sammanfattning  
 

I Sverige har kvinnor med migrationsbakgrund ökad risk att drabbas 

av komplikationer under graviditet och förlossning, något som kan 

påverka både deras egna och deras nyfödda barns hälsa negativt. 

Minskade fosterrörelser kan vara ett tecken på att det ofödda barnet 

inte mår bra. Det finns ett samband mellan minskade fosterrörelser 

och tillväxthämning hos barnet, vilket är den vanligaste orsaken till att 

barnet dör under graviditeten.  

Kvinnor inskrivna i den svenska mödrahälsovården får information 

om fosterrörelser från sin barnmorska och uppmanas att söka vård 

om de upplever att rörelserna blir färre, svagare eller helt upphör. 

Forskning har visat att det finns skillnader i hur ofta kvinnor söker 

vård för minskade fosterrörelser som baseras på kvinnans födelseland 

samt utbildningsnivå. Kvinnor födda i Sverige och kvinnor med hög 

utbildningsnivå har en högre benägenhet att söka vård för minskade 

fosterrörelser jämfört med kvinnor födda i Afrika söder om Sahara 

samt kvinnor med låg utbildningsnivå. Samtidigt har kvinnor från 

dessa två grupper en ökad risk för både tillväxthämning hos barnet 

och fosterdöd. Om kvinnan inte söker vård i tid kan det försvåra för 

sjukvården att upptäcka barn som far illa i livmodern, vilket i sin tur 

kan få negativa konsekvenser för barnets hälsa. Om kvinnan däremot 

söker vård för minskade fosterrörelser i ett tidigt skede kan 

sjukvården vidta åtgärder som ökar chanserna för att barnet överlever 

och föds vid bättre hälsa. Det övergripande syftet med denna 

avhandling var att undersöka tillgången till vård relaterad till 

fosterrörelser för kvinnor som migrerat till Sverige, med särskilt fokus 

på svensk-somaliska kvinnor. Avhandlingen består av fyra delstudier. 

Studie I var en kvalitativ intervjustudie som syftade till att undersöka 

svensk-somaliska kvinnors erfarenheter av att uppmärksamma 

fosterrörelser och söka vård vid minskade fosterrörelser. Individuella 

intervjuer genomfördes med 15 kvinnor som antingen var gravida i 



den tredje trimestern eller som nyligen fött barn i Sverige. Resultatet 

visade att brister i kommunikationen mellan kvinnan och hennes 

vårdgivare kunde påverka hur kvinnor agerar vid minskade 

fosterrörelser. Även om alla kvinnor beskrev att de hade fått 

information om att de skulle uppmärksamma fosterrörelser så var det 

många som inte visste varför de skulle söka vård om rörelserna 

minskade. Flera kvinnor hade inte fått information om fosterrörelser 

på sitt modersmål, vilket gjorde att de hade svårt att förstå den och i 

stället vände sig till anhöriga för rådgivning. Detta kunde fördröja att 

kvinnan kontaktade sjukvården. Kvinnorna värdesatte att träffa 

samma barnmorska under graviditeten. Denna kontinuitet var viktigt 

för att kunna bygga en förtroendefull relation, vilket underlättade 

kommunikationen om fosterrörelser.  

I Studie II genomfördes individuella intervjuer med 15 barnmorskor 

om deras upplevelser av att ge information om fosterrörelser till 

kvinnor med migrationsbakgrund. Resultatet visade att barnmorskor 

upplevde att kvinnor som var nyanlända i Sverige eller som inte 

pratade svenska hade sämre tillgång till både information och vård 

kopplat till minskade fosterrörelser. Barnmorskorna som intervjuades 

framhöll att mödrahälsovårdsprogrammet inte alltid var anpassat efter 

kvinnans verkliga behov. De efterfrågade mer flexibla riktlinjer som 

möjliggjorde en högre grad av individanpassning av vården. I likhet 

med kvinnorna som intervjuades i Studie I beskrev även 

barnmorskorna att kontinuitet i vårdkedjan var avgörande för att 

bygga en förtroendefull relation med kvinnan, förstå hennes unika 

behov och kunna individanpassa informationen om fosterrörelser. 

Studie III var en registerbaserad kohortstudie som syftade till att 

undersöka hur kvinnors sökbeteende för minskade fosterrörelser 

förändrades under Covid-19 pandemin i Region Stockholm. Data 

samlades in från Svenska Graviditetsregistret och Nationella 

Patientregistret och sökbeteendet mättes med hjälp av åtgärdskoden 

AM041 som används då den gravida söker vård för minskade 

fosterrörelser. Resultatet visade att generellt förändrades inte kvinnors 

sökbeteende för minskade fosterrörelser under Covid-19 pandemin, 

det var 17,3 procent som sökte vård före pandemin startade och 17,7 



procent som sökte vård under pandemin. Det fanns dock skillnader 

hos vissa specifika grupper. Under pandemin minskade andelen 

vårdkontakter för minskade fosterrörelser hos kvinnor med BMI över 

30. Samtidigt ökade andelen vårdkontakter bland kvinnor födda i 

Sverige, kvinnor med universitetsutbildning samt bland studenter. 

Studie IV var en icke-randomiserad interventionsstudie med en 

kontrollgrupp som syftade till att utvärdera effekten av en modifierad 

Mindfetalness-baserad intervention, särskilt utformad för att förbättra 

födelseutfallen hos kvinnor födda i Somalia. Mindfetalness är ett 

koncept utformat för att stödja gravida i att bli medvetna om sitt 

ofödda barns rörelsemönster. Genom att dagligen avsätta tid för att 

uppmärksamma hur barnet rör sig och hur rörelserna känns, kan det 

vara lättare att tidigt upptäcka om rörelserna blir färre eller svagare. 

Mindfetalness är en form av medveten närvaro, inspirerad av 

mindfulness, som också kan stärka kvinnans anknytning till det 

ofödda barnet och bidra till ökat välbefinnande och minskad stress 

hos den gravida. Interventionsgruppen i studien utgjordes av 1 251 

kvinnor från 34 olika barnmorskemottagningar i Sverige som utöver 

rutinmässig information om fosterrörelser även fick information om 

Mindfetalness. Kontrollgruppen omfattade 1 555 kvinnor från 287 

barnmorskemottagningar som enbart fick rutinmässig information 

om fosterrörelser enligt regionala riktlinjer, vilken innebar att 

kvinnorna uppmanades att observera barnets rörelsemönster och söka 

vård om rörelserna minskade i frekvens, styrka eller helt upphörde. 

Data samlades in från Svenska Graviditetsregistret och Svenskt 

Neonatalt Kvalitetsregister och utfallen som studerades var kopplade 

till kvinnans förlossning samt det nyfödda barnets hälsa. Resultatet 

visade att jämfört med kvinnor som enbart fått rutinmässig 

information om fosterrörelser hade kvinnor som i tillägg fått 

information om Mindfetalness i högre utsträckning en spontan 

vaginal födsel. Däremot sågs inga skillnader mellan grupperna 

avseende andra födelseutfall såsom barnets Apgar-poäng, födelsevikt 

eller behov av neonatalvård efter födseln. 

Sammantaget visar studierna i den här avhandlingen att medvetenhet 

om fosterrörelser och vårdsökande beteende vid minskade 



fosterrörelser hos kvinnor med migrationsbakgrund påverkas av 

individuella, strukturella, och kontextuella faktorer. Kvinnorna som 

intervjuades upplevde att fosterrörelser var en viktig och positiv del 

av graviditeten, vilket kan utgöra en grund för barnmorskans samtal 

om fosterrörelser och stärka kvinnans egenmakt. Det framkom att en 

förtroendefull relation mellan kvinnan och barnmorskan är central i 

att säkerställa god och trygg vård under graviditeten. Denna relation 

byggs genom kontinuitet i vårdkedjan, vilket är en förutsättning för 

att brister i kommunikation och informationsöverföring ska kunna 

överbryggas. Studierna belyser att det finns systematiska ojämlikheter 

inom det svenska mödrahälsovårdssystemet som drabbar kvinnor 

som inte är födda i Sverige, kvinnor med låg utbildningsnivå och 

kvinnor som har olika riskfaktorer för sämre födelseutfall. För att 

motverka dessa ojämlikheter krävs förbättrade 

kommunikationsstrategier och möjlighet till ett mer flexibelt 

mödrahälsovårdsprogram som utgår från individuella behov och 

förutsättningar. Det krävs också att sjukvårdens organisation utformar 

riktlinjer och arbetssätt som inte försvårar för kvinnor som inte är 

födda i Sverige att få tillgång till vård. Vid utformningen av 

interventioner som syftar till att förbättra födelseutfall är det viktigt 

att beakta både bakgrundsfaktorer och förekomsten av riskfaktorer 

hos den population som interventionen riktar sig mot. För att öka 

interventionens effektivitet är det även viktigt att involvera 

representanter från målgruppen både i utformningen och i 

utvärderingen av dess resultat. 

 

  



Dulmar af-soomaali ah 
 

Iswiidhan, dumarka asal ahaan soo-galootiga ah waxay halis dheeraad 

ah ugu jiraan inay la soo gudboonaadaan dhibaatooyin ku taxalluqa 

uurka iyo foosha, kuwaas oo si taban u saamayn kara caafimaadkooda 

iyo cafimaadka ilmahooda markaas dhashay. Dhaqdhaqaaqyada 

uurjiifka oo yaraada waxaa dhici karta inay calaamad u yihiin in ilmaha 

uurka ku jira aanu fiicnayn. Xiriir ayaa ka dhexeeya hoosudhaca 

dhaqdhaqaaqyada uurjiifka iyo dibudhaca koboca uurjiifka, taas oo ah 

sababta ugu caadisan ee keenta inuu ilmuhu uurka ku dhinto.  

Dumarka ka diiwaangashan xarumaha daryeelka hooyooyinka 

Iswiidhan waxay warbixin ku saabsan dhaqdhaqaaqyada uurjiifka ka 

helaan ummulisooyinkooda oo waxaa lagu boorriyaa inay daryeel 

raadsadaan hadday u arkaan in dhaqdhaqaaqyadu ay yaraadeen, 

daciifeen ama si buuxda u joogsadeen. Cilmibaaris ayaa muujisay inay 

jiraan farqiyo inta ay dumarku daryeel ugu raadsadaan hoosudhaca 

dhaqdhaqaaqyada uurjiifka oo ku salaysan dalka ay haweeneydu ku 

dhalatay iyo heerkeeda waxbarasho. Dumarka ku dhashay Iswiidhan 

iyo dumarka uu heerkooda waxbarasho sarreeyo diyaarsanaantooda ah 

inay daryeel ugu raadsadaan hoosudhaca dhaqdhaqaaqyada uurjiifka 

wey ka sarreysaa marka loo barbardhigo dumarka ku dhashay dalalka 

Afrika ee koofurta ka xiga Saharaha iyo dumarka heerkoodu 

waxbarasho uu hooseeyo. Isla mar ahaantaana dumarka ka midka ah 

labadaas kooxood waxay halis ka sarreysa ugu jiraan dibudhac koboc 

uurjiif iyo dhimasho uurjiif, labadaba. Hadday haweeneydu xilli hore 

daryeel raadsan weydo waxay taasu adkayn kartaa inay daryeelka 

caafimaadku ogaadaan inay ilmahu ku dhibban yihiin ilmagaleenka, 

taasuna ay cawaaqib taban ku keeni karto caafimaadka ilamaha. Balse 

hadday haweeneydu marxalad hore daryeel ugu raadsato hoosudhaca 

dhaqdhaqaaqyada uurjiifka waxay daryeelka caafimaadku qaadi karaan 

tallaabooyin kordhinaya fursadaha ah inay ilmaha noloshiisu 

badbaadeyso iyo inuu ilmuhu ku dhasho caafimaad sida kale ka 

wanaagsan. Ujeeddada guud ee curiskaan qalinjibineed ayaa ahaa in la 

baaro helitaanka daryeelka la xiriira dhaqdhaqaaqyada uurjiifka 



dumarka u soo haajiray Iswiidhan, iyadoo gaar ahaan diiradda la 

saarayay dumarka iswiidhish-soomaaliga ah. 

Curiskaan qalinjibineed wuxuu ka kooban yahay afar daraasado-

hoosaad. Mid ka mid ah daraasad-hoosaadyada (Daraasad IV) waxay 

isticmaalaysaa Mindfetalness — fikrad habkeedu uu yahay in 

xaammilada lagu taageero inay ogaal u yeeshaan qaabka 

dhaqdhaqaaqyada ilmahooda aan dhalan. Iyadoo maalin walba wakhti 

la siiyo in loo feejignaado siduu ilmuhu u dhaqdhaqaaqayo iyo 

dhaqdhaqaaqyadaasi dareenkooda, waxay sahli kartaa in xilli hore la 

ogaado hadday dhaqdhaqaaqyadu yaraadeen ama daciifeen. 

Mindfetalness waa weji ka mid ah qalbi-joogga, oo uu mindfulness 

dhiirriyay, oo xoojin kara xigaalnimada haweeneyda iyo ilmaha aan 

dhalan ee uurkeeda ku jira, gacanna ka geysan kara kororka 

nololwanaagga iyo yaraynta istareeska xaammilada.  

Daraasad I waxay ahayd daraasad waraysiiyeed tayo leh, 

ujeeddadeeduna ahayd in la baaro qibradaha dumarka iswiidhish-

soomaliga ee u-feejignaanta dhaqdhaqaaqyada uurjiifka iyo daryeel-

raadsashada markay dhaqdhaqaayada uurjiifku yaraadaan. Waraysiyo 

gaar ahaaneed ayaa lala yeeshay 15 dumar ama ku jiray saddexda 

bilood ee xilliga uurka ugu dambeeya ama dhawaan ilmo ku dhalay 

Iswiidhan. Natiijadu waxay muujisay in cilladaha isfahamka 

haweeneyda iyo daryeeleheeda ay saamayn kareen siday dumarku uga 

falceliyaan hoosudhaca dhaqdhaqaaqyada uurjiifka. Xataa hadday 

dumarku qeexeen inay heeleen warbixin ah inay u fiirsadaan 

dhaqdhaqaaqyada uurjiifka waxaa kolley jiray qaar badan oo aan ogayn 

sababta daryeelka loo raadsanayo hadday dhaqdhaqaaqyadu 

yaraadeen. Dumar badan ayaan warbixinta ku saabsan 

dhaqdhaqaaqyada uurjiifka ku helin afkooda hooyo, taasoo keentay 

inay adkaatay inay fahmaan oo taas beddelkeed ay talo u raadsadeen 

xigtadooda. Taasina waxay dib u dhigi kartay in haweeneydu la xiriirto 

rug daryeel caafimaad. Dumarku waxay qaddarinayeen inay ummuliso 

isku mid ah la kulmayeen muddada ay uurka lahaayeen. 

Habdhaadhacaas isku midka ah wuxuu muhiim u ahaa dhisidda 

cilaaqaad kalsooni leh, taasina waxay sahlaysay xiriirka ku saabsan 

dhaqdhaqaaqyada uurjiifka.  



Daraasad II, 15 ummuliso ayaa midba gaar looga waraystay 

qibradahooda bixinta macluumaadka ku saabsan dhaqdhaqaaqyada 

uurjiifka ee la siiyo dumarka asal ahaan soo-galootiga ah. Natiijadu 

waxay muujisay inay ummulisooyinku u arkeen in dumarka ku cusbaa 

Iswiidhan ama aan iswiidhishka ku hadlin ay ku adag tahay inay helaan 

warbixin iyo daryeel la xiriira hoosudhaca dhaqdhaqaaqyada uurjiifka, 

labadaba. Umulisooyinkii la waraystay ayaa ku nuuxnuuxsaday in 

barnaamijka daryeelka hooyadu uusan ahayn mid mar waliba 

waafaqsan baahida dhabta ah ee haweeneyda. Waxay doonayeen 

tixraacyo ka dabacsan oo suurtogeliya waafajin shaksi ahaaneed oo tan 

hore u jirtay ka heer sarreysa. Si la mid ah dumarka lagu wareystay 

Daraasad I, ayay xataa ummulisooyinku qeexeen in habdhaadhac isku 

mid ah oo lagu maareeyo taxanaha daryeelka uu muhiim u yahay 

dhisdda xiriir kalsooni leh oo lala yeesho haweeneyda, oo lagu fahmo 

baahideeda gaarka ah, oo si gaar ah loo waafajiyo warbixinta ku 

saabsan dhaqdhaqaaqyada uurjiifka. 

Daraasad III waxay ahayd daraasad kooxeed diiwaan ku salaysan oo 

ujeeddada laga lahaa ay ahayd in la baaro sida uu isku baddelay 

habdhaqanka dumarka ee raadsashada daryeelka xagga hoosudhaca 

dhaqdhaqaaqyada uurjiifka muddadii lagu jiray xilliga safmarka weyn 

ee Covid-19 Gobolka Stockholm. Xog ayaa laga soo ururiyay 

Diiwaanka Xaammilada Iswiidhan iyo Diiwaanka Bukaanka, waxaana  

habdhaqanka raadsashada daryeelka lagu cabbiray lambarka 

ogaanshaha cudurrada AM041 oo u taagan xaammilada daryeelka u 

soo raadsatay hoosudhac dhaqdhaqaaqyo uurjiif. Natiijadu waxay 

muujisay in habdhaqanka dumarka daryeelka u raadsada hoosudhaca 

dhaqdhaqaaqyada uurjiifka muddada safmarka ee Covid-19 uusan 

guud ahaan isbeddelin, 17,3% waxay daryeel raadsadeen safmarka ka 

hor, 17,7% waxay daryeel raadsadeen muddadii safmarka lagu jiray. 

Hase ahaatee kala duwanaan ayaa jirtay ka dhexeysay dhowr kooxood 

oo gaar ah. Dumarka leh BMI ka sarraysa 30 waxaa yaraatay 

qaybtooda raadsashada daryeelka ee hoosudhaca dhaqdhaqaaqyada 

uurjiifka xilligii safmarka, halka qaybta raadsashada daryeelka ee 

hoosudhaca dhaqdhaqaaqyada uurjiifka ee dumarka ku dhashay 



Iswiidhan, dumarka leh cilmi jaamacadeed iyo dumarkii jaamacad 

dhiganayay ay korodhay isla muddadaas. 

Daraasad IV waxay ahayd daraasad faragelineed aan kamaa ahayn ee 

koox kontorool, ujeeddaduna ay ahayd in lagu qiimeeyo saamaynta 

faragelinta farsamaysan ee Mindfetalnesska ku salaysan, taas oo si gaar 

ah loo qaabeeyay si loo wanaajiyo maxsuulka dhalidda dumarka ku 

dhashay Soomaaliya. Kooxdii ay faragelintu ku socotay waxay ka 

koobnayd 1 251 dumar oo ka kala socday 34 rugo ummuliso ku yaal 

Iswiidhan, kuwaas oo ka sokow warbixin aasaasi ah oo ku saabsan 

dhaqdhaqaaqyo uurjiif xataa la siiyay warbixin ku saabsan 

Mindfetalness. Kooxda kontoroolka waxay ka koobanyd 1 555 dumar 

ka kala socday 287 rugo ummuliso oo uun helay warbixin aasaasi ah 

oo ku saabsan dhaqdhaqaaqyada uurjiifka; warbixintu waxay 

waafaqsanayd tixraacyada goboleed ee wargelinta dadka, kuwaasoo ka 

dhignaa in dumarka lagu boorriyay inay ogaadaan hababka 

dhaqdhaqaaqyada uurjiifka  iyo inay daryeel raadsadaan haddii 

dhaqdhaqaaqyadu rakaad ahaan yaraadaan, daciifaan ama ay si buuxda 

u joogsadaan. Xog ayaa laga soo ururiyay Diiwaanka Xaammilada 

Iswiidhan iyo Diiwaanka Tayada Daryeelka Dhallaanka Iswiidhan, 

maxsuulkii la darsayna wuxuu la xiriiray dhalmada haweeneyda iyo 

caafimaadka dhallaanka cusub. Natiijadu waxay muujisay markii loo 

barbardhigay dumarkii uun la siiyay warbixinta aasaasiga ah ee ku 

saabsanayd dhaqdhaqaaqyada uurjiifka in tiro ka heer sarreysa 

dumarkii iyana taas u dheereyd warbixin ku saabsan Mindfetalness ay 

xilligooda sidii loogu talogalay ee aan qalliin lahayn hoosta uga 

dhaleen. Balse lama arag wax farqi ah ee ka dhexeeya kooxahaas xagga 

maxsullada kale ee dhalmada, sida dhibcaha Apgar ee dhallaanka, 

miisaanka dhalashada ama baahida daryeelka dhallaanka ee dhalashada 

ka dambeeya. 

Gunaanad ahaaan waxay daraasadaha qoraalkaan qalinjebineed 

muujiyeen in ogaalka dhaqhdaqaaqyada uurjiifka iyo raadsashada 

daryeelka caafimaadka hadduu hoosudhac ku yimaado 

dhaqdhaqaaqyada uurjiifka ee dumarka asalkooda soo-galootiga ah ay 

saamayn ku leeyihiin cunsurro shakhsi ahaaneed, qaab dhismeed iyo 

marxaladeed. Dumarkii la waraystay waxay u dareemeen in 



dhaqdhaqaaqyada uurjiifku ay qayb muhiim ah oo togan ka ahaayeen 

uurka, taasoo aasaas u noqon karta ummulisada wadahadalkeeda iyo 

xoojinta haweeneyda xilkasnimadeeda gaarka ah. Cilaaqaad kalsooni 

leh ee ka dhexeeya haweeneyda iyo ummulisada wuxuu udubdhexaad 

u yahay hubaal daryeel wanaagsan oo deganaan leh ee xilliga uurka. 

Cilaaqaadkani waxaa lagu dhisi karaa habdhaadhac isku mid ah ee 

taxanaha daryeelka, taas oo sharuud u ah kabidda galdaloolada xiriirka 

iyo warar wadaagga. Daraasaadku waxay ifinayaan inay sinnaan la'aan 

nidaameed ka jirto daryeelka caafimaadka hooyooyinka, taas oo 

dhibaato ku ah dumarka aan ku dhalan Iswiidhan, dumarka leh heer 

hoose ee waxbarasho iyo dumarka leh cunsurro haliseed xagga 

xumaanta maxsuulka dhalidda. Si looga hortago sinnaan la'aantaas 

waxaa lagamamaarmaan ah in la wanaajiyo tabaha xiriirka, lana 

suurogeliyo barnaamij daryeel caafimaad hooyooyin sidii hore ka 

wanaagsan oo ka ambaqaadanaya baahida iyo xaaladaha gaarka ah. 

Waxaa iyana lagamamaarmaan ah inuu maamulka daryeelka 

caafimaadku qaabeeyo tixraacyo iyo tixraacyo shaqo dumarka aan 

Iswiidhan ku dhalan aan ku adkeyneynin hiledda daryeelka. Marka la 

naqshadaynayo faragelinno ujeeddadoodu ay tahay wanaajinta 

maxsuulka arrimaha uurka waxaa muhiim ah in la tixgeliyo cunsurrada 

asalka iyo jiritaanka cunsurrada halista ee dadweynaha ay 

faragelintaasu ku wajahan yahay. Si loo kordhiyo waxtarka farogelinta 

waxaa iyana muhiim ah in laga qeybgeliyo wakiillo ka socda kooxda la 

beegsanayo, markay noqoto qaabaynta iyo qiimeynta natiijooyinkeeda. 
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Preface 
 

When I began working as a nurse in 2010, it quickly became clear that 

significant health disparities exist within the Swedish population. I 

saw firsthand how people’s socio-economic position, ethnicity, 

language proficiency, and cultural background influenced their health 

outcomes. As a newly registered nurse, I also became increasingly 

aware of how my own cultural identity and the norms and ideas of the 

biomedical paradigm I was trained in influenced —and sometimes 

limited— my understanding of health, impacting my clinical practice. 

These disparities became even more apparent when I started working 

as a midwife in a large maternity hospital in 2017. During encounters 

with migrant women, I often struggled to provide quality care, 

sometimes due to communication barriers or insufficient 

organisational support, but also due to my own lack of knowledge 

about navigating cultural differences and adapting care practices to 

individual needs. This left me with feelings of discontent and ethical 

stress. At the same time, I recognised the potential midwives have to 

positively influence care through compassionate and personal 

interactions. Around this time, I began volunteering at a clinic that 

provides support for undocumented migrants. There, I learned more 

about the barriers migrant women face in accessing maternity 

healthcare services, and how these barriers directly impact their own 

health, as well as the well-being of their children and families. 

Over the years, these experiences have raised important questions for 

me: How can maternal health inequities be mitigated? What changes 

are needed to ensure equitable care for all women and children? And 

how can midwives, as the key care providers during pregnancy and 

childbirth, better support Sweden’s diverse population? My hope for 

this thesis is that it will provide answers to some of these questions 

and shed light on the challenges migrant women face during 

pregnancy and childbirth in Sweden. 
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Definitions in short 

 

Care A set of relational actions that take place in an 
institutional context and aim to maintain, 
improve or restore health and well-being (1). 
In this thesis, ‘care’ encompasses medical 
interventions, health-related information, and 
emotional or practical support provided by 
healthcare professionals. 

Culture The collective values, rituals, traditions, and 
customs created by humans to understand 
and interpret their world, integrating lived 
experiences and life circumstances as 
fundamental elements (2). 

Midwife continuity 
of care models 

Care provided by the same midwife or small 
team of midwives throughout the pregnancy-, 
childbirth-, and postpartum period (3).  

Midwifery care A holistic approach to pregnancy, childbirth, 
and postpartum care, led by licenced and 
regulated midwives educated to international 
standards (4). 

Neonatal and 
newborn 

A baby in the first 28 days of life (5).  

Woman In this thesis, ‘woman’ denotes a person 
assigned female at birth, with intentional 
inclusion of pregnant and birthing people 
across all gender identities. 
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Introduction 
Despite Sweden’s commitment to ensuring good health and equal 

care for the entire population (6), significant health disparities persist 

in Swedish society (7). Maternal health is no exception. Women who 

have migrated from countries with limited resources experience 

higher rates of pregnancy and birth-related complications, posing 

risks to both their own health and that of their newborns (8). This 

project focuses on a specific aspect of maternity care that could 

potentially address some of these disparities: fetal movement 

awareness. 

Maternal awareness of fetal movements falls within the scope of 

midwifery practice and constitutes an important aspect of assessing 

the unborn baby’s well-being (9). The starting point of this thesis is 

the Mindfetalness trial (10), conducted from 2016 to 2018 in Region 

Stockholm (as the regional public authority of Stockholm is officially 

known). The knowledge gap identified in that trial —why Swedish-

Somali migrant women seek care for decreased fetal movements to a 

low extent and its correlation with their increased risk of adverse birth 

outcomes— forms the foundation for this project (11). By focusing 

on women who have migrated to Sweden, and specifically on migrant 

women from Somalia, this thesis examines country of birth as a 

determinant for access to fetal movement care.  

In four studies, awareness of fetal movements, patterns of seeking 

care for decreased fetal movements, and corresponding birth 

outcomes among migrant women will be explored. Focusing on 

migrant women in general, and specifically on Swedish-Somali 

migrant women, allows us to capture broader patterns of healthcare 

access, while also addressing the distinct experiences of one of 

Sweden’s largest migrant groups who face heightened risks of fetal 

death (12). The aim of this project is that the findings will generate 

new knowledge that can be used to improve the health of migrant 

women and their newborns, leading to reduced health inequities. 
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1 Background 

1.1 HEALTH EQUITY AND HUMAN RIGHTS 

Clearly, a prerequisite for claiming that something is unequal or unjust 

is to have a clear idea of what equity and justice actually are. In 

relation to health, justice is often based on principles of human rights. 

The Universal Declaration of Human Rights (13) states that: “All 

human beings are born free and equal in dignity and rights” (Art. 1). This 

includes fundamental entitlements such as the right to life, the right to 

education, the right to information, and the right to health. These 

rights are closely connected; achieving one depends on fulfilling the 

others. This means that for people to experience health and well-

being, all human rights must be respected together.  

The concept health inequities refers to disparities in health that are 

avoidable, unnecessary, and unjust. It highlights the systematic and 

unfair distribution of resources, opportunities, and power that 

contribute to unequal health outcomes among different groups within 

a population. The concept acknowledges that differences in health 

outcomes are often rooted in social, economic, and environmental 

factors rather than inherent biological variations (14). This also entails 

access to healthcare, which refers to the ability of individuals to obtain 

and use health services when needed. From a human rights 

perspective, access encompasses a range of factors that ensure care is 

timely, appropriate, and affordable. These include availability, meaning 

there must be sufficient and functioning public health facilities, 

services, and programs; accessibility, which requires that services be 

physically reachable, economically affordable, non-discriminatory, and 

supported by accessible information; and acceptability, which means 

care must be culturally appropriate, ethically delivered, and respectful 

of age, gender, and privacy (15). In this thesis, this broad definition of 

access to care is applied.  

Sexual and reproductive health is a fundamental aspect of a person’s 

overall health. To have control and influence over issues related to 

sexual and reproductive health —free of coercion, discrimination, and 
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violence— is a human right (16). The Guttmacher-Lancet 

Commission on sexual and reproductive health and rights (SRHR) outlines 

a rights-based, holistic model that emphasises the integration of 

SRHR services, including maternal and newborn care, into universal 

health systems. This includes ensuring respectful, culturally 

appropriate, and evidence-based antenatal care (17). Sweden’s 

National Strategy for SRHR (18) underscores the importance of 

structured, systematic, and long-term initiatives to achieve the 

overarching goal of equitable access to health promotion, prevention, 

and care for the entire population. This approach is closely aligned 

with the Sustainable Development Goals (19), as it prioritises access 

to SRHR information and the reduction of health disparities within 

Sweden. 

 

1.2 MIGRATION IN THE SWEDISH CONTEXT 

A person’s decision to migrate can be influenced by various factors 

on a personal, social, and structural level. Common drivers for 

migration are poverty, persecution, climate change, war, and political 

instability. The definition of migrant varies, with no universally 

accepted standard. The International Organization of Migration (20) 

proposes the following definition:  

“An umbrella term, not defined under international law, reflecting the common lay 

understanding of a person who moves away from his or her place of usual residence, 

whether within a country or across an international border, temporarily or 

permanently, and for a variety of reasons. The term includes a number of well-

defined legal categories of people, such as migrant workers; persons whose 

particular types of movements are legally defined, such as smuggled migrants; as 

well as those whose status or means of movement are not specifically defined 

under international law, such as international students.” (20, p.132). 

Throughout this thesis, this definition is applied, with the term migrant 

referring to people who are resident in Sweden but were born in 

another country, regardless of the reason for their migration, and who 

share the experience of migration. 
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Between the 1850s and 1930s, approximately 1.5 million Swedes 

emigrated in search of a better life and to escape poverty for 

themselves and their families. Following World War II, Sweden’s 

migration pattern reversed, transitioning from being a country of 

emigration to one of immigration. During the 1950s and 1960s, 

labour immigration to Sweden peaked, driven by rapid industrial 

growth and a high demand for workers, with most immigrants 

coming from the Nordic countries and Southern Europe (21). Since 

the 1980s, immigration to Sweden has been characterised by a 

combination of refugee resettlement and family reunification from 

conflict-affected countries, such as Somalia, Iran, Iraq, Afghanistan, 

Syria, and Ukraine, as well as significant labour migration and free 

movement from neighbouring Nordic countries and other member 

states of the European Union (22).  

Sweden has historically adopted a generous immigration policy 

compared to other Nordic and European countries, resulting in a 

high proportion of foreign-born citizens (23). In 2023, Sweden’s 

population of 10.5 million included 2.1 million people born outside 

Sweden — accounting for 20 per cent of the total population, which 

is the fifth highest proportion in the European Union. Among the 

European Union member states, Sweden has the third-highest 

percentage (14.9%) of citizens born in countries outside the union 

(24). The diversity in countries of birth among the Swedish 

population is also reflected in maternity healthcare. In 2023, women 

born outside Sweden accounted for approximately 29 per cent of all 

births (25). 

With such a diverse and substantial migrant population in Sweden, 

referring to migrants as a single, homogeneous group may overlook 

the significant differences within this population. The migrant 

population includes people from various regions, with differing 

reasons for migration, socio-economic backgrounds, and lengths of 

residence. These differences result in distinct experiences, needs, and 

challenges, making it problematic to treat them as one group. While I 

acknowledge this internal diversity, I believe that approaching 

migrants as a single group within this research project can highlight 
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common systemic barriers and disparities, laying the groundwork for 

both general and targeted policy health interventions. 

 

1.2.1 Somalia and the Swedish-Somali population 

Somalia is located on the peninsula known as the Horn of Africa and 

shares a border with Djibouti, Ethiopia, and Kenya. Somalia gained 

its independence from Italy and merged with the British Protectorate 

Somaliland to form the Republic of Somali in 1960. The area of 

Somalia is more than twice that of Sweden, and it is officially divided 

into six federal member states: Somaliland, Puntland, Galmudug, 

Hirshabelle, South West, and Jubaland. Somaliland has functioned as 

a completely independent state since 1991 but lacks full international 

recognition and is internationally regarded as part of Somalia. In 2023, 

the Somali population reached over 18 million, of which half lived in 

urban areas — with the other half living in rural or nomadic areas. 

The Somali population is young — almost half of its people are under 

15 years of age. The main language is Somali, and the majority of the 

population are Sunni Muslims (26).  

The maternal and child mortality rate in Somalia is amongst the 

highest in the world. Four in 100 Somali children die during their first 

month of life, eight in 100 before their first birthday, and one in eight 

before they turn five. One in every 20 women of childbearing age die 

due to complications during pregnancy or childbirth (27). The Somali 

Health and Demographic Survey 2020 (28) identified that for most 

people in Somalia, access to education and healthcare is poor. Of girls 

and women aged six years old and over, 48 per cent have never 

attended school, compared to 45 per cent of boys and men, and only 

one-third of women are literate. Most women give birth at home with 

no support from a skilled professional, such as a midwife, nurse, or 

medical doctor, and they do not attend any antenatal or postnatal 

check-ups.  

Somali refugees started arriving in Sweden in the early 1960s. Due to 

political conflict, civil war and extreme drought and water shortage, 

immigration increased rapidly during the 1980s and 1990s, and again 
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between 2006 and 2013. In 2023, just over 70,000 people born in 

Somalia were living in Sweden, which makes Somalia the sixth most 

common country of birth among the migrant population and the 

largest country of birth among people born in Sub-Saharan Africa. If 

people with at least one parent born in Somalia are included, the 

Swedish-Somali population in Sweden constitutes around 110,000 

people (29).  

A report from 2021 (30), examining the living conditions of Swedish-

Somalis in Sweden, revealed that many face challenging socio-

economic circumstances. The report highlighted that Swedish-Somalis 

often live in more disadvantaged conditions, compared to other 

migrant groups. Many live in segregated, immigrant-dominated, and 

deprived suburbs, in overcrowded housing conditions. According to 

the report, this group faces high unemployment rates, with only half 

of individuals of working age being employed, leading to low income 

levels. Additionally, educational attainment is relatively low, with 46 

per cent of those aged 25–64 having only a primary school education, 

compared to 11 per cent in the general Swedish population. 

Regarding higher education, 16 per cent of men and 10 per cent of 

women have a university-level education (30). These factors may 

contribute to an overall disadvantaged position for this group within 

Swedish society. 

 

1.3 MATERNAL HEALTH AMONG MIGRANT WOMEN IN 

SWEDEN 

Compared to Swedish-born women, migrant women in Sweden face 

significantly higher risks of complications related to pregnancy and 

childbirth. One such complication is gestational diabetes mellitus 

(GDM). Women born in Eastern Europe, Africa, and Asia have a 

twofold higher risk of developing GDM compared to Swedish-born 

women (31). GDM is associated with poorer health outcomes for 

both the woman and baby during pregnancy and childbirth, as well as 

later in life (32). Perinatal anaemia is another pregnancy complication 

that is more common among migrant women (33) and increases the 
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risk of adverse neonatal outcomes (34). Compared to Swedish-born 

women, migrant women more frequently report poorer self-rated 

health prior to pregnancy (35, 36), which is another risk factor for 

pregnancy-related complications (37).  

Migrant women are also at risk of inadequate antenatal care, including 

no ultrasound screenings; later and lower attendance in the antenatal 

programme; and missing postpartum care appointments (33, 35). For 

labour and birth outcomes, migrant women face elevated risks of 

complications, including emergency caesarean sections and severe 

vaginal tears (8, 35). A Swedish study identified that only 10.7 per 

cent of Swedish-Somali women used pain relief during labour, 

compared to 38.0 per cent of Swedish-born women (33). Adverse 

birth outcomes —including higher rates of preterm birth, Apgar score 

below seven at five minutes, and low birth weight— are also more 

common among migrant women in Sweden (11, 35, 38, 39).  

Women without permanent residence permits and undocumented 

women are especially at risk of adverse pregnancy and birth outcomes 

(35). When comparing different world regions, women originating 

from Sub-Saharan Africa often experience the poorest outcomes, 

even when controlling for maternal and socio-economic factors (8). 

More than two decades ago, a Swedish study identified significantly 

increased risks of perinatal death among women originating from 

Sub-Saharan Africa (40). Since then, numerous studies have reported 

similar findings. A comparative study of births to foreign-born 

women and Swedish-born women between 1992 and 2005 found that 

the stillbirth rate was more than double among women born in 

Somalia (41). Similarly, a recent study in the Stockholm Region 

identified that while the overall incidence of stillbirth decreased from 

3.8/1000 births in 2001–2005 to 2.9/1000 births in 2016–2020, it 

significantly increased from 7.9/1000 births to 10.1/1000 births 

during the same period among women born in Sub-Saharan Africa 

(12).  

The increased risk of adverse pregnancy and birth outcomes for 

Somali-born migrant woman is not unique to Sweden. Studies from 
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other Nordic countries, the United Kingdom, Australia, and the 

United States have consistently identified increased risks for adverse 

pregnancy outcomes among women who have migrated from this 

region (42-46), indicating a widespread health disparity for this group 

post migration. Nevertheless, research has also shown that Somali 

migrant women possess significant resources that enable them to 

cope with potential challenges during pregnancy. These resources 

include a tradition of strong support from both family and the 

extended community (47, 48), as well as a trust in one’s own ability to 

give birth (49). Moreover, Somali women often draw strength from 

their cultural beliefs and personal resilience, which contributes to their 

confidence in managing pregnancy and childbirth (50).  

 

1.3.1 The Covid-19 pandemic and maternity care 

In 2020, the Coronavirus disease 2019 (Covid-19) started to spread 

around the world, and on 11 March 2020, the World Health 

Organization declared a global pandemic (51). Unlike most other 

countries, Sweden chose not to enforce national lockdowns and, thus, 

people were encouraged to practice social distancing and refrain from 

all unnecessary travel and social gatherings (52). The pandemic 

exposed vulnerabilities within both society and the healthcare system, 

particularly concerning health disparities. Ethnic minorities and 

persons with low socio-economic resources, including low 

educational level, low income, and overcrowded housing conditions, 

were identified as having a higher risk of severe Covid-19 infection, 

hospitalisation, and mortality (53, 54). In Sweden, when compared to 

Swedish born citizens, migrant groups exhibit lower rates of vaccine 

uptake (55). 

The global impact of the Covid-19 pandemic on maternity healthcare 

created substantial challenges, affecting women’s access to and 

utilisation of sexual and reproductive healthcare services (56). Early 

on, pregnant women were identified as being highly susceptible to 

severe Covid-19, and infection during pregnancy has been associated 

with increased rates of adverse pregnancy and birth outcomes (62, 
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63). However, research findings on the pandemic’s impact on 

neonatal birth outcomes in high-resource countries have been 

inconsistent. Some studies have suggested a rise in preterm birth and 

fetal death during the initial wave of the pandemic (57-60), while 

others reported no notable differences (61-65). In Sweden, no 

increase in preterm birth or fetal death during the first wave of the 

pandemic has been identified (66, 67). However, pregnant women’s 

access to healthcare services was restricted during this time. As 

Covid-19 spread, the Swedish Public Health Agency recommended 

physical and social distancing, resulting in increased use of digital care 

appointments. Many hospitals across Sweden introduced restrictions 

regarding partners attending antenatal care, check-ups, and 

postpartum care (68). This led to heightened stress and anxiety among 

pregnant women and their families (69). A cross-sectional study 

involving 5,000 women giving birth during the pandemic in Sweden 

reported an overall decline in the quality and perceived access to 

antenatal healthcare services compared to the pre-pandemic period 

(70). This indicates that although the Covid-19 pandemic did not 

affect birth outcomes, it did have a substantial negative effect on how 

women and families experienced maternity healthcare services during 

this time. 

 

1.3.2 Social determinants of health  

Explanations for poor health outcomes often emphasise unhealthy 

behaviours as the primary cause, suggesting that individuals are not 

only responsible for their own health, but also capable of improving it 

through adopting healthier behaviours. Although individual 

behaviours do contribute to health outcomes, both healthy and 

unhealthy behaviours are also influenced by broader economic, social, 

and environmental conditions in which people live, work, and age, 

referred to as the social determinants of health (14).  

The health disparities experienced by migrants can often be traced to 

a deteriorated socio-economic position as a direct consequence of the 

migration process and the challenges it brings (71). For example, 
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migration can affect access to education, income, and work 

opportunities, resulting in low-income levels and segregation. It may 

disrupt social networks and family dynamics, leading to isolation and 

lack of support. Further, laws and health policies in the receiving 

country directly impact migrants’ legal right to access health and social 

services and may affect people’s ability to maintain good health (72). 

Lundén et al. (73) recently identified that the increased risk of 

stillbirth among Swedish-Somali migrant women is partly mediated by 

socio-economic factors, such as educational level and income.  

Racism is another determinant of health that can limit migrants access 

to healthcare services and negatively affect the quality of care 

provided (74). Structural racism refers to the large-scale systems, 

societal forces, institutions, ideologies, and processes that interact 

with one another to produce and sustain inequities among racial and 

ethnic groups (75). Within maternity healthcare, structural racism can 

manifest through guidelines that restrict the use of interpreters, 

exacerbating language barriers, or treatment protocols that are based 

on a woman’s ethnic background rather than her individual medical 

needs (76). It also involves the creation of hierarchies where minority 

groups are portrayed as ‘other’. The process of othering creates a divide 

between us and them, reinforcing perceptions of one’s own normality 

(e.g., the dominant society) while framing the differences of others as 

deviant (77). Those who are othered may experience marginalisation, 

disempowerment, social exclusion, and discrimination (78), all of 

which can have direct negative consequences on their health and well-

being (79).  

 

1.4 MIDWIFERY IN SWEDEN 

Midwifery in Sweden is grounded in the Professional Framework for 

Midwifery established by the International Confederation of 

Midwives (ICM) (80). This framework emphasises a health-promoting 

perspective aimed at maintaining normalcy throughout pregnancy and 

childbirth. Swedish midwives work autonomously to provide care 
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during uncomplicated pregnancies, childbirth, and the postnatal 

period. In cases of complications, they collaborate with other 

healthcare professionals but remain central to the care provided (81). 

The philosophy of midwifery care is underpinned by ethical principles 

of justice, equity, and respect for human dignity, aligning closely with 

the principles of woman-centred care (82). Woman-centred care 

adopts a holistic perspective that encompasses not only physical 

health but also considers the emotional, social, and cultural 

dimensions of a person’s health and well-being. This approach 

incorporates the theory of salutogenesis, developed by Aaron 

Antonovsky in 1979, which focuses on maintaining health rather than 

solely preventing illness (83). Central to woman-centred care is the 

recognition of women’s autonomy, supporting their right to make 

informed decisions about their care (82). A crucial element of this 

approach is cultural sensitivity, which involves acknowledging diverse 

cultural backgrounds and tailoring care to meet the unique needs, 

values, and preferences of each woman (84). According to ICM, 

midwives have a responsibility to challenge discriminatory behaviour 

and create an environment where every individual is treated with 

dignity and respect (80). The ICM International Code of Ethics for 

Midwives (85) emphasises that midwives must recognise, advocate 

for, and respect the human rights of all people, and actively work to 

eliminate ethical and human rights violations that negatively impact 

health outcomes. 

Despite possessing the necessary training, skills, and legal mandate to 

provide comprehensive SRHR care (86), Swedish midwives face 

challenges driven by political and health system dynamics (87). These 

challenges include organisational hierarchies that prioritise biomedical 

approaches over midwifery-led care, limited influence and recognition 

within healthcare settings, and increasing rates of burnout and 

midwives leaving the profession (88-91). Additionally, studies have 

identified that organisational factors —such as heavy workloads, 

insufficient resources, and inadequate translation services— can 

undermine Swedish midwives’ ability to provide optimal and equitable 
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care to migrant women (92, 93). This highlights that addressing 

systemic and organisational challenges is essential to ensuring 

equitable and effective SRHR care in the Swedish maternity 

healthcare setting.  

 

1.5 FETAL MOVEMENTS AND BIRTH OUTCOMES 

In this thesis, we focus on fetal movement as an indicator for fetal 

well-being. Fetal movements are one of the earliest signs of life in the 

womb, and the way a baby moves is not random or insignificant. 

Movements during intrauterine life play a vital role in the 

development of the skeletal, muscular, and neural systems (94-96). 

Breathing movements are essential for proper lung development, 

sucking and swallowing movements help regulate amniotic fluid levels 

(97), and eye movements contribute to retinal cell diversity and visual 

system maturation (98). Fetal movement begins around the 7th week 

of pregnancy and becomes more pronounced in the weeks that 

follow. During the first trimester, both general and isolated 

movements are observed, including arm and finger extensions; 

isolated leg and finger movements; breathing and hiccup movements; 

and the baby’s hand regularly touching the head, face, and mouth. 

Rotational movements, leg actions, and occasional somersaults enable 

the baby to change position (94, 95). As the pregnancy progresses and 

the nervous system develops, the movements become more 

coordinated and increase in strength and frequency (99-101). 

Complex movement patterns emerge, such as yawning, stretching, 

and pointing a finger. These intricate movements set in during the 

first trimester and lay the foundation for future motor skills and 

behaviours (94, 95). 

Between gestational weeks 25 and 30, fetal movements begin to 

follow a more regular pattern, with the baby experiencing periods of 

wakefulness interspersed with periods of rest lasting between 

approximately 40 minutes and an hour. Around gestational week 32, a 

plateau phase occurs where the frequency and strength of the 
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movements remain relatively consistent until the baby is born. In the 

final trimester, facial expressions like smiles, pouts, or frowns can be 

observed (95). The frequency and intensity of fetal movements 

throughout the pregnancy can vary among different babies. However, 

most babies tend to be more active in the evening, and for a healthy 

baby, the movements remain strong throughout the entire pregnancy, 

with no significant decrease in frequency (102).  

There are several factors that can affect the pattern of a baby’s 

movements in the womb and cause decreased fetal movements. 

Substances such as nicotine, alcohol, methadone, and 

benzodiazepines can lead to delayed, slower, weaker, or less frequent 

movements with less variability — as can severe maternal stress 

caused by trauma, such as accidents or serious illness (95). When fetal 

movements decrease in strength or frequency, it can also be a sign of 

fetal compromise such as intrauterine growth restriction or stillbirth 

(103-107). 

 

1.5.1 Small for gestational age  

Small for gestational age (SGA) describes a birth weight that is lower 

than expected for the baby’s gestational age. Internationally, SGA is 

defined as a birth weight at or below the 10th percentile on the 

standard growth curve. In Sweden, the criteria are narrower, defining 

SGA as a birth weight below two standard deviations from the mean, 

which corresponds to the 2.3rd percentile. This definition is based on 

data collected at four Scandinavian centres, involving 759 

ultrasonically estimated fetal weights from 86 uncomplicated 

pregnancies, and does not take demographic factors, such as ethnicity, 

into account (108). Approximately 2.5 per cent of babies born in 

Sweden are diagnosed as SGA (109). Although babies can be small at 

birth due to genetic factors, such as having small birth parents, most 

SGA babies are small because of fetal growth problems that occur 

during pregnancy. Intrauterine growth restriction (IUGR) is a 

subgroup of SGA indicating that the baby is not growing in 

accordance with its individual growth trajectory. IUGR can develop at 
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any point during pregnancy and is characterised by inadequate 

nutrient and oxygen supply essential for the proper growth and 

development of organs and tissues (110). The most common cause of 

IUGR is placental insufficiency, which, due to energy deficit, can 

manifest through decreased fetal activity as the baby conserves energy 

by moving less frequently (111). Placental dysfunction can be caused 

by maternal conditions such as hypertension, diabetes, pre-eclampsia, 

or infections, as well as lifestyle factors like smoking, alcohol 

consumption, excessive weight and obesity (112-114). Fetal factors 

that may impede fetal growth and contribute to the occurrence of 

IUGR include chromosomal anomalies, congenital malformations, 

and fetal infections (115). 

SGA is associated with an increased risk of fetal death, neonatal 

mortality, and a range of short- and long-term health complications. 

The perinatal mortality rate of babies affected by growth restriction is 

seven to ten times higher than that of the general population (116). 

Early diagnosis and timely clinical interventions are critical to 

improving survival for babies that are growth-restricted (117). In 

Sweden, fetal growth is systematically monitored by the midwife as 

part of the antenatal care program by regularly measuring symphysis 

fundal height from gestational week 25 onwards (118). The procedure 

involves measuring the distance from the maternal pubic bone to the 

top of the uterus using a tape measure. If insufficient symphysis 

fundal height growth is observed, growth restriction may be 

suspected, prompting further diagnostic evaluations such as 

ultrasound assessments, cardiotocography (CTG), and umbilical 

artery Doppler to assess blood flow in the umbilical artery (117).  

 

1.5.2 Stillbirth 

The absence of fetal movements can indicate that the baby is no 

longer alive. In Sweden, stillbirth is defined as the birth of a baby with 

no signs of life after 22 completed weeks of pregnancy (9). Over the 

past decade, the national stillbirth rate in Sweden has decreased from 

4.1/1000 births in 2014 to 2.9/1000 births in 2023 (119). However, 
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this figure differs, both within the population and between regions, 

with migrants and women of low socio-economic position having 

increased risks of stillbirth (9). This unequal distribution of stillbirth 

across the population has also been observed in other high-resource 

countries (120).  

The most common cause of stillbirth is IUGR and placental 

insufficiency, accounting for approximately one third of cases (116, 

121). Other risk factors for stillbirth in high-resource countries 

include primiparity, overweight and obesity, advanced maternal age, 

smoking, diabetes mellitus, and hypertension (122, 123). Additionally, 

two regional audits conducted in Sweden found that substandard care 

is common in cases of stillbirth (124, 125). One of these audits, 

conducted in Region Stockholm, determined that 30 per cent of 

stillbirth cases were assessed as probably or possibly preventable, with 

non-Swedish-speaking women being overrepresented. Multiple 

caregivers, lack of continuity in antenatal care, and not adhering to 

basic monitoring protocols were identified as risk factors for delays 

that may have contributed to the stillbirth (124). Placental 

histopathology and autopsy are considered the most valuable 

diagnostic tools to determine the underlying causes of a baby’s death 

(126). Understanding the cause of death can guide management of 

future pregnancies and offer valuable insights that support parents 

during the grieving process (127).  

 

1.5.3 Maternal awareness of fetal movements 

Promoting maternal awareness of fetal movements is a stillbirth 

prevention strategy recommended by the Swedish National Board of 

Health and Welfare (9). As part of the antenatal care programme, 

women receive information about fetal movements around 

gestational week 24, and are advised to seek hospital care if they 

notice any decrease or change in their baby’s movement pattern (118).  

Descriptions of maternal awareness of fetal movements can be traced 

far back in ancient history, and it is likely one of the oldest ways in 

which women have assessed their unborn baby’s well-being. Well 
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before medical technology for monitoring fetal life was available, the 

woman’s initial perception of the baby’s movements was used to 

establish the duration of pregnancy (94). Still today, women associate 

fetal movements with a healthy pregnancy (128). Most women start to 

notice fetal movements from gestational week 16–18, with second-

time mothers often perceiving them somewhat earlier than first-time 

mothers (129). In full-term pregnancy, women describe movements 

as strong and powerful, large, slow, stretching, from side to side, light, 

and startling (130). For most women, it is easier to perceive 

movements when lying down on the side, and more difficult when 

lying in a supine position, when sitting or standing (131). Sensing the 

baby’s movements for the first time can be a powerful confirmation 

for women that they are indeed carrying a baby that is growing inside 

them (132). Awareness of fetal movements can help women establish 

a relationship with the unborn baby and strengthen the process of 

prenatal bonding during pregnancy (133). 

Concerns regarding decreased fetal movements is common among 

pregnant women, and in Sweden, approximately one in five women 

seek hospital care for decreased fetal movements during pregnancy 

(134, 135). Studies conducted in Region Stockholm revealed that 

women who sought hospital care for decreased fetal movements were 

more likely to be primiparous, overweight or obese — with in vitro 

fertilisation, post-term pregnancy, and previous psychiatric treatment 

also being more common (136, 137). Other predictors identified for 

seeking care were country of birth and educational level; women born 

in Africa sought care less often than women born in Sweden, as did 

women with the lowest educational level compared to women with a 

university-level education (137). Reasons why women may hesitate to 

seek care for decreased fetal movements include believing the changes 

are temporary, not wanting to burden the healthcare system, or still 

perceiving some movement (138). A study from the United Kingdom 

found a significant decrease in first attendances for decreased fetal 

movements during the pandemic (139), but the reasons for this 

decline remain unknown.  
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1.5.4 Mindfetalness 

In the 1970s, two different methods for counting fetal movements 

were introduced: the Cardiff method and the Sadovsky method. The 

Sadovsky method involves counting fetal movements for one hour, 

three times daily (140), while the Cardiff method measures the time it 

takes for a woman to perceive ten movements (141). However, the 

reliability of these counting methods has been questioned due to the 

significant variation in fetal movement patterns between individual 

pregnancies. Additionally, these methods do not account for the 

strength or characteristics of the movements, which are important 

indicators of fetal well-being. A woman’s subjective perception of her 

unborn baby’s movements may therefore be a more effective way to 

determine whether fetal activity is normal or not (142). This principle 

forms the foundation of Mindfetalness, a concept that emphasises 

focused awareness of the unborn baby’s movements as the key factor 

in assessing fetal movements (143).  

Mindfetalness was first presented by Ingela Rådestad in 2012 (143). 

Mindfetalness is practiced from gestational week 28, always at a time 

when the baby is awake and active. Ideally, the woman lies on her left 

side, as it is easier to perceive movements in this position. For 

approximately 15 minutes, the woman shifts her focus to the intensity 

of the movements, the way in which the baby moves, and how much 

the baby moves, without counting each movement. The questions to 

be answered are whether the movements have the same intensity as 

usual, whether the baby moves as much as usual, and whether the 

movements are felt as clearly as usual. By focusing on the unborn 

baby’s movements in this structured manner, the woman’s knowledge 

of when and how her baby moves during the day increases (144). 

Mindfetalness is based on familiarity with the unborn baby’s 

movement pattern, increasing the likelihood of early detection if the 

movements changes in a way that should prompt the woman to seek 

healthcare. By lying on the left side, the blood flow to the placenta is 

optimised, which is beneficial for the baby’s growth and development 

(145). Practicing Mindfetalness means a conscious, concentrated, and 
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mindful presence with focus on the baby’s movements. Mindfulness 

exercise during pregnancy can promote calmness and relaxation by 

focusing on the present moment, helping women to better manage 

any worries or stress during pregnancy (146, 147). Fetal movement 

awareness can also create a deeper sense of connection and 

attachment to the unborn baby (133). Through physical awareness of 

the baby’s movements, women may experience increased confidence 

and empowerment during pregnancy. This heightened consciousness 

allows expectant mothers to better understand their baby’s patterns 

and rhythms and gain a sense of active participation in their 

pregnancy. By encouraging this embodied awareness, women can 

transform their pregnancy experience from one that is passive into an 

active, engaged process that supports their reproductive agency (148). 

The intended mechanisms of Mindfetalness are summarised in Figure 

1. 

 

 
Figure 1. Intended mechanisms of the Mindfetalness concept (own figure). 
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1.5.5 Fetal movement interventions 

In recent years, three large trials focusing on fetal movement as an 

indicator for fetal well-being have been conducted in three different 

high-resource settings with the aim of improving birth outcomes and 

reducing stillbirth. The design of these trials, the intervention 

components, and their effectiveness have varied.  

The AFFIRM trial (awareness of fetal movements and package to 

reduce fetal mortality), conducted in Ireland and the United Kingdom 

between 2014 and 2016, was a stepped wedge cluster-randomised 

controlled trial including data from 409,175 pregnancies across 33 

maternity hospitals (149). The intervention consisted of an e-learning 

package for all clinical staff in participating hospitals, focusing on the 

significance of a recent change in fetal movement frequency and the 

management of decreased fetal movements. Additionally, a leaflet for 

pregnant women —typically distributed around 20 weeks’ gestation— 

was provided to raise awareness. Hospitals also received a 

standardised management plan for identifying high-risk babies, which 

was implemented for women presenting with decreased fetal 

movements from 24 weeks’ gestation onward. The management plan 

included CTG, measurement of amniotic fluid volume, and a scan to 

estimate fetal growth. If any of these examinations showed abnormal 

findings, birth was recommended for women who were at or beyond 

37 weeks of gestation. Recommendations for women at less than 37 

weeks’ gestation were specified in a protocol. The trial found no 

statistically significant reduction in the primary outcome which was 

stillbirth, but reported increased rates of induction of labour, 

caesarean section, and prolonged admission to neonatal intensive care 

unit (NICU) (149). 

The Mindfetalness trial, that forms the foundation of this project, was 

a cluster-randomised controlled trial, conducted in Region Stockholm 

between 2016 and 2018 (10). The trial included 39,865 women with a 

singleton pregnancy from 67 different midwifery clinics, who gave 

birth from gestational week 32 onwards. The intervention consisted 

of a leaflet about fetal movements and the Mindfetalness concept that 



21 

was distributed by midwives to women attending the antenatal care 

programme in gestational week 24. The leaflet was available in nine 

different languages, including Swedish, English, Spanish, Arabic, 

Sorani, Somali, Farsi, Polish, and Turkish. A website presenting the 

same information as the leaflet was available for anyone to access. 

Additionally, the midwives at the midwifery clinics randomised to the 

intervention group received a lecture about fetal movements and 

Mindfetalness, and a monthly newsletter summarising research 

findings within the field of fetal movements. Routine care included 

providing all women with information about fetal movement in 

gestational week 24 and advising them to contact healthcare if they 

experienced decreased or altered movements. The findings indicated 

that the proportion of women contacting healthcare for decreased 

fetal movements was higher for women who had received 

information about Mindfetalness than it was for women who had 

received routine information: 6.6 per cent in the intervention group 

versus 3.8 per cent in the control group. Women in the intervention 

group also had an increased rate of spontaneous start of labour and a 

decreased rate of caesarean section and post-term birth. There was no 

statistically significant reduction in the intervention group regarding 

Apgar score below seven at five minutes, but there were lower rates 

of SGA babies (≤10th centile) and fewer admissions to NICU among 

women who received Mindfetalness information compared to the 

routine care group. The trial did not report on stillbirth. 

The My Baby’s Movements trial, a stepped-wedge cluster-randomised 

controlled trial, was conducted across 27 maternity hospitals in 

Australia and New Zealand between 2016 and 2019 (150). Women 

with a singleton pregnancy, without major fetal anomaly, from 

gestational week 28 were included — 290,105 births in total. The 

intervention consisted of an education package for clinical site teams, 

awareness-raising materials for antenatal clinics (such as posters), an 

eLearning programme developed by the research team for maternity 

care staff, and a mobile phone app for pregnant women. Routine care 

included information about what constitutes normal fetal movements 

and advising women to seek healthcare in case of decreased fetal 
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activity. Upon seeking care, a thorough examination, including CTG 

and ultrasound, was advised. The trial found no effect on the primary 

outcome stillbirth, or on any other birth outcomes (150).  

Based on the findings from these trials, the impact of promoting 

awareness of fetal movements on reducing stillbirths and improving 

other birth outcomes remains uncertain (151). However, during the 

AFFIRM and Mindfetalness trials, a reduction in the overall stillbirth 

rate was observed across the populations. Although the reasons for 

these declines are unknown, it may suggest that increased focus on 

fetal movement awareness can contribute to a reduction in stillbirth. 

Further, all trials reported challenges in the implementation process 

that may have impacted their effectiveness. In the AFFIRM trial, 

almost 40 per cent of the maternity centres involved failed to adhere 

to all intervention components (149). Similarly, in the My Baby’s 

Movements trial, the reach of certain components was limited, with 

only 18.3 per cent of women downloading the mobile phone app 

designed to enhance their understanding of fetal movements and 

encourage timely healthcare contact in cases of decreased fetal activity 

(150). In the Mindfetalness trial, the proportion of women who 

contacted healthcare for decreased fetal movements was significantly 

lower than the approximately 20 per cent reported in other Swedish 

studies (134, 135). This outcome was measured using the Swedish 

classification of health procedures (KVÅ) code AM041 (Examination 

due to decreased fetal movements) (152). The lower proportion observed in 

the trial is likely explained by the fact that data were retrieved solely 

from the Swedish Pregnancy Register, which does not capture all 

cases of AM041-coded healthcare contacts. In summary, the results 

from these trials point to the difficulties in both implementing and 

evaluating complex health interventions in maternity healthcare 

settings.   
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2 Rationale 
Compared to Swedish-born women, migrant women in Sweden have 

an increased risk of adverse pregnancy and birth outcomes. Swedish-

Somali migrant women are particularly at risk for negative neonatal 

outcomes associated with decreased fetal movements, such as fetal 

growth restriction and stillbirth. In addition, migrant women are less 

likely than Swedish-born women to contact healthcare for decreased 

fetal movements, which is the starting point of this thesis. 

The knowledge gap we aim to address is twofold: first, identifying the 

factors that influence migrant women’s awareness and care-seeking 

behaviour for decreased fetal movements; and second, determining 

whether a modified Mindfetalness-based intervention aimed at 

increasing awareness of fetal movements can improve birth outcomes 

for Swedish-Somali migrant women. The theoretical foundation of 

this project is that a person’s health and health outcomes are 

influenced by multiple interconnected factors. Accordingly, this 

project explores a wide range of health determinants, including the 

structure and accessibility of maternity healthcare services, individual 

attitudes and practices, socio-economic factors, and the broader 

context of healthcare challenges during a pandemic. 

The findings from this thesis may contribute to develop health 

strategies, policies, and interventions that promote equitable 

healthcare access for migrant women in Sweden, thereby reducing 

inequities in maternal and neonatal health. This knowledge is relevant 

to researchers and stakeholders across various disciplines involved in 

women’s and newborns’ health.  
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3 Research aims  
This thesis aimed to explore access to fetal movement care among 

migrant women in Sweden, with a particular focus on Swedish-Somali 

migrant women. The specific aims of the included studies were as 

follows:  

 

I. To explore how women with Somali background 

perceive fetal movements, process information about 

fetal movements, and take actions if decreased fetal 

activity occurs. 

II. To explore midwives’ experiences providing 

information and advice regarding fetal movements to 

migrant women. 

III. To examine whether the proportion of healthcare 

contacts for decreased fetal movements changed during 

the Covid-19 pandemic, and if this varied according to 

women’s demographic characteristics.   

IV. To evaluate the effect of a Mindfetalness-based 

intervention in increasing awareness of fetal movements 

and its impact on birth outcomes among Swedish-

Somali migrant women.  
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4 Theoretical perspective: A socio-

ecological model  
In this thesis, a socio-ecological model on health promotion, as 

proposed by McLeroy et al. (153), is integrated into the discussion of 

the findings. Building on the work of American psychologist Urie 

Bronfenbrenner in the 1970s (154), a socio-ecological perspective 

emphasises that health and health behaviours are not solely the result 

of individual choices, but are shaped by interactions between 

individuals, their families, communities, and the broader societal 

context. This perspective was chosen due to its capacity to broaden 

the understanding of factors that may influence migrant women’s 

access to fetal movement care, and to provide insights into how 

health-promoting programmes and interventions can be successfully 

designed to improve birth outcomes. 

The model, comprising five interconnected layers as illustrated in 

Figure 2, has been modified to support the aims of this thesis. The 

intrapersonal layer considers individual characteristics such as 

knowledge, attitudes, beliefs, self-concept, and skills that may 

influence health-related behaviours and decisions. The interpersonal 

layer incorporates significant others within the woman’s network that 

can influence her health decisions. This layer includes both formal 

and informal social networks and support systems, such as family, 

friends, peers, neighbours, work colleagues, religious leaders, and 

healthcare professionals. The organisational layer includes rules, 

regulations, and informal structures within maternity healthcare 

settings that may influence professional practice and affect health 

behaviours and outcomes. These are factors that the organisation has 

the capacity to shape and adjust. The community layer incorporates the 

wider social community, including schools, workplaces, and 

neighbourhoods. This layer also encompasses psychological 

perceptions of belonging to a larger collective that shares similar 

norms and values. Socio-economic resources are positioned within 

this layer as structural factors embedded within communities. The 
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policy layer consists of regional policies and regulations that control and 

govern the organisation of maternity healthcare, influencing 

professional practice (153).  

 

 

 

Figure 2. The socio-ecological model with its interconnecting layers. 
Modified from McLeroy et al. (153). 
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5 Materials and methods 
This thesis comprises four studies with different study designs. Study 

I and II adopted qualitative approaches to explore the perspectives of 

women and midwives regarding fetal movement awareness and their 

experiences of fetal movement care. Study III and IV employed 

quantitative approaches, utilising registry data to examine care-seeking 

patterns for decreased fetal movements during the Covid-19 

pandemic and to assess the effect of an intervention aimed at 

enhancing fetal movement awareness among Swedish-Somali migrant 

women. Table 1 shows an overview of the studies included, with 

further details provided in the subsequent sections. 

 

Table 1. Overview of the design and methods of the included studies. 

 

Study Design Data collection Sample Data 
analysis 

I Qualitative 
Exploratory 

design 

Semi-structured 
individual 
interviews 

Women born in Somalia 
with a singleton 
pregnancy from 

gestational week 28 or 
postpartum (n=15) 

Content 
analysis 

Inductive 
approach 

II Qualitative 
Exploratory 

design 

Semi-structured 
individual 
interviews 

Midwives experienced in 
providing fetal 

movement care to 
migrant women (n=15) 

Thematic 
analysis 

Inductive 
approach 

III Quantitative 
Retrospective 
population-

based cohort 
study 

Registry data 
from the Swedish 

Pregnancy 
Register and the 
National Patient 

Register 

Women with KVÅ code 
AM041 in Region 
Stockholm from 

gestational week 22 
Pre-pandemic 

(n=11,689) 
Pandemic (n=7,102) 

Comparative 
analysis 
Logistic 

regression 

IV Quantitative 
Non-

randomised 
intervention 
study with a 

control group 

Registry data 
from the Swedish 

Pregnancy 
Register and the 

Swedish Neonatal 
Quality Register 

Women born in Somalia 
with a singleton 

pregnancy, giving birth 
from gestational week 32 

Intervention group 
(n=1,251) 

Control group (n=1,555) 

Comparative 
analysis 
Logistic 

regression 
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5.1 STUDY SETTING 

All four studies presented in this thesis were carried out in Sweden 

and the findings should be understood within this context. All data 

used across the four studies are based on women enrolled in the 

antenatal care programme (Study I, III, IV), and on midwives working 

within the maternity healthcare system (Study II).  

Approximately 100,000 to 120,000 children are born in Sweden each 

year (25). From a global perspective, the maternal and newborn 

mortality rate in Sweden is low (5 women and 1.4 babies in 1,000 

births). The main reason for this is the well organised and established 

maternity healthcare system, with access to trained and specialised 

healthcare professionals, contraceptives, safe abortions, vaccination 

programmes, and advanced neonatal care (81). Maternity healthcare is 

governed at a regional level through 21 regions that have the primary 

responsibility for providing care within their respective geographic 

areas. The care provided is funded through general taxes and is free 

of charge for Swedish citizens, most asylum seekers, and 

undocumented migrants (155). During pregnancy, women are offered 

care according to an antenatal care programme that recommends a 

minimum of nine care appointments with a midwife. The purpose of 

the programme is to promote a healthy pregnancy and identify risks 

for pregnancy-related complications at an early stage. Lifestyle habits, 

social factors, medical and psychological history, and previous 

pregnancies and childbirths are assessed, focusing on both the 

woman, her partner and immediate family. The antenatal care 

programme also includes preparation for childbirth and the postnatal 

period, where women receive information and support to feel secure 

and well-prepared to give birth (118). Almost all pregnant women 

make use of maternity healthcare in Sweden, with nearly 100 per cent 

participating in the antenatal care programme (119). 
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5.2 THE MODIFIED MINDFETALNESS INTERVENTION 

The point of departure for the Mindfetalness-based intervention in 

this project is the Mindfetalness trial conducted in Region Stockholm 

between 2016 and 2018 (10). The findings from that trial indicated 

that women who received information about Mindfetalness in their 

first language showed an increase in healthcare contacts in response 

to decreased fetal movements. Building on this knowledge, we 

hypothesised that a modified Mindfetalness-based intervention 

tailored specifically for women born in Somalia would enhance 

awareness of fetal movements, leading to an increase in healthcare 

contacts for decreased fetal movement and, ultimately, improved 

birth outcomes.  

The modifications made to the intervention components included 

adding a video to the Mindfetalness information materials, featuring a 

woman of Somali background, with the information narrated in 

Somali. We also focused on increasing the participating midwives’ 

knowledge of pregnancy-related risks specific to this group through 

lectures and a monthly newsletter (a total of 19) that summarised 

research relevant to the intervention. These modifications aimed to 

further improve the availability, accessibility, acceptability, and quality 

(15) of the fetal movement information provided as part of the 

intervention. Similar to the original Mindfetalness trial, the modified 

Mindfetalness-based intervention in this project aimed to raise 

awareness of fetal movements as an indicator of the unborn baby’s 

well-being, and encourage women to become familiar with the pattern 

of their unborn baby’s movements through the Mindfetalness 

concept (143).  

The intervention was delivered by the midwife around gestational 

week 24, when information about fetal movements is usually 

provided for the first time. Women who met the inclusion criteria 

received a leaflet about Mindfetalness (see Appendix 1) that was 

available in Swedish and Somali. Additionally, a website presenting 

the same information as the leaflet and displaying the information 

video was accessible through a QR-code on the back of the leaflet. 
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Women were encouraged to start practicing Mindfetalness in 

gestational week 28 and continue until the baby was born. If the 

midwife first encountered the woman later in pregnancy, the 

information was provided then.  

As part of the modified intervention, all midwifery clinics received an 

introductory lecture on fetal movements, Mindfetalness, and 

pregnancy-related complications specific to Swedish-Somali migrant 

women before distributing the information materials. This 

educational component aimed to enhance the midwives’ knowledge 

and preparedness to effectively implement the intervention. 

Additionally, research findings generated from other parts of the 

project were presented to each clinic on one or two occasions 

throughout the intervention period. Due to the wide geographic 

distribution of the clinics and Covid-19 pandemic restrictions on in-

person gatherings, most lectures were delivered online.  

The intervention was designed to enhance knowledge and promote 

behavioural change among both women and midwives. For women, 

the intervention involved learning about a concept for monitoring 

fetal movements, as well as dedicating time and effort to practice it. 

For midwives, the intervention meant adopting a new professional 

approach to providing information about fetal movements. Given 

these several interacting components and the context-depended 

nature, this intervention can be classified as complex. Unlike simple 

interventions, which typically follow a straightforward cause-and-

effect relationship, complex interventions consist of multiple 

interacting components. Their effectiveness is often shaped by the 

context in which they are implemented, including organisational 

culture, socio-economic conditions, and local practices. In complex 

interventions, the relationship between various elements and their 

impact on outcomes depends on how all these components interact 

with one another (156). The specific components and intended 

mechanisms of the modified Mindfetalness intervention are illustrated 

in a logic model presented in Figure 3. 
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5.3 METHODOLOGICAL PERSPECTIVES 

This thesis is situated within the knowledge tradition of caring 

science, integrating perspectives from medical, human, and social 

sciences, aligning with Sophiahemmet University’s research area The 

human perspective in illness, care, and health. Key principles of caring 

science that permeate this project include applying a holistic lens to 

the research problem, incorporating the woman’s perspective, and 

focusing on the interaction between the woman and the midwife 

(157). The four studies included in this thesis employ diverse research 

methodologies to address specific research aims. Through a 

combination of qualitative and quantitative designs, incorporating 

both inductive and deductive approaches, various dimensions of the 

research phenomenon have been explored. Each study is framed by 

distinct ontological and epistemological perspectives, shaping its 

design and methodological approach. 

Study I and II are grounded in interpretive social constructivism, which 

posits that knowledge is socially and culturally constructed, adopting a 

relativist perspective that rejects the notion of an objective, universal 

truth (158). This perspective emphasises the importance of 

understanding phenomena through the lived experiences of 

participants, focusing on meaning and context. In these studies, I 

conducted in-depth interviews using open-ended questions, followed 

by inductive data analysis. This methodology facilitated the 

exploration of diverse perspectives and viewpoints, providing a more 

comprehensive understanding of the various factors influencing fetal 

movement awareness and care within the study populations. Study III 

and IV adopt a positivist epistemological perspective, which asserts that 

reality exists independently of human perception and can be 

objectively measured (159). This perspective underpins the 

quantitative design of these studies, where predefined hypotheses 

were tested, aiming to identify associations between variables through 

statistical analysis.  

By integrating these diverse perspectives, various dimensions of the 

research problem have been explored, ranging from individual 
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experiences to broader patterns, and from subjective meanings to 

objective measurements. 

 

5.3.1 Reflexivity 

Although complete objectivity in qualitative research is often 

considered unrealistic (160), being aware of one’s own biases, 

assumptions, and positionality is essential to maintaining the integrity 

of the research (161). Throughout this project, I have critically 

reflected on how my professional experience as a midwife has shaped 

my preunderstanding of the study phenomenon. As a mother of 

three, I have also considered how my personal experiences with fetal 

movement awareness have influenced my perspectives. This 

continuous reflexivity has involved frequently discussions with co-

authors, and other researchers, about how my motivations, 

experiences, and perspectives may have shaped methodological 

decisions, and framed the analytical lens through which I interpreted 

the data (162). It has also involved critical reflection on how my 

position as a white, Swedish-born woman representing the majority 

society and trained as a midwife within a biomedical paradigm, may 

have influenced power dynamics and interactions during data 

collection, as well as the interpretation of data (163).  

 

5.4 STUDY I 

This study aimed to explore how women with Somali background 

perceive fetal movements, process information about fetal 

movements, and take actions if decreased fetal activity occurs. To 

address the study aim, a qualitative, exploratory design with an 

inductive approach was employed.  

 

5.4.1 Study participants  

The inclusion criteria for Study I were women born in Somalia, with a 

singleton pregnancy, registered at a midwifery clinic, and enrolled in 
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the antenatal care programme. Women were interviewed after 

pregnancy week 28 or postpartum. The purpose of interviewing the 

women in the third trimester and onwards was to ensure that they 

had had the opportunity to reflect on fetal movements after having 

received information about it from their midwife, generally around 

gestational week 24.  

The study participants were recruited by midwives from four different 

midwifery clinics (located in two large cities) and by four healthcare 

professionals who —through their work or personal contacts— 

encountered women from Somalia. The midwifery clinics were 

chosen because they were situated in areas that have a large migrant 

population in general, and, specifically, many women who were born 

in Somalia. Engaging additional healthcare professionals in the 

recruitment process was a way to make it more efficient. Women 

meeting the inclusion criteria were informed about the study and 

invited to participate. Those who expressed interest were contacted 

by telephone, and I provided more detailed information about the 

study. To ensure that all women understood the study’s purpose and 

what their participation entailed, women who did not speak Swedish 

were contacted and informed by a Somali-speaking doula. Women 

who agreed to participate received both verbal and written 

information about the study. They were told that the interviews 

would be recorded, and that they could withdraw from the study at 

any time. Written, informed consent was obtained prior to each 

interview. The written information was available in both Swedish and 

Somali.  

The women interviewed had lived in Sweden for between six and 28 

years, with an average of nine years. Twelve women were interviewed 

between gestational weeks 29 to 40, and three women were 

interviewed between two- and seven-weeks post-partum. Background 

information of the 15 study participants is presented in Table 2.  
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Table 2. Background information of the 15 study participants. 

Background characteristic                                                                  n 
Parity Primiparous 4 

Multiparous 11 

Educational level University 1 

Secondary school 5 

Primary school 4 

<9 years 5 

Occupation Working 6 

Studying 3 

Parental leave 6 

Family situation Co-living with partner  13 

Single 2 

 

5.4.2 Data collection 

I conducted the individual, semi-structured interviews between 

October 2021 and September 2022. The data collection method was 

chosen as it was suitable to explore perceptions and opinions, 

especially regarding subjects that participants may have limited 

experience discussing. The flexibility offered in semi-structured 

interviews allowed me to ask questions based on the participant’s 

responses and focusing on issues that were meaningful to them (164). 

This permitted a deeper understanding of the study phenomenon. 

Before designing the interview guide, a group discussion with 

midwives working in two of the midwifery clinics involved in the 

recruitment process was conducted. The aim was to gain insights into 

the midwives’ experiences related to the research question, and to 

create a conceptual basis for the interviews. To capture the study 

participants’ personal experiences and allow new perspectives to 

emerge during the interview, the questions in the interview guide were 

open-ended. Follow-up questions were used as probes, encouraging 

the participants to elaborate and, in some cases, give examples of their 

responses. When needed, simpler language and shorter sentences 

were used to clarify the questions.  

Of the 15 individual interviews, ten were conducted in Swedish; the 

other five were carried out via a Somali-speaking interpreter who 
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connected by telephone. Four different female interpreters were used, 

none of whom were known to any of the study participants. The 

purpose of using only female interpreters was to make the women 

feel more comfortable answering questions that could be perceived as 

private. Choosing interpreters who were unfamiliar with the women 

and did not belong to their community aimed to safeguard the 

participants’ confidentiality, and foster a sense of trust among the 

women, reassuring them that their responses would remain private 

and would not be disseminated within their social circles (165). The 

purpose of this approach was to encourage more open and honest 

communication during the interviews, potentially leading to richer 

and more accurate data collection. The interpreters were informed 

about the aim of the study beforehand but did not have any further 

knowledge in the research area or any involvement in the study 

procedures. Offering an interpreter made it possible to include 

women who would otherwise have been excluded due to language 

barriers (166). This was important to capture a diversity of 

perspectives and experiences related to the study phenomenon.  

To facilitate participation, the study participant chose the time and 

location for the interview (165). Nine women were interviewed at the 

midwifery clinic they attended, five were interviewed in their homes, 

and one interview was conducted online. The interviews were 

recorded and lasted between 24 and 81 minutes (median=42). The 

appropriateness of the number of participants was continuously 

assessed based on the depth and relevance of the interviews. 

Gradually, during the data collection period, I transcribed all 

interviews verbatim. This process ensured that the data collected was 

sufficient to address the research question. In the interviews 

conducted with the help of an interpreter, only the interpreter’s 

translation was transcribed.  

 

5.4.3 Data analysis 

For the analysis, content analysis following the approach of Elo & 

Kyngäs (167) was employed. This approach was appropriate since 
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prior knowledge within the research field was limited, and it allowed 

us to identify patterns and variations in the data that could lead to 

new insights. Additionally, since many of the study participants only 

spoke limited Swedish, it was suitable to employ a method that 

enabled a close textual analysis, as is the case with content analysis 

(168). 

The analysis process followed three main phases: preparation, organising, 

and reporting (167). In the preparation phase, the transcripts from the 

interviews were read several times to become familiar with the data. 

In the organisation phase, significant segments of the text, so-called 

meaning units, that responded to the study aim were identified and 

labelled with a code. The codes were sorted according to similarities 

and differences into two generic categories that represented 

significant aspects of the data. The meaning units labelled with codes 

were organised into sub-categories, and finally, an overarching main 

category was formed. In the reporting phase, the coded data was 

analysed, focusing on identifying patterns related to the research 

questions. Together with the last author, Kerstin Erlandsson, I 

conducted the initial phases of the analysis process, which included 

familiarisation with the data and coding of meaning units. The 

categories were subsequently discussed and refined in collaboration 

with all co-authors. 

 

5.5 STUDY II 

This study aimed to explore midwives’ experiences providing 

information and advice regarding fetal movements to migrant 

women. Similar to Study I, we employed a qualitative, explorative 

design with an inductive approach. 

 

5.5.1 Study participants 

Midwives with experience of providing information and care related 

to fetal movements to migrant women were invited to participate in 
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the study. In order to capture a wide range of study participants, in 

terms of age, experience, knowledge, workplace, and geographic 

location, a strategic sampling approach was used. An open invitation 

to participate in the study was sent out by e-mail to selected 

midwifery clinics located in areas with a large migrant population. 

Additionally, members of the research team directly reached out to 

specific midwives who met the inclusion criteria, two of whom 

worked in midwifery clinics participating in the modified 

Mindfetalness intervention within this project. All midwives that were 

approached chose to participate. The primary reason for mainly 

including midwives who were not participating in the modified 

intervention was to ensure that the outcome did not solely reflect the 

perspectives of the midwives who might have been influenced by the 

intervention’s components. The approach used to recruit study 

participants led to a broad representation of antenatal healthcare 

settings, including midwifery clinics, birth units, specialised maternal 

care clinics, and obstetric emergency care facilities, spanning both 

larger urban areas and smaller cities across Sweden. The age of the 

participants ranged from 29 to 59 years, and their professional 

experience in midwifery ranged from six months to 16 years. 

Midwives who agreed to participate received both verbal and written 

information about the study. They were told that the interviews 

would be recorded, and that they could withdraw from the study at 

any time. Written, informed consent was obtained prior to the start of 

the interviews. 

 

5.5.2 Data collection 

Data was collected through individual, semi-structured interviews. To 

capture the individual experiences of the study participants, an 

interview guide featuring open-ended questions was used. This guide 

was developed through collaboration between the last author, Kerstin 

Erlandsson, and me. To enable the inclusion of study participants 

from different parts of Sweden, most of the data collection was 

conducted online through video calls. Two of the study participants 

had their interviews face-to-face, at their request. 
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The concept of information power (169) guided the assessment of an 

appropriate sample size. I transcribed and reviewed the interviews 

continuously during the data collection period. In this way, the 

number of study participants needed was continuously assessed, and 

the recruitment ended when the sample had sufficient information 

power. The five dimensions to determine the appropriate sample size 

according to this approach included:  

Study aim: The breadth or narrowness of the study’s objective affects 

the required sample size. A broader aim needs a larger sample to 

capture diverse perspectives (169). The aim of this study was narrow, 

as it focused on exploring the experiences related to a specific aspect 

of midwifery practice that targeted a particular group of women. 

Sample specificity: Highly specific samples with participants closely 

matching the study criteria may provide more relevant information, 

reducing the required sample size (169). In this study, a purposive 

sample approach was used, which resulted in a dense sample 

specificity. The participants belonged to a specified target group that 

possessed experiences that were directly relevant to the study’s aim 

and that had not been previously investigated. 

Theoretical background: Studies grounded in established theories require 

smaller samples, as the existing theoretical framework can guide data 

interpretation (169). This study draws on some theoretical concepts, 

but overall, the study used an inductive approach, with limited 

reliance on pre-existing theoretical frameworks. 

Quality of dialogue: Rich, in-depth interviews with articulate participants 

can yield more information, which reduces the need for a large 

sample (169). In this study, the communication between the study 

participant and me was clear and effective, and the interviews 

provided rich, detailed descriptions of the study phenomenon. 

Analysis strategy: An exploratory analysis method requires larger 

samples compared to more focused, theory-driven analyses (169). In 

this study, the analysis started with individual case analyses and then 
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moved to cross-case comparisons to identify patterns, similarities, and 

differences.  

 

5.5.3 Data analysis 

For the analysis, reflexive thematic analysis following the approach of 

Braun & Clarke (170) was employed. This approach was chosen as it 

allows for an inductive analysis, focusing on exploring patterns of 

meaning within the data through an open and flexible process. The 

analytical process followed six phases:  

In phase one, the transcripts were read several times to become closely 

acquainted with the dataset. This involved critically engaging with the 

data and asking questions to construct meaning from the information 

presented. 

In phase two, the dataset was systematically worked through and 

segments of the data relevant to the research question were labelled 

with a code. This initial coding was carried out on a semantic level, 

with the aim being to reflect the participants’ language and 

perspectives.  

In phase three, patterns of meaning across the dataset were identified, 

and codes that shared a concept were grouped into potential themes. 

In phase four, the themes generated in phase three were further 

developed. This process involved reviewing the themes, ensuring that 

each theme accurately represented, and was substantiated by, the data 

extracted. The analysis included verifying (i) that the themes were 

internally consistent and distinct from one another, (ii) if there was 

enough data to support the theme, and (iii) the extent to which each 

theme was relevant to the research question. In this phase, the 

analytical approach shifted from a semantic orientation to including a 

more latent perspective. 

In phase five, the themes were defined and named. Defining each theme 

included reflecting upon what the theme was about, what the 

boundary of the theme was, what was unique and specific to the 
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theme, and how each theme contributed to the overall analysis. The 

name of the theme aimed to capture its essence. 

In phase six, the analytic process was articulated and written down, and 

examples from the generated themes were highlighted. 

The analysis progressed through an iterative process, moving back 

and forth between the different phases, refining the understanding 

and interpretation of the data, ensuring that no important themes or 

patterns were overlooked. This process facilitated discussions and 

consensus-building among the members of the research team (170). 

 

5.6 STUDY III 

This study aimed to examine whether the proportion of healthcare 

contacts for decreased fetal movements changed during the Covid-19 

pandemic, and if this varied according to women’s demographic 

characteristics. To address this aim, a quantitative, retrospective 

cohort study was conducted using data collected from the Swedish 

Pregnancy Register (171) and the National Patient Register (172).  

 

5.6.1 Sample 

The sample consisted of 18,791 women who contacted healthcare for 

decreased fetal movements and received the KVÅ code AM041 in 

Region Stockholm before (n=11,689) and after (n=7,102) the onset 

of the Covid-19 pandemic. We chose to focus solely on Region 

Stockholm due to its large population and because the KVÅ code 

AM041 is well established within this region. The timeframe for the 

pre-pandemic period was specified as 1 January 2017 to 31 December 

2019, and the timeframe for the pandemic period was set as 13 March 

2020 to 31 March 2022. A transition period between the pre-

pandemic and pandemic period was established as 1 January 2020 to 

12 March 2020 (Table 3). The date marking the beginning of the 

pandemic period, 13 March, is the date that the Public Health Agency 

of Sweden announced that Sweden had entered a new phase of the 
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pandemic with a heightened risk of community-acquired Covid-19 

(173). Women who were pregnant during the transition period, 

and/or in multiple periods, were excluded from the sample. 

Excluding the transition period helped maintain a clear separation 

between the two timeframes and avoided the pre-pandemic group 

being in any way affected by the pandemic that started to spread early 

in 2020. Since the National Patient Register do not provide 

information on patients with temporary social security numbers, 

women without a Swedish personal identity number were not 

included in the study sample. 

 

Table 3. Categorisation of data according to the woman’s gestational period. 

Pre-pandemic period Transition period Pandemic period 

1 January 2017 
to 

31 December 2019 

1 January 2020 
to 

12 March 2020 

13 March 2020 
to 

31 March 2022 

 

 

5.6.2 Data collection and outcome variables 

Data were collected from two population-based registers with high 

coverage. The Swedish Pregnancy Register holds comprehensive 

information on each pregnancy in Sweden, from the first antenatal 

healthcare appointment to the postpartum visit (171). The National 

Patient Register is a quality register containing data on diseases and 

treatments regarding specialised in- and outpatient care in Sweden 

(172). Together, these registers provided data on the primary outcome 

‘healthcare contact due to decreased fetal movements’ that was 

determined based on KVÅ code AM041. 

Data on participants’ demographic characteristics and medical history 

was obtained from the Swedish Pregnancy Register. We chose to 

include both variables that could impact women’s health in general, 

and those that specifically impact women’s birth outcomes and access 

to healthcare services. The countries of birth represented in the 

sample were categorised into eight regions: Sweden; Nordic countries 
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(except Sweden); Western Europe, North America, and Oceania; 

Eastern Europe, North and Central Asia; Central and South America, 

and Caribbean; North Africa and Middle East; Sub-Saharan Africa; 

and South, East, and Southeast Asia. This classification was inspired 

by a report from the Swedish National Board of Health and Welfare 

(8), and was chosen for this study because it takes into account the 

countries’ geographical location, their economic status, and political 

history.  

 

5.6.3 Statistical analysis 

To evaluate differences in the distribution of the selected variables 

between the two time periods, we employed the chi-square test, which 

is suitable for comparing categorical variables and assessing whether 

observed differences are statistically significant (174). As our primary 

measure of association, we calculated percentage ratios, presented as 

risk ratio (RR) for unadjusted measures and adjusted risk ratio (aRR) 

to account for potential confounding factors. To adjust the RR and 

calculate 95 per cent confidence intervals (CI), we utilised a log-

binomial regression model. This model was chosen for its ability to 

directly estimate risk ratios, making them more interpretable than 

odds ratios in cohort studies (175).  

A directed acyclic graph was constructed using Dagitty.net to visualise 

the confounding factors considered in the analysis (Figure 4). These 

factors included maternal age and parity, as both of these are 

associated with neonatal outcomes that can result in decreased fetal 

movements (176) and may also influence care-seeking behaviour in 

response to decreased fetal movements (136). Additionally, the 

sample was stratified based on the following demographic 

characteristics: parity, maternal age, region of birth, educational level, 

occupation, BMI, family situation, and medical history. This 

stratification allowed for a more specific analysis of potential 

subgroup differences. All analyses were performed considering each 

pregnancy as a separate unit and did not account for the fact that 
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some women may have been pregnant multiple times during the study 

period.  

 

 

 

Figure 4. Directed acyclic graph of maternal age and parity as potential confounders in the 
association between decreased fetal movements (DFM) and healthcare contact due to DFM. 

 

 

5.7 STUDY IV 

This study aimed to evaluate the effect of a modified Mindfetalness-

based intervention in increasing awareness of fetal movements and its 

impact on birth outcomes among Swedish-Somali migrant women. 

To address this aim, we conducted a non-randomised intervention 

study with a control group. 

 

5.7.1 Sample 

The sample consisted of 2,806 women born in Somalia, with a 

singleton pregnancy, who were enrolled in the antenatal care 

programme and gave birth at or after gestational week 32+0, between 

1 June 2022 and 30 June 2024. In November 2021, midwifery clinics 

that had ten or more women born in Somalia registered in 2019, were 

invited to participate in the study. Of the 40 clinics invited, 26 chose 
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to participate. Additionally, eight clinics from the same catchment 

area that wished to join the intervention were accepted, bringing the 

total number of clinics included in the study to 34, representing 11 

different regions, encompassing 1,251 women. The control group 

consisted of 1,555 women who gave birth during the time the 

intervention was implemented, but who were registered at midwifery 

clinics that had not been invited or had declined participation in the 

study. The control group included 287 midwifery clinics, located in 19 

different regions. A flow chart of the implementation of the 

intervention is presented in Figure 5. 

 

 

Figure 5. Flow chart of the implementation of the modified Mindfetalness intervention. 
Modified from Akselsson (177). 

 

 

5.7.2 Data collection and outcome variables 

Data was collected from the Swedish Pregnancy Register (171) and 

the Swedish Neonatal Quality Register (178). The primary outcome 

measure was an Apgar score below 10 at five minutes after birth. 

Apgar score is a standardised assessment system used to evaluate the 

newborn’s health condition immediately after birth (179). The Apgar 
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assessment includes five parameters: Appearance (skin colour); Pulse 

(heart rate); Grimace (reflex response); Activity (muscle tone); and 

Respiration (breathing effort). Each parameter is scored 0, 1, or 2 

points, giving a maximum total score of 10. The assessment is 

performed by the healthcare professional present at birth (most 

commonly a midwife) at one, five, and 10 minutes after birth. The 

first assessment at one-minute shows how well the baby has managed 

the birth process, while the five- and 10-minute assessment indicates 

how well the baby is adapting to life outside the womb. A five-minute 

Apgar score below seven can be a predictor for long-term outcomes, 

particularly neurological development (180). A recently published 

study identified that an Apgar score of nine at five minutes after birth 

may have implications for the newborn’s health (181). The study 

found that, compared to babies with an Apgar score of 10 at five 

minutes after birth, the risk of neonatal mortality and morbidity was 

higher among babies with an Apgar score below 10 at five minutes.  

In line with recommendations from the Swedish Perinatal Core 

Outcome Set (SPeCOS) (182), secondary outcome measures included 

Apgar score below seven and four at five minutes after birth; low 

birth weight; admission to NICU; death (fetal or within 28 days of 

birth); onset of labour; mode of birth; and gestational age at birth. 

Induction of labour was classified based on indication, separating fetal 

indication (e.g., suspicion of fetal distress or compromise) from 

induction due to prolonged pregnancy (e.g., pregnancies exceeding 

40+0 weeks of gestation). We identified fetal indications for induction 

using the following codes from the Swedish version of the 

international classification of diseases (ICD) (152): signs of hypoxia 

(O363); known or suspected intrauterine growth retardation (O365); 

known or suspected specified problems of the fetus (O368); other 

specified (suspected) problems of the fetus (fetal heart arrhythmia) 

(O368B); known or suspected problems of the fetus (O368W); 

known or suspected problem of fetus, unspecified (O369), and 

oligohydramnios (O410). Induction due to prolonged pregnancy was 

determined based on the ICD code for labour induction (O61) in 

combination with the code for prolonged pregnancy (O49.0 or 
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O.49.1). Contrary to initial intentions, women’s healthcare contacts 

for decreased fetal movements could not be evaluated using KVÅ 

code AM041, as there were significant discrepancies regarding how 

this code was used across several regions.  

 

5.7.3 Statistical analysis 

The analysis included women who gave birth from gestational week 

32+0 onwards from 1 June 2022 to 30 June 2024. The power 

calculation was based on unpublished findings from Akselsson et al. 

(10). To detect a difference between the intervention and control 

groups regarding the primary outcome (Apgar score <10 at five 

minutes), we calculated that a sample size of 1175 women in each 

group would provide 80 per cent statistical power to detect a 

reduction from 16 per cent to 12 per cent (significant level set to 0.05, 

two tailed test). To evaluate differences in the distribution of variables 

of interest between the two groups, we applied Fisher’s exact test. As 

a measure of association, we calculated percentage ratios, which are 

presented as RR or aRR. To account for potential confounding 

factors, we used a log-binomial regression model to adjust the RR and 

calculate 95 per cent confidence intervals. The confounding factor 

considered in this analysis included educational level as this is 

associated with adverse perinatal outcomes (123). Additionally, we 

stratified the sample based on parity.  

 





 

 

6 Ethical considerations 
Ethical considerations are fundamental to conducting research 

responsibly, with respect for human values. Ethical approval for the 

four studies in this project was obtained from the Swedish Ethical 

Review Authority (approval reference No. 2021-00743, 2022-05252-

02, 2022-07005-02, and 2024-00494-02). The ethical principles 

established in the Declaration of Helsinki (183) guided the research 

processes throughout the project. For Study I and II, informed 

consent was given by the study participants prior to the interview 

started. Participants were informed that their participation was 

voluntary and that they had the right to withdraw from the study at 

any time. Each participant received information about the study’s aim 

and the intended publication of results. To protect confidentiality, 

participants were assigned a fictitious name or identification number 

for any quotations presented in the manuscript. To ensure all 

participants in Study I understood the information, written and oral 

information was available in both Swedish and Somali.  

In Study III and IV, data were extracted from three different 

population-based registers. The Swedish Pregnancy Register, and the 

Neonatal Quality Register apply an opt-out principle for informed 

consent, meaning that individuals are automatically included unless 

they actively choose to withdraw. To ensure ethical integrity, it is 

essential that healthcare professionals clearly communicate 

information about this approach to affected individuals. The National 

Patient Register operates under a mandatory reporting system, where 

healthcare providers are legally obligated to submit patient data, and 

patients do not have the option to opt out. This mandatory data 

collection may conflict with the principle of autonomy (184), as 

individuals have no control over how their data are used for research 

purposes. 

Throughout this project, I encountered situations that required 

additional ethical reflection. In the qualitative studies, power dynamics 

emerged as a critical area of consideration, particularly in relation to 
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how they might influence data collection and interpretation, as well as 

the presentation of results. In Study I, most participants were 

recruited by their midwife, which may have created a sense of 

obligation to participate or concern that declining could negatively 

impact their care (185). To address this, it was crucial to clearly 

communicate that participation was entirely voluntary and that 

choosing not to participate would in no way affect their care. 

Reflecting on this process, recruiting participants in a more neutral or 

voluntary context might have mitigated the power imbalance between 

patient and care provider, potentially allowing more autonomous 

decision-making regarding participation. This asymmetrical power 

dynamic also extended to the interview situation, where I largely 

controlled the direction of the conversation through the questions I 

chose to ask (186). To address this imbalance, exploratory and open-

ended questions were used, allowing participants to express and 

elaborate on their thoughts and experiences freely. Additionally, 

before, during, and after the interviews, I reflected on how my 

position as a white, Swedish-born woman and midwife, may have 

influenced the course and content of the interviews (163, 187).  

Although the goal of the qualitative studies in this thesis was not to 

describe each participant’s experiences, but rather to identify patterns 

and meanings across a diverse range of participants, it is essential to 

recognise the potential impact of the narratives presented. There is a 

risk that the findings may unintentionally perpetuate discriminatory or 

stigmatising images of migrant women, particularly women born in 

Somalia. It is also possible that the women participating in Study IV 

perceived that receiving targeted information based on their ethnic 

background was stigmatising. By focusing on a minority population, 

there is a risk of othering —portraying migrant women as different 

(78). To mitigate this, I have been deliberate in my choice of language, 

striving for inclusivity and avoiding terms that could reinforce stigma 

or marginalisation. For instance, following discussions with women of 

Somali origin, I chose the term Swedish-Somali migrant women to refer to 

women born in Somalia who have migrated to Sweden, aiming to 

acknowledge both their ethnic background and their belonging in 
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Swedish society. I am also aware that the classification of birth 

regions used in Study III does not reflect the great diversity within 

them, as each of these regions encompasses distinct nations with 

different national identities, cultures, languages, and history.  
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7 Findings 
In this chapter, the findings from each study are summarised. 

 

7.1 STUDY I 

The analysis of the interviews with Swedish-Somali migrant women 

about their experiences of fetal movement awareness generated the 

main category Tailored information about fetal movements enhances the 

possibility to seek care, and the two generic categories Explanatory models 

determine action, and Understand and interpret information. The main 

category reflects the need for individualised information about fetal 

movements, based on each woman’s knowledge and experiences, to 

encourage timely care-seeking when movements decrease. Below, the 

findings are presented under each generic category with quotes using 

fictitious names to ensure anonymity. 

 

Explanatory models determine action 

This category highlights how women’s beliefs, experiences, and 

knowledge shape their understanding of fetal movements and 

influence their responses to decreased fetal activity. It includes the 

sub-categories Trusting life, the baby, and God; Patiently waiting and hoping 

to sense fetal movements again; Findings explanation through own investigation 

and beliefs; and Interpreting fetal movements based on inaccurate information. 

We found that women relied on different explanatory models to 

interpret fetal movements and to decide whether to seek care when 

movements decreased. For some, the perception of fetal movements 

was influenced by a view of pregnancy and childbirth as being normal 

and natural life processes. According to the women, fetal movements 

were a sign of life that women associated with a healthy pregnancy. 

Therefore, sensing movements was reassuring, and it helped women, 

as well as their families, to connect with the baby, bringing feelings of 

happiness and joy. As one woman who had welcomed her third child 

described: 
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I felt happy deep down in my heart when my baby moved…happy that the baby is 

moving and coming soon… I dreamed that I will have my baby… that I will 

become a mother again. (Khadidja) 

Some women believed that not every aspect of life could be 

controlled or influenced. Instead, they trusted that God had a plan for 

them and their unborn baby, and that the outcome of the pregnancy 

was ultimately beyond their control. When a baby died before birth, it 

was seen as an event that could not have been prevented, regardless 

of the actions taken. Stories shared within their communities of 

babies lost despite women following medical advice reinforced this 

belief and influenced how women responded to decreased fetal 

movements. As one woman, expecting her fourth child, reported: 

I am thinking that if I go to the hospital and get everything there…still, no one 

can stop the death. I pray to Allah for the baby to be healthy and alive. (Hamdi) 

Taking the step to seek hospital care when experiencing decreased 

fetal movements was considered significant by the women. Some 

described waiting and hoping to sense movements again, choosing 

not to share their concerns with others. Instead, they remained 

optimistic and managed the situation on their own. Previous 

experiences with a quiet baby, or hearing stories of babies who moved 

less but were born perfectly healthy, offered reassurance and tended 

to normalise decreased fetal activity. Common misconceptions about 

the causes of decreased fetal movements included beliefs that the 

baby followed the mother’s circadian rhythm or could sleep for up to 

24 hours. Some women relied on their own strategies to interpret or 

stimulate fetal movements, such as drinking cold water or taking cold 

showers in an attempt to wake the baby. These interpretations were 

sometimes based on inaccurate information passed down through 

generations and, in some cases, reinforced by healthcare professionals 

or doulas. One woman, expecting her first child, received the 

following explanation from a doctor when seeking care for decreased 

fetal movements at the hospital: 
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When I was in the emergency room last month, the doctor said I had a lot of 

amniotic fluid and that it caused me not being able to detect the movements 

sometimes. (Safiyo) 

Receiving an explanation or reassurance after contacting healthcare 

for decreased fetal movements could lead some women to hesitate 

before seeking care for the same concern again. As one woman, 

expecting her fourth child, explained:  

The anxiety is just in my head, just like last time everything will be fine with the 

baby this time. I have checked the fetal movements once at the labour ward due to 

reduced fetal activity; I will not seek care for the same condition again. I think 

that the child is fooling on me. (Asha) 

 

Understand and interpret information 

This category reflects how women engage with and make sense of the 

information they receive regarding fetal movements. It includes the 

sub-categories Navigating through a flow of information; Assimilating 

information more easily when provided in first language; and Adequate knowledge 

and support increase the ability to make decisions beneficial for the unborn baby. 

We found that women navigated a flow of information in which 

various sources influenced their decision to seek care for decreased 

fetal movements. Midwives were seen as trustworthy and 

knowledgeable. Their assessments often brought reassurance —

especially when they confirmed that the baby was doing well. Women 

valued regular appointments with a familiar midwife, as this 

relationship made it easier to share concerns, communicate, and seek 

timely support. However, some women felt unsure about what to ask 

and relied on midwives to provide all the necessary information. This 

dependence could be especially difficult for women who had been 

pregnant before, as healthcare professionals sometimes assumed they 

already knew what to expect. When this happened, women were often 

given little guidance and had to search for information on their own, 

which could be overwhelming. As one woman, expecting her fourth 

child, put it: 
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They may think that you have experienced and already know about fetal 

movements. The responsibility is placed on the woman to get hold of adequate 

information, that she herself should take responsibility for monitoring fetal 

movements and seeking information. (Asha) 

When the information provided by the midwife was insufficient, 

women often turned to the internet and platforms like YouTube, 

seeking information about fetal movements in their first language. 

Language barriers made it difficult to fully understand information in 

Swedish, and, therefore, written materials in Somali were highly 

valued. While interpreters could offer support, they were rarely 

present during hospital visits for decreased fetal movements. In such 

cases, simply being told that the baby was fine was often enough to 

provide reassurance. However, when communication was unclear or 

insufficient, some women left the hospital thinking that the visit had 

been unnecessary. Being welcomed and taken seriously by hospital 

staff was crucial. Positive interactions not only encouraged women to 

seek care, but also increased their awareness of the need to monitor 

fetal movements. One woman, expecting her second child, elaborated 

on the value of accessing information in Somali: 

I am always looking for information in my first language. There are various 

Internet pages from my home country where midwives and doctors write in my first 

language. I have taken information there. (Amal) 

When making the decision to seek care for decreased fetal 

movements, women consulted experienced relatives and friends. 

Husbands played a particularly important role helping women 

navigate language barriers and contacting healthcare services. Their 

involvement strengthened the women’s ability to manage and respond 

to concerns about fetal movements and their baby’s well-being. One 

woman, expecting her twelfth child, described how she had to rely on 

her husband’s support when experiencing decreased fetal movements: 

Because I didn’t have enough language skills to cope, I called my husband who was 

at work. I told him “The baby is not moving, what should I do?” He was the one 

who contacted the hospital. (Saida) 
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A partner could also provide emotional support, helping the woman 

to maintain awareness of fetal movements, offering reminders when 

needed. As one woman, expecting her first child, described:  

He asks a lot about movements, and that surprises me. When he comes home from 

work, he asks if the baby has moved today. As an alert, he reminds me 

sometimes… And it’s a good question to ask a pregnant woman who is alone and 

has no family nearby and who lives in a new city. (Safiyo) 

 

7.2 STUDY II 

The analysis of the interviews with 15 midwives about their 

experiences providing information and advice regarding fetal 

movements to migrant women generated the overarching theme One 

size does not fit all. This theme reflects how the standardised and 

inflexible antenatal care programme creates barriers for migrant 

women to access fetal movement care, reinforcing health inequities. 

The midwives’ efforts to compensate for these deficiencies within the 

healthcare system and to ensure that all women received access to 

care related to fetal movements are described in four themes: Building 

a trusting relationship; Empowering women through guidance and support; 

Overcoming communication challenges; and Navigating safety measures. Each of 

these themes are outlined below.  

  

Building a trusting relationship 

The midwives described how they prioritised building trust with the 

woman, recognising it as a cornerstone in their professional practice. 

According to the midwives, a woman must first have confidence in 

the midwife before she can trust her information and advice about 

fetal movements. Similarly, the midwife, in her professional role, must 

trust that the woman understands the value of the Swedish antenatal 

care programme and will follow the recommendations provided. 

Establishing this mutual trust required time and effort from the 

midwife, making continuity of care, in the sense of meeting on several 
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occasions over the course of pregnancy, essential to the process. As 

one midwife described: 

I often have the privilege of meeting a woman several times. I think it’s an 

important part of building trust and that I can show them, based on my 

professional knowledge, why I say certain things. That I get to explain the reasons 

for informing about certain things and why it’s important. I believe that somehow, 

this is what builds the relationship, and that they [the women], in turn, trust that 

if I say something needs to be checked further, yes, but then they trust my 

judgement. (IP7). 

According to the midwives, trust was built through the consistent 

provision of accurate information and support, combined with 

empathy, understanding, and cultural sensitivity. The midwives aimed 

to bridge the gap between themselves and the women they served by 

sharing personal experiences and engaging in open, respectful 

dialogue. One midwife explained how she used the baby’s safety and 

well-being as a shared point of connection in these conversations: 

I believe that to connect with this woman, I shouldn’t merely come across as a 

medical professional imposing my own ideas on how to approach this. So, I try to 

reach her through the baby. We both want what is best for the baby and there are 

measures to be taken to make it as good as possible for the baby. (IP1) 

 

Empowering women through guidance and support 

Empowering women through guidance and support was another 

critical aspect of midwifery care that the midwives embraced. The 

midwives recognised that migrant women often faced additional 

barriers in accessing care related to fetal movements. To address this, 

the midwives described how they adopted a flexible, holistic approach 

tailored to each woman’s individual needs. This approach was 

grounded in an understanding of the social, emotional, cultural, 

psychological, and physical factors shaping women’s perceptions of 

fetal movements. Additional support included explaining the Swedish 

healthcare system, helping with appointment scheduling, and 

adopting an informal open-door policy at the midwifery clinic to 
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bridge the gap for women to access hospital care. However, according 

to the midwives, the structure of the antenatal care programme 

offered limited support for such individualised care, placing the 

responsibility on the midwife to adapt her guidance to the best of her 

ability. One midwife elaborated on her experiences related to the 

antenatal care programme in the setting where she worked:  

Where I work, the standard antenatal care programme doesn’t always function. A 

person born in another country doesn’t always fit the mould if I, as a midwife, am 

to reach them… I believe that reaching these women involves allowing them to 

design their own appointments and go from there, supporting and guiding them 

into the standard programme but from a different perspective that varies greatly 

depending on their country and culture. (IP12) 

The midwives encouraged women to bring a support person —such 

as a partner, family member, friend, or doula— to appointments, 

ensuring they received the same information. According to the 

midwives, this helped the woman better understand information 

about fetal movements and facilitated hospital contact if movements 

decreased, bridging communication gaps and empowering informed 

decision-making. As one midwife explained:  

Sometimes, it’s necessary to have another person present, who hears the 

information and is involved in the decision in some way. And who, hopefully, can 

repeat the same information later when one might be at home: “Wasn’t this what 

you were supposed to seek help for now?” So, I try to see the whole family, which 

people are reliable, which people create the conditions for this person to make  

decisions for herself. (IP15) 

 

Overcoming communication challenges  

Addressing communication challenges was a central component of 

the midwifery care when supporting migrant women. To ensure their 

messages were understood, the midwives focused on making 

information appropriate and accessible. They described how they 

adapted their communication style to account for differences in 

language proficiency, educational background, and cultural norms — 
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often using simple language and non-verbal cues to convey key 

messages effectively. When discussing fetal movements, the midwives 

not only considered the women’s cultural backgrounds, but also 

reflected on how their own cultural perspectives shaped their own 

understanding. This self-awareness helped them better navigate 

traditions and values that could influence women’s attitudes toward 

fetal movements and create a shared understanding. One midwife 

described the approach she used to determine how to initiate 

conversations about fetal movements: 

If she has already given birth in her home country, I usually say “how did you do 

when you were pregnant last time?” Then you go from there, not thinking that she 

will believe everything I say. “But I didn’t go for a check-up, I got pregnant and 

then I just gave birth at home”, then you understand… You must dig a little into 

their traditions, their culture, their background. (IP10) 

Using interpreters to convey information about fetal movements was 

helpful but also presented challenges. According to the midwives, 

conversations tended to proceed more slowly, and women often 

asked fewer follow-up questions, making it difficult for midwives to 

assess whether they had understood the information or not. Time 

constraints during appointments sometimes further compromised the 

quality of the information shared. While some maternity clinics 

scheduled extended appointments when an interpreter was used, 

others did not, which added pressure to the midwives’ work. One 

midwife described how time constraints often resulted in one-way 

communication: 

You are often a little stressed during the appointments. There is half an hour set 

aside including documentation. With an interpreter, everything takes a little longer 

and then you might be quick to say: “Okay you know, it is like this…” and you 

line up the facts. But the most logical thing would have been to perhaps be a little 

more curious, asking more questions [about the women’s own experiences]. (IP11) 

 

 



63 

Navigating safety measures 

Navigating safety measures was a key consideration for the midwives 

when providing care related to fetal movements for migrant women. 

The midwives acknowledged that trust in the healthcare system could 

be fragile, that women often had other pressing concerns, and that 

various barriers to accessing hospital care could make women 

reluctant to seek help. As a result, the midwives needed to strike a 

careful balance between respecting women’s autonomy and ensuring 

the safety of both mother and baby. To manage this, the midwives 

described how they sometimes implemented stricter monitoring 

protocols, repeated information about fetal movements at each 

appointment, or scheduled additional appointments to offer further 

guidance and support. As a precaution, they occasionally advised 

women to seek hospital care —even if the need seemed uncertain— 

choosing to err on the side of caution to make sure nothing bad 

would happen to the baby. The midwives expressed a strong personal 

sense of responsibility for achieving healthy pregnancy outcomes and 

were deeply concerned about the risk of stillbirth. As one midwife 

explained: 

It might be that I want them to go into the hospital rather one time too many than 

one time too few… If I perceive that this patient has understood the meaning of 

what I say, then I might be a little calmer, thinking that I can leave this and that 

I feel safe with the patient. Whereas here, when it’s an issue with the language, 

sometimes you might send them to the hospital just in case. (IP7) 

This cautious approach was also shaped by past experiences in which 

women refrained from seeking care despite being advised to do so. 

One midwife described a tragic case that had influenced her practice: 

It’s quite common anyway, I have been through a situation once with a woman 

where actually stillbirth occurred. She called and came to the clinic, and then I told 

her to go to the hospital, but she didn’t, and then the baby passed away. So, after 

that... well, it has probably made me even more meticulous in emphasising when 

it’s important for them to go to the hospital. (IP3) 
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7.3 STUDY III 

This retrospective population-based cohort study examined patterns 

of healthcare contacts for decreased fetal movements among 18,791 

women before (n=11,689) and after (n=7,102) the onset of the 

Covid-19 pandemic in Region Stockholm. The statistical analyses 

found no significant difference in healthcare contacts due to 

decreased fetal movements based on the KVÅ code AM041 before 

compared to after the onset of the Covid-19 pandemic — a finding 

that remained after adjusting for age and parity (17.3% versus 17.7%, 

aRR 1.02, CI 0.99–1.05). However, variations in healthcare contacts 

were observed among specific subgroups. As illustrated in Figure 6, 

healthcare contacts for decreased fetal movements significantly 

increased after the onset of the pandemic among women born in 

Sweden (aRR 1.04, CI 1.01–1.07), women with a university-level 

education (aRR 1.06, CI 1.03–1.10), and among students (aRR 1.10, 

CI 1.01–1.21). Conversely, healthcare contacts for decreased fetal 

movements among women with a BMI of 30.0 kg/m² or above 

significantly declined after the onset of the pandemic (aRR 0.92, CI 

0.86–0.98). 

 
Figure 6. Statistically significant differences in healthcare contacts for decreased fetal movements 
among 18,791 women with singleton pregnancies from 22 weeks’ gestation in Region Stockholm, 
comparing the pre-pandemic period (1 January 2017–31 December 2019) with the pandemic 
period (13 March 2020–31 March 2022). 
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Further, the statistical analysis identified that the rate of healthcare 

contacts due to decreased fetal movements varied by region of birth 

and level of education (Figure 7 and 8). Women born in Sub-Saharan 

Africa had the lowest prevalence of healthcare contacts for decreased 

fetal movements across both time periods — 13.6 per cent before the 

pandemic and 13.1 per cent after its onset. By contrast, the highest 

prevalence of healthcare contacts for decreased fetal movements was 

observed among women born in North Africa and the Middle East 

— 19.3 per cent before the pandemic and 20.3 per cent after its onset.  

 

 
Figure 7. Healthcare contacts for decreased fetal movements among 18,791 women with 
singleton pregnancies from 22 weeks’ gestation in Region Stockholm, comparing the pre-pandemic 
period (1 January 2017–31 December 2019) with the pandemic period (13 March 2020–31 
March 2022), stratified by women’s region of birth. 

 

In terms of educational level, women with less than nine years of 

education demonstrated the lowest rates of healthcare contacts for 

decreased fetal movements — 12.5 per cent before the pandemic and 

9.4 per cent after its onset. The highest prevalence was found among 

women with a high school education, with 19.7 per cent contacting 

healthcare for decreased fetal movements in the pre-pandemic period 

and 18.9 per cent after its onset. 
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Figure 8. Healthcare contacts for decreased fetal movements among 18,791 women with 
singleton pregnancies from 22 weeks’ gestation in Region Stockholm, comparing the pre-pandemic 
period (1 January 2017–31 December 2019) with the pandemic period (13 March 2020–31 
March 2022), stratified by women’s educational level. 

 

 

7.4 STUDY IV 

This non-randomised intervention study with a control group, 

encompassing 2,806 women (1,251 in the intervention group and 

1,555 in the control group), evaluated the effect of a modified 

Mindfetalness-based intervention on birth outcomes among Swedish-

Somali migrant women. The statistical analyses found no statistically 

significant difference between the intervention and control group in 

the primary outcome Apgar score below 10 at five minutes after birth, 

which remained after adjusting for educational level (aRR 1.02, CI 

0.86–1.21). However, women who participated in the modified 

Mindfetalness intervention demonstrated significantly higher rates of 

spontaneous vaginal births, compared to women in the control group 

who had received routine information about fetal movement 

awareness (aRR 1.06, CI 1.01–1.11). There were no statistically 

significant differences between the groups in any other birth 

outcomes (Figure 9). 
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Figure 9. aRR for birth outcomes among 1,251 Swedish-Somali migrant women with a 
singleton pregnancy participating in the modified Mindfetalness intervention compared to 1,555 
women in the control group, giving birth from gestational week 32+0 between 1 June 2022 and 
30 June 2024. 

 

When stratifying women by parity, no statistically significant 

differences in any birth outcomes were found between the 

intervention and control groups among primiparous women. Among 

multiparous women, the outcomes followed the same pattern as in 

the main analysis, with an increase in spontaneous vaginal births in 
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the intervention group (aRR 1.05, CI 1.01–1.10), but no statistically 

significant differences in any other birth outcomes. 

When combining the intervention and control groups, the data 

showed that 77.6 per cent of the women were multiparous, 10.9 per 

cent had a university-level education, and 14.1 per cent had an 

educational level shorter than nine years. Across the full sample, 

illustrated in Figure 10, 35.0 per cent of women were overweight and 

32.1 per cent were obese. Additionally, 12.1 per cent had been 

diagnosed with GDM. Regarding birth outcomes, 55.9 per cent of 

women across both groups experienced spontaneous onset of labour, 

36.8 per cent were induced, and 13.6 per cent underwent an 

emergency caesarean section. Furthermore, 29.1 per cent had a 

prolonged pregnancy, and 2.4 per cent gave birth post term. As for 

neonatal outcomes, 5.6 per cent of babies were born SGA, and the 

overall stillbirth rate was 0.3 per cent across the whole sample. 

 

 
Figure 10. Distribution of BMI levels among 2,806 Swedish-Somali migrant women with a 
singleton pregnancy, giving birth from gestational week 32+0 between 1 June 2022 and 30 June 
2024. 
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8 Discussion 
This thesis has explored access to fetal movement care among 

migrant women in Sweden, with a particular focus on Swedish-Somali 

migrant women. The findings reveal that migrant women’s awareness 

of fetal movements, and their decision to contact healthcare when 

movements decrease, are influenced by both individual, structural and 

contextual factors. We found that migrant women encountered 

several barriers to contacting healthcare for decreased fetal 

movements, although some supportive resources were also identified. 

In Region Stockholm, the Covid-19 pandemic did not affect the 

overall frequency of healthcare contacts for decreased fetal 

movements; however, disparities emerged according to women’s 

educational level and region of birth. Women who participated in the 

modified Mindfetalness intervention demonstrated higher rates of 

spontaneous vaginal births, although no significant improvements 

were observed for other birth outcomes. Furthermore, we identified a 

high prevalence of risk factors and birth complications among the 

Swedish–Somali migrant women participating in the trial. 

To broaden the understanding of factors influencing migrant 

women’s access to fetal movement care in Sweden, a socio-ecological 

perspective is adopted to discuss the barriers to accessing such care 

and the resources supporting fetal movement awareness on an 

intrapersonal, interpersonal, organisational, community, and policy level. In this 

chapter I further discuss inequities in healthcare contacts, risk factors, 

and birth outcomes, and lastly, the effectiveness of the modified 

Mindfetalness intervention. 

 

8.1 BARRIERS TO ACCESSING FETAL MOVEMENT CARE   

We found that women’s delayed or inadequate responses to decreased 

fetal activity could be influenced by intrapersonal factors such as 

previous pregnancy experiences, religious beliefs, and limited 

knowledge about fetal movements. These findings align with previous 
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studies which have reported that Somali migrant women’s 

interactions with healthcare services can be shaped by a perception of 

pregnancy as a natural, healthy process that does not require medical 

intervention (49, 188), or by a fear of medical procedures stemming 

from traumatic experiences — such as witnessing maternal deaths 

following caesarean sections in Somalia (189, 190). Similarly, mistrust 

of biomedicine and avoidance of medical interventions have also been 

reported among migrant women in Australia (191). Furthermore, we 

found that misconceptions about the causes of decreased fetal 

movements could normalise reduced activity and potentially lead to 

delays in seeking healthcare. These misconceptions were often caused 

by insufficient knowledge about fetal movements or how to respond 

appropriately to decreased movements — both of which are core 

components of personal health literacy. Health literacy refers to the 

personal knowledge and skills shaped by daily life and social 

interactions, enabling individuals to access, understand, and use health 

information and services to maintain their own and others’ well-being 

(192). Previous studies have highlighted that migrant women are at 

increased risk of low personal health literacy, which may negatively 

affect their health and contribute to suboptimal use of healthcare 

services (193-196). Low health literacy is also closely associated with 

low educational attainment (197, 198), which may explain the low 

rates of healthcare contact for decreased fetal movements that we 

observed among women with less than nine years of education.  

We found that misconceptions regarding fetal movements were also 

closely linked to linguistic barriers, contributing to miscommunication 

between women and healthcare professionals. This aligns with 

previous research identifying ineffective communication as a key 

interpersonal barrier that can limit midwives’ ability to provide quality 

care to migrant women during pregnancy (92, 199). Previous research 

has found that, from the perspective of migrant women, linguistic 

barriers can lead not only to reduced communication, but also to fear, 

mistrust, and non-compliance with clinical recommendations (200, 

201).  
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We also found that barriers to effective communication between the 

woman and midwife could stem from cultural differences, such as not 

sharing the same values or perspectives on health. Additionally, 

misconceptions about fetal movements could be reinforced within the 

community, where narratives were shared about babies being born 

healthy despite decreased fetal movements, or conversely, about 

babies dying despite timely hospital visits. Cultural differences 

between the patient and healthcare professionals have previously been 

highlighted as a barrier that might impede ethnic minority patients’ 

level of participation in their care (93, 202). Our findings highlight 

that within maternity healthcare settings, effective communication 

entails more than just being able to understand each other 

linguistically. It requires midwives to build a relationship, explore the 

woman’s perspective, address thoughts and emotions, and guide 

women towards improving their health (203). 

Hence, in line with results from previous studies (92, 93, 204), we 

found that midwives’ ability to communicate information about fetal 

movements was influenced by organisational- as well as policy-layers 

factors beyond their control. For example, there was limited 

availability of information materials about fetal movements in 

multiple languages, inflexible care programmes that limited midwives’ 

capacity to provide care based on the woman’s individual needs, and 

insufficient time allocated for care appointments. Additionally, 

women with limited or no proficiency in Swedish were unable to 

contact the hospital independently due to the requirement to call 

before going there in person. These findings indicate a low 

organisational health literacy, which is the degree to which an 

organisation equitably enables people to find, understand, and apply 

information and services to take care of their health (205). 

Furthermore, they demonstrate that rules, norms, guidelines, and 

practices embedded within the organisation can create barriers for 

migrant women with regard to accessing care — constituting an 

example of institutional racism that may reinforce ethnic inequities 

(206). 
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Overall, the barriers to accessing care that we identified may help 

explain the low rates of healthcare contact for decreased fetal 

movements that we observed among women born in Sub-Saharan 

Africa. This underscores the need to strengthen migrant women’s 

knowledge of SRHR, as outlined in Sweden’s National Strategy for 

SRHR (18). Our findings also highlight the importance of addressing 

systemic and organisational barriers to ensure equitable and effective 

SRHR care in the Swedish maternity healthcare system.  

 

8.2 RESOURCES SUPPORTING FETAL MOVEMENT 

AWARENESS  

We found that awareness of fetal movements was an integrated part 

of the pregnancy experience, bringing joy to women and their 

families. Sensing fetal movements was reassuring, which is consistent 

with previous research showing that awareness of fetal activity can 

make women feel calm, relaxed, and mentally present (207). Building 

on these insights, the positive experiences associated with observing 

fetal movements can represent a valuable intrapersonal resource that 

may offer a meaningful starting point for midwives’ conversations 

about fetal movement and fetal well-being. Framing these discussions 

within a health-promoting context —rather than solely as risk 

monitoring— aligns with core principles of woman-centred care (82, 

208), and may resonate more with women who are less risk-aware.  

In our qualitative studies, a trusting relationship between the woman 

and the midwife emerged as a key interpersonal resource in effective 

midwifery care, enabling women to confidently trust the information 

they received and act upon the clinical guidance provided by the 

midwife. This finding is consistent with several previous studies 

highlighting that trust enhances women’s sense of safety, facilitates 

open communication, and supports informed decision-making 

throughout pregnancy and childbirth (200, 209-212). We found that 

continuity of carer throughout pregnancy was a policy-layer resource 

that both women and midwives considered vital for the process of 
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building trust. This aligns with findings from previous research (213), 

and may support the notion that continuity models of care within 

midwifery have the potential to reduce barriers to healthcare access 

for migrant women (214).  

Other interpersonal and community resources that we found could enable 

and encourage women to take action in response to decreased fetal 

movements included support from partners and broader social 

networks. Previous studies have highlighted the important role of the 

extended community during pregnancy, particularly as a valuable 

support system for migrant women (47, 48, 213). Partner involvement 

in maternity care has also been identified as a key resource (215), with 

evidence showing that support from a partner during pregnancy is 

associated with improved maternal and newborn health outcomes, 

healthier lifestyle behaviours, and greater use of prenatal healthcare 

services (216-218). Furthermore, promoting paternal engagement 

during the perinatal period has been suggested as an effective strategy 

for reducing rates of very low birth weight and preterm births among 

ethnic minority populations in the United States (219). Involving 

migrant male partners requires careful attention to cultural norms, 

language barriers, and structural challenges such as unfamiliarity with 

the healthcare system and lack of support from the extended family 

(220, 221).  

In line with our findings, culturally sensitive, flexible, and inclusive 

care approaches have been shown to be essential in supporting 

migrant women and their families during pregnancy (222). Our results 

further suggest that cultural sensitivity should not be viewed solely as 

the responsibility of individual healthcare professionals, but also as a 

broader organisational commitment. This involves recognising, 

respecting, and effectively addressing the diverse cultural backgrounds 

and needs of the women receiving care. Such commitment should be 

reflected in policies, training, and practices that promote equitable, 

inclusive, and respectful maternity care for all women. 
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8.3 INEQUITIES IN HEALTHCARE CONTACTS, RISK 

FACTORS, AND BIRTH COMPLICATIONS 

We found that women’s overall healthcare contacts for decreased 

fetal movements remained consistent throughout the Covid-19 

pandemic in Region Stockholm. This contrasts with international 

studies reporting a decline in such contacts following the onset of the 

pandemic (139, 223, 224). Possible explanations for this discrepancy 

include differences in the observational periods, variations in 

healthcare service organisation, and differences regarding how 

governments implemented and enforced lockdown and social 

distancing regulations during the pandemic. Furthermore, we found 

that women born in Sub-Saharan Africa and women with less than 

nine years of education consistently had the lowest rates of healthcare 

contact for decreased fetal movements, both before and after the 

onset of the pandemic. These groups have previously been identified 

as having limited engagement with healthcare services for this 

pregnancy complication (137). Notably, healthcare contacts among 

these women declined even further following the onset of the Covid-

19 pandemic. Although this decrease was not statistically significant, it 

is in line with existing evidence that migrants and persons with low 

socio-economic position were disproportionately affected during the 

pandemic (53, 54). 

In Study IV, only 10.9 per cent of the women had a university-level 

education, which is substantially lower than the national average of 

approximately 30 per cent and also lower than that of migrant 

populations from other world regions (225). Compared to the 

national average, there was also a higher proportion of Swedish-

Somali migrant women with no education beyond primary school. 

These findings underscore the impact that social determinants can 

have on health and health behaviours (71, 72). Drawing on the results 

of this thesis, it is likely that the structural and individual barriers that 

migrant women face in accessing care contribute to the persistently 

low rates of healthcare contact for decreased fetal movements 

observed in these groups. 
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In Study IV, we identified that 35.0 per cent of the women were 

overweight and 32.1 per cent were obese, aligning with previous 

research reporting elevated BMI levels among Somali migrant women 

(11, 226). These figures are notably higher than the national averages 

of 28.4 per cent for overweight and 17.9 per cent for obesity in 

Sweden (119). Elevated BMI may partly account for the increased 

rates of GDM, SGA babies, and prolonged or post-term births 

observed in our sample (227). Specifically, 12.1 per cent of the 

women in our sample were diagnosed with GDM, compared to the 

national average of 6.9 per cent (119). Similarly, the proportion of 

SGA babies was 5.6 per cent — more than twice the national average 

of approximately 2.5 per cent (109). Nearly one-third of the women 

experienced prolonged or post-term pregnancy, significantly 

exceeding the national average of 20 per cent (119). Post-term births 

are associated with an increased risk of complications and adverse 

outcomes for the mother, fetus, and newborn (228). We found a 

stillbirth rate of 0.3 per cent across the entire sample, which is in line 

with the overall stillbirth rate in Sweden (119), contrasting with 

previous research reporting a higher incidence of stillbirth among 

women originating from Sub-Saharan Africa (12). This discrepancy 

may be explained by our inclusion of births only from gestational 

week 32 onward, along with a high proportion of multiparous 

women. It may, however, also reflect the declining trend in stillbirth 

rates observed in Sweden in recent years (119). 

The high proportion of labour inductions observed among the 

Swedish-Somali women in our sample —36.8 per cent compared to 

the national average of 29.0 per cent in 2023 (119)— likely reflects 

their elevated baseline risks, as clinical guidelines often recommend 

labour induction in cases of GDM, elevated BMI, or prolonged 

pregnancy (229, 230). However, it may also suggest that healthcare 

professionals are more likely to recommend labour induction for 

these women, as they may be perceived as a high-risk population 

based on their ethnic background (231). Consistent with this, we 

found that migrant women were sometimes encouraged to seek 

hospital care as a result of concern or anxieties on the part of the 
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midwife, even when the medical need was uncertain. Given that 

women with obesity are nearly twice as likely to require a caesarean 

section following induction (232), this underscores the need for 

careful clinical consideration — balancing potential risks while 

upholding the principles of non-maleficence and informed consent. 

 

8.4 THE EFFECTIVENESS OF THE MODIFIED 

MINDETALNESS INTERVENTION 

We found significantly higher rates of spontaneous vaginal births in 

the group who received the modified Minfetalness intervention 

compared to the group who did not. However, no statistically 

significant difference between the groups was observed in Apgar 

score below 10 at five minutes after birth, or in any other birth 

outcomes. These findings both align with and diverge from the results 

of the original Mindfetalness trial, which also reported no significant 

differences in Apgar scores but suggested potential positive effects on 

newborn health, including a lower proportion of SGA babies (≤10th 

centile) and fewer admissions to NICU for the babies of women who 

had received Mindfetalness information. Additionally, the original 

Mindfetalness trial found that more women had a spontaneous onset 

of labour, and that there were fewer cases of labour induction and 

caesarean section in the intervention group — findings that were not 

observed in the modified Mindfetalness intervention targeting 

Swedish-Somali migrant women.  

When comparing the outcomes of these two trials, which evaluated 

similar interventions, several potential explanations for these 

differences in outcomes should be considered. First, the original 

Mindfetalness trial was conducted solely in Region Stockholm, while 

the modified Mindfetalness intervention was implemented across 11 

different regions. This broader implementation may have affected the 

intervention’s effectiveness due to variations in regional healthcare 

guidelines and protocols, organisational structures, resource 

availability, and population demographics across regions, which may 
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have influenced how the intervention was delivered and received. 

Second, the proportion of primiparous women in the modified 

Mindfetalness intervention was considerably lower than in the original 

trial (21.8% versus 43.5%). This difference may have influenced the 

frequency of healthcare contacts related to decreased fetal 

movements, a proposed mechanism of impact, as previous research 

has found that primiparous women are more likely to practice 

Mindfetalness (144). Third, the educational levels of participants 

differed substantially. In the modified Mindfetalness trial, 11.8 per 

cent had a university-level education and 12.6 per cent had less than 

nine years of education, compared to 60.7 per cent and 1.0 per cent, 

respectively, in the original Mindfetalness trial. Lastly, BMI levels 

were higher among participants in the modified Mindfetalness 

intervention, with 67.1 per cent classified as overweight or obese, 

compared to 32.4 per cent in the original trial. As previously 

discussed, low educational attainment and elevated BMI are 

associated with lower care-seeking behaviour and adverse birth 

outcomes, which may explain the differences in outcomes between 

these two Mindfetalness-based interventions (137, 227). Overall, our 

findings highlight the importance of accounting for baseline 

characteristics when designing and evaluating health interventions. 

Our findings adds to the existing evidence of the challenges of 

implementing and evaluating complex interventions. Similar 

difficulties have been reported in studies that implemented fetal 

movement interventions (149, 150), as well as in studies aiming to 

implement interventions to reduce maternal health disparities among 

migrant populations (233-235). It is possible that the outcome 

measures we selected were not appropriate, given that the women in 

our intervention group already had elevated risk profiles. 

Unfortunately, we were unable to evaluate women’ care-seeking 

behaviour, which could have provided valuable insight into why the 

intervention did not achieve the intended outcomes.  

Based on the findings from this thesis, it is also likely that contextual 

factors beyond our control affected both the delivery and reception 

of the intervention. This is supported by findings from the 
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MAMAACT intervention in Denmark (236), which aimed to improve 

maternal health among migrant women through cultural competence 

training for midwives and educational materials directed at pregnant 

women which focused on warning signs of pregnancy complications. 

Process evaluations of this complex MAMAACT intervention (237, 

238) identified organisational barriers such as time constraints, rigid 

healthcare systems, and inadequate interpreter services. Women’s 

responses to complications were also influenced by limited trust in 

healthcare providers, small social networks, and domestic 

responsibilities. This aligns with the barriers to accessing care related 

to fetal movements that we have identified in this thesis 

From a socio-ecological perspective, our intervention targeted 

intrapersonal and interpersonal levels through culturally tailored 

health communication. However, as the findings from this thesis 

suggest, access to fetal movement care for migrant women in Sweden 

is also shaped by broader structural and systemic factors. Addressing 

additional layers of the socio-ecological model —such as 

organisational capacity, community engagement, and supportive 

health policies— might have strengthened the intervention’s 

effectiveness and contributed to improved birth outcomes (239, 240). 
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9 Methodological considerations 
In the following chapter, I will address the methodological strengths 

and weaknesses of the studies included in this thesis. I will discuss the  

trustworthiness of the qualitative studies, as well as the validity and 

reliability of the quantitative studies. Lastly, I reflect on the strengths 

and limitations of applying a socio-ecological perspective to the 

findings. 

 

9.1 TRUSTWORTHINESS OF THE QUALITATIVE STUDIES 

Trustworthiness in qualitative research refers to the degree of 

confidence in the research process and findings. Overall, 

trustworthiness is a matter of judgment made by both the researcher 

and the reader. Therefore, a transparent, well-documented research 

process with detailed information about the context, participants, data 

collection methods, and analytic processes is essential for establishing 

trustworthiness (241). Lincoln & Guba (242) proposed four criteria to 

ensure trustworthiness: credibility, transferability, dependability, and 

confirmability.  

In Study I and II, several strategies employed in the research process 

strengthen the trustworthiness of the findings. Firstly, the research 

methods used in both studies aligned with the study aims, ensuring 

coherence between the research questions, data collection methods, 

and analysis techniques. The study participants possessed relevant 

knowledge and firsthand experience of the phenomenon being 

investigated and offered perspectives that could shed light on various 

aspects of the research inquiry. Migrant populations are frequently left 

out of research studies because the methods used often rely on 

participants being able to read and speak the dominant language 

(243). By using interpreters in the data collection of Study I, we were 

able to overcome the language barrier and gather valuable insights 

from migrant women who might otherwise have been excluded due 

to language differences. This strengthens the credibility and 

dependability of the study findings. Due to a shortage of Somali-
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speaking interpreters in Sweden, four different female interpreters 

were used. This may have resulted in slightly different interpretations, 

which is a limitation for the credibility and dependability of the study 

findings (166). 

In Study II, midwives with various backgrounds in terms of age, 

background, and professional experience were included, comprising 

those working in both urban and rural settings. Capturing this broad 

range of voices and contexts is a strength that increases the potential 

transferability of the study findings (244). Unlike the diverse contexts 

represented in Study II, Study I involved interviews with women 

residing exclusively in an urban setting. Most of these women 

attended one of four different midwifery clinics situated in socio-

economically disadvantaged areas of two large cities. This contextual 

specificity implies that the findings from Study I are more closely tied 

to this particular environment and may not be directly transferable to 

broader populations or contexts. It is also important to recognise that 

the participants in Study I are not representative of all women born in 

Somalia living in Sweden. The study’s findings are grounded in the 

participants’ specific contexts and lived experiences, which may 

resonate with some Swedish-Somali migrant women while diverging 

from others. This is also the case for Study II in which the midwives 

interviewed were not necessary representative of all midwives in 

Sweden. However, the findings from Study I and Study II provide a 

broader understanding of the study phenomena, which can be further 

explored and tested in other contexts and settings. 

One potential limitation to the credibility and confirmability of the 

research findings in Study I and Study II lies in the absence of 

participant validation or member checking (245). By not returning 

transcripts or interpretations to the participants, opportunities for the 

participants to verify the accuracy of the captured data, rectify any 

errors or misrepresentations, and provide additional context or 

clarification were missed. This process could have provided additional 

assurance that the data accurately reflected the participants’ 

experiences, perspectives, and intended meanings, thereby enhancing 

the credibility of the findings.   
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A strength of Study I and Study II is the use of investigator 

triangulation (246). Multiple researchers were involved in designing 

the study and conducting the data analysis, each bringing unique 

perspectives, experiences, and areas of expertise. This diversity of 

viewpoints helped ensure that the interpretations were grounded in 

the data rather than being influenced by individual bias, thus 

enhancing both the credibility and confirmability of the findings. 

Cross-checking of interpretations across investigators provided a 

more comprehensive and balanced understanding of the study 

phenomenon. In Study I, the interview guide was developed through 

a consultative process with five midwives experienced in 

communicating with Swedish-Somali migrant women about fetal 

movements. Their involvement helped identify potential sources of 

bias or gaps in the data collection process. Additionally, two research 

team members shared the same cultural and linguistic background as 

the participants, which facilitated accurate interpretation and 

verification of the findings. These measures further support the 

confirmability of the results by demonstrating that the findings were 

shaped by the data and participants’ experiences, rather than 

researcher assumptions. 

In Study II, all but two of the interviews were conducted online 

through videocalls. While this approach offered convenience and 

accessibility, conducting interviews in an online setting also presents 

challenges. Building trust with the participants can be more difficult, 

potentially affecting the depth of the dialogue (164). Not meeting 

face-to-face can limit the researcher’s ability to observe and interpret 

nonverbal cues, which can be crucial for understanding the full 

context and meaning of participants’ responses (247). This could 

compromise the credibility of the data collected. 
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9.2 INTERNAL VALIDITY AND RELIABILITY OF THE 

QUANTITATIVE STUDIES 

Validity and reliability are two central concepts in quantitative research 

that determine how trustworthy and relevant the research findings 

are. Internal validity addresses the extent to which results can be 

directly linked to the tested variables, without interference from 

external factors (248). Reliability refers to the consistency and stability 

of the study’s measurements and findings (249).  

In Study III, the use of KVÅ code AM041 to measure the primary 

outcome —healthcare contacts for decreased fetal movements— may 

introduce limitations to the internal validity. This code is specifically 

applied to examinations for decreased fetal movements that do not 

identify fetal compromise or result in further interventions. However, 

women who are admitted after contacting healthcare for decreased 

fetal movements do not receive this KVÅ code, which could lead to 

an underestimation of actual healthcare contacts for this 

complication. Additionally, data was collected from seven maternity 

hospitals over a five-year period. Variations in how healthcare 

professionals applied the code across these hospitals and over time 

could introduce measurement error, further impacting the study’s 

validity (250). Further, using broad birth region classifications could 

introduce bias and reduce validity by masking heterogeneity, leading 

to oversimplified conclusions, uncontrolled confounding, and limited 

generalisability of the findings. 

The overlap between the original Mindfetalness trial (2016–2018) and 

the data collection period in Study III (2017–2022), both conducted 

in Region Stockholm, introduces potential bias. It is possible that the 

original Mindfetalness trial led to an increased use of the KVÅ code 

AM041 among healthcare professionals in the region, improving 

coding consistency and enhancing internal validity and reliability by 

reducing measurement error. However, this increase could also have 

obscured the true impact of the pandemic on healthcare contacts for 

decreased fetal movements. For instance, the original Mindfetalness 

trial demonstrated that the intervention significantly increased 
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healthcare contacts for decreased fetal movements (RR 1.72). If this 

increase persisted post-trial, pre-pandemic behaviour in Region 

Stockholm may have already reflected heightened awareness of fetal 

movements, complicating comparisons of before and after the Covid-

19 pandemic. In addition, the study did not explore healthcare 

contacts during different waves of the pandemic, limiting the 

understanding of how mediators, such as infection rates and public 

health recommendations, influenced women’s care-seeking behaviour 

during this time.  

In Study IV, the absence of randomisation limits the ability to control 

for confounding variables, potentially introducing bias and making it 

challenging to establish a clear causal relationship between the 

intervention and the observed effects (251). However, we did mitigate 

this risk by adjusting for potential confounding factors in the 

statistical analysis. Hence, regional differences in guidelines and 

protocols could not be controlled, potentially affecting the accuracy 

of the results (250). Together, these issues weaken internal validity, 

making it harder to confidently link the observed outcomes to the 

intervention. 

In Study IV, the public availability of Mindfetalness information 

presented on a web-site open for anyone, may have led to unintended 

effects in the control group, diluting observed differences between 

groups and potentially threatening the internal validity of the study 

(250). We cannot rule out the possibility that the women in the 

control group had received information about Mindfetalness from 

their midwife. This potential contamination of the control group 

could reduce the reliability of the findings by introducing bias and 

making it harder to isolate the true impact of the intervention. 

Furthermore, the lack of data regarding how many women received 

information about Mindfetalness, and chose to practice it as intended, 

introduces uncertainty in classifying exposure to the method, making 

it difficult to assess any causal relationship (156). Although a previous 

study reported high compliance rates among Swedish-speaking 

women who received information about Mindfetalness (144), the 

demographic differences between the population investigated and 
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that of the current study complicate the estimation of practice 

frequency. The use of a control group consisting of women who gave 

birth during the same time period as the intervention group helped 

reduce the risk of confounding due to temporal changes in practice or 

policies, thereby enhancing the reliability of the comparisons. 

Using an Apgar score below 10 at five minutes after birth as the 

primary outcome in Study IV introduces certain limitations regarding 

the reliability and internal validity of the findings. Despite one recent 

study suggesting that an Apgar score below ten at five minutes after 

birth is associated with adverse neonatal health outcomes (181), it 

would probably have been more clinically relevant to use an Apgar 

score below seven at five minutes after birth (182). This would, 

however, have required a much larger sample size, as this is a rare 

outcome. Overall, the reliability of the Apgar score as a measure of 

the newborn baby’s health is debatable. Initially developed to identify 

infants needing breathing assistance or resuscitation, the Apgar score 

was not intended as a measure of long-term outcomes (179). The 

components being evaluated according to Apgar (appearance, pulse, 

grimace, activity, respiration) can be influenced by variations in 

normal transition, introducing variability in scoring (252). Assigning 

the Apgar score also involves subjectivity, which might lead to 

observer bias, further affecting its reliability and accuracy. However, 

the absence of a single, definitive reference measure for the clinical 

condition of newborns makes the Apgar score a valuable option, 

particularly when used together with other outcomes relevant to the 

newborn baby’s health and well-being. Additionally, the risk of this 

potential error was equally present in both the intervention and 

control groups. 

Contrary to initial intentions, we were unable to evaluate the 

proportion of healthcare contacts for decreased fetal movements 

using the KVÅ code AM041. After personally contacting healthcare 

professionals from different regions with knowledge about diagnostic 

coding, we concluded that there were significant discrepancies 

regarding how this code was applied across several regions, and 

therefore we excluded this outcome from the analysis. Information 
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on this outcome would have contributed valuable knowledge with 

regard to understanding the mechanisms of the intervention and 

interpreting the study findings.  

 

9.3 EXTERNAL VALIDITY OF THE QUANTITATIVE 

STUDIES 

External validity refers to how well the results can be generalised to 

other populations or contexts (248). Study III focused solely on 

Region Stockholm, which, compared to other regions in Sweden, has 

a unique healthcare organisation with seven different maternity 

hospitals within the region that women can chose from. Region 

Stockholm also has the lowest rate of stillbirth in the country (119), 

indicating that this is a particularly important focus within maternity 

healthcare. As the original Mindfetalness trial was conducted in 

Region Stockholm, it is likely that awareness of fetal movements 

among healthcare professionals, such as midwives and physicians, is 

more widespread there than in other parts of Sweden. This limits the 

external validity as the findings may not be generalisable to other 

healthcare settings in Sweden or internationally. 

By using population-based registers with high coverage in Study III 

and IV, we were able to include most of the women from the target 

populations. However, women with temporary social security 

numbers, such as asylum seekers and undocumented migrants, had to 

be excluded due to register limitations. This exclusion means that the 

studies do not fully represent the diverse population of women giving 

birth in Sweden, limiting the generalisability of the findings, 

particularly when it comes to marginalised groups. During the Covid-

19 pandemic, Sweden’s recommendations regarding social distancing 

differed from those of other countries, as individual responsibility was 

relied upon —rather than the enforcement of lockdowns or strict 

legal mandates— to reduce the spread of the virus (68). The findings 

from Study III may, therefore, not be generalisable to other countries 

that applied different recommendations during this health crisis.  
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Only 26 out of the 40 midwifery clinics that were invited chose to 

participate in Study IV, which may limit the representativeness of the 

findings and potentially overestimate the intervention’s effect. Non-

participating clinics might differ from those that participated, 

introducing selection bias (253). For example, midwifery clinics that 

chose to participate might have been more motivated or better 

equipped to implement the intervention, leading to more favourable 

outcomes than would have been the case in a broader, more diverse 

sample. This raises concerns about the external validity of the 

findings, as it may not be possible to generalise the results to other 

midwifery clinics or settings.  

 

9.4 REFLECTIONS ON THE SOCIO-ECOLOGICAL MODEL  

Applying a socio-ecological perspective (153) to the findings of this 

thesis has contributed to a broader understanding of what may 

influence migrant women’s access to fetal movement care in Sweden. 

For healthcare professionals in antenatal care, this perspective is 

particularly valuable, as it can shed light on both potential challenges 

and effective solutions to issues that may arise for these women 

during pregnancy. The model also has the potential to capture the 

diverse experiences and realities of women, which can support 

midwives, as well as other healthcare professionals, to provide 

individualised and culturally sensitive care.  

Despite these strengths, the socio-ecological model has limitations. It 

provides a static representation of the current context and situation, 

lacking the ability to capture changes over time, or predict future 

needs. Moreover, it does not consider the relative influence of 

different factors or address critical aspects such as power dynamics, 

othering, and intersectionality — all of which may impact migrant 

women’s health and access to care (254). To effectively understand 

and address women’s needs during pregnancy and childbirth, diverse 

perspectives and models are therefore needed.  
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10 Conclusions  
Inequities in maternal health and access to healthcare services persist 

in Sweden, particularly affecting migrant women. Women born in 

Sub-Saharan Africa and women with low educational attainment have 

the lowest rates of healthcare contacts in response to decreased fetal 

movements. These disparities persisted throughout the Covid-19 

pandemic, despite these groups being identified as high-risk for 

complications related to the virus. Swedish-Somali migrant women 

have high rates of risk factors associated with pregnancy 

complications. They are at risk of requiring medical interventions, 

such as induction of labour and emergency caesarean sections, and 

having adverse birth outcomes associated with decreased fetal 

movements.  

Women’s awareness of fetal movements is influenced by a wide range 

of factors. Miscommunication, lack of knowledge, insufficient 

support and information, and restricted access to hospital services can 

all contribute to delays in seeking care and receiving timely 

interventions. This is particularly true for women who are not 

proficient in Swedish or who are unfamiliar with the Swedish 

maternity healthcare system. Midwives play a key role mitigating 

barriers to accessing care and supporting women to recognise fetal 

movement patterns and seek timely care when experiencing decreased 

fetal movements. Highlighting the positive aspects of fetal movement 

awareness may provide a valuable entry point for these conversations. 

However, this work requires sufficient organisational resources and 

support, which is currently lacking.  

The Mindfetalness-based intervention implemented in this project did 

not succeed in achieving significant improvements in birth outcomes. 

To advance equity in health for marginalised populations, it is 

essential to address the broader structural and social determinants of 

health. Interventions should be designed with these factors in mind 

and developed in collaboration with community organisations to 

ensure the relevance and sustainable impact of such interventions. 
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11 Clinical implications 
Improving access to fetal movement care for migrant women in 

Sweden requires both structural changes and strengthened 

interpersonal support within maternity healthcare services. 

Consequently, the following clinical implications are suggested:  

• Recognise the midwife–woman relationship as central to 

midwifery practice and support continuity of carer throughout 

pregnancy to strengthen trust and partnership. 

• Allow for a more flexible antenatal care programme that 

provides midwives with the mandate to tailor care based on 

women’s individual needs. 

• Emphasise the positive aspects of fetal movement awareness 

in communication with women throughout pregnancy. 

• Recognise women’s partners, significant others, and the wider 

community as valuable resources and actively involve them in 

the antenatal care programme. 

• Allocate extra time for appointments when interpretation or 

language support is required.  

• Increase the availability of information about fetal movements 

in multiple languages. 

• Direct resources toward supporting women with historically 

low healthcare engagement, especially during future health 

crises that may limit access to care.  

• Address broader structural and social determinants of health 

when designing interventions to improve health outcomes 

among marginalised populations. 

• Collaborate with community organisations and representatives 

when designing and implementing health interventions for 

migrant populations. 
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12 Directions for future research 
The findings of this thesis have raised questions and reflections that 

warrant further investigation.  

To understand why the intervention in this project did not achieve its 

intended outcomes, a process evaluation examining contextual 

factors, the implementation process, and mechanisms of impact is 

needed (255). Gaining insight into how the participating women and 

midwives experienced the intervention —how it influenced their 

awareness of fetal movements, promoted behavioural changes, and 

shaped midwives’ communication about fetal movements— would 

inform development and implementation of similar interventions in 

the future.  

Further, effectively addressing health inequities requires a broader 

understanding of how pre-migration experiences —such as trauma, 

access to healthcare, previous pregnancy and childbirth experiences, 

and reasons for migration— shape women’s health needs and 

interactions with the Swedish maternity healthcare system. Such 

knowledge can inform more tailored, culturally responsive, and 

equitable healthcare policies, interventions, and educational initiatives 

targeting both the women themselves and healthcare professionals. 

Finally, an important knowledge gap persists regarding how to best 

reduce the risk of birth complications among populations with 

elevated maternal health risks. More research is needed to understand 

how to appropriately balance the use of medical interventions as 

preventive measures in maternity care, while also promoting 

physiological birth and ensuring care that is safe, respectful, and 

tailored to individual needs. 
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15 Appendix 1 

Leaflet: Mindfetalness – a method for focusing upon fetal movements  

The first perception of fetal movements is sometimes described as a gentle 
tickling. As the pregnancy proceeds and the fetus develops the movements 
become more distinct. Just as new-born babies vary, there are differences 
between fetuses. Some fetuses are very active during their time in the uterus 
whilst others are calm, but all fetuses move up until birth. Each unborn baby 
has its own pattern of movements and at the end of the pregnancy the pattern 
can be recognised. The fetus moves between periods of wakefulness with much 
movement and calmer periods of rest. Movement frequency usually peaks 
around week 32 of pregnancy and remains for the most part at that level until 
delivery. The movements increase in strength as the fetus grows but at the end 
of the pregnancy can be experienced differently to the movements felt earlier.   

That the fetus moves is a good sign and many pregnant women describe how 
they notice their unborn baby’s movements every day. One systematic way of 
observing the movements is the method of Mindfetalness that can be used to 
get to know the movement pattern. An appropriate time to begin with 
Mindfetalness is in gestational week 28.  

How to put Mindfetalness into practice 
Mindfetalness is practiced ideally on a daily basis. Choose a time of day that 
suits you best but also wait until you feel that your unborn baby is having a 
period of wakefulness. Lie down or sit comfortably when you engage in 
Mindfetalness. If you lie down, then preferably on your left side. The 
movements are felt more distinctly when you lie down, and the blood flow is at 
its best in the uterus on the left side, which is good for the fetus. Concentrate 
on your unborn baby’s movements for approximately 15 minutes. You will feel 
yourself if you need a longer or shorter time to perceive the movements. For 
some women it is enough just to get an idea of how the movements feel, others 
prefer to write notes about what they experience. At the end of this 
information there is space in which you can write down how you experience the 
movements. If you have a smartphone or computer you can write your 
impressions at www.mindfetalness.com  

During Mindfetalness you focus upon:  
The intensity of the movements 
The way in which the baby moves  
How much the baby moves 

The questions to be answered are:   
Can the movements be felt distinctly?  
Are the movements of the same intensity as usual?  
Does the fetus move as much as usual? 
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Fetal movements at the end of the pregnancy  

The unborn baby’s movements can be divided into two main groups: large 
movements and small movements.  The large movements are felt distinctly; this 
can be when the fetus kicks or stretches out its body. The small movements 
that the fetus makes, but which are not felt, are gripping movements with 
fingers and toes as well as breathing movements. In approximately weeks 25 to 
30 the movements begin to become organized and the unborn baby has periods 
of wakefulness interspersed with periods of rest lasting approximately 40 
minutes up to an hour.  

The movements change as the pregnancy proceeds and can feel different due 
to the fact that the space the fetus has at its disposal becomes smaller, 
although this does not affect the frequency of the movements. Women at full 
term pregnancy often describe how the movements feel powerful, pushing, 
stretching, large, from side to side, slow and light.   

If you focus upon the fetal movements for a while every day when the fetus has 
a period of wakefulness, you can gain a good understanding of your unborn 
baby’s movement pattern. It is important the observation occurs when the 
fetus is awake (the fetus is less active during a rest period). There can be wide 
variations from fetus to fetus regarding the frequency and intensity of the 
movements.  

Women who have tried Mindfetalness describe how they felt calm, present and 
focussed while using the method. They also describe the period as a 
communication with their unborn baby and that they experienced a powerful 
bonding with their ba by. Only you can decide whether the method suits you. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary 

The movements become organised during pregnancy weeks 25 to 30 and the 
fetus has periods of wakefulness interspersed with periods of rest, 
approximately 40 minutes up to an hour. Most fetuses have, at the end of the 
pregnancy, a daily rhythm and are active in the evening.  

In pregnancy week 32 a plateau phase is reported regarding the frequency of 
movements but there is nothing to indicate that the movements decrease at the 
end of pregnancy.  

There can be a wide variation between fetuses in the frequency and intensity of 
their movements.  

Get to know your unborn baby’s movement pattern during pregnancy. Trust 
your intuition.   
 
If you are concerned that the fetus is moving less or that the movements are 
weaker, you should contact health care. 
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What does the fetus do in the uterus? 
As the fetus grows, the movements become more distinct and successively 
regular. Small movements are not felt, e.g. when the fetus sucks its thumb or 
flexes its toes. Kicks, and when the child stretches out, can usually be felt clearly 
and many also feel when the child hiccups (small rhythmic jerks) during the 
latter part of pregnancy.  

During the final months of the pregnancy the movements are distinct and 
powerful, but may be experienced as being of a different character compared 
with when the fetus had a larger space at its disposal. Some women describe 
how the unborn baby stretches out, as if the fetus is trying to stretch as the 
space begins to be tight. Others describe the movements as large, that they 
involve the unborn baby’s whole body and can be described as slow. The larger 
the fetus the more distinct the movement.   

Is it true that the fetus moves less towards the end of pregnancy? 
No, this is not true. Fetal movements increase up until pregnancy week 32, 
thereafter and up until delivery, the frequency of movements generally remains 
the same. It is important to remember that the fetus should continue to be 
active throughout the pregnancy.  

Does the fetus move the whole time? 
The fetus does not move the whole time. All unborn babies are calm and sleep 
for short periods. There can be wide variations from fetus to fetus regarding the 
frequency and intensity of the movements.  

Can it be more difficult for some women to feel the movements? 
It is probable that it is easier to feel the movements if the woman lies on her 
left side and concentrates on them. Some women describe how, in spite of 
doing so, they have great difficulty in feeling their unborn baby move. Extreme 
overweight, amongst other things, can make it more difficult. If one is much 
stressed it may be more difficult to feel the movements. 

What should I do if I feel that the movements become fewer towards the end 
of the pregnancy?  
If the movements decrease in intensity or frequency, and deviate from the 
fetus’ normal way of moving, it can be a sign that the child is not doing so well 
in the uterus. Most pregnant women who experience fewer and weaker 
movements give birth to a healthy child, but there is an increased risk that the 
fetus is not fit. If you experience that the movements have become fewer and 
weaker, and you feel that there is a difference compared with earlier in the 
pregnancy it should not be interpreted as something normal until the child has 
been examined.  
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Diary of my unborn baby’s activities 
 

Pregnancy 
week 
28 + 

How my unborn baby moved 

 
 
 
 
 
 
 
 
 

Pregnancy 
week 
29 + 

How my unborn baby moved 

 
 
 
 
 
 
 
 
 

Pregnancy 
week 
30 + 

How my unborn baby moved 

 
 
 
 
 
 
 
 
 

Pregnancy 
week 
31 + 

How my unborn baby moved 
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Diary of my unborn baby’s activities 
 

Pregnancy 
week 
32 + 

How my unborn baby moved 

 
 
 
 
 
 
 
 
 

Pregnancy 
week 
33 + 

How my unborn baby moved 

 
 
 
 
 
 
 
 
 

Pregnancy 
week 
34 + 

How my unborn baby moved 

 
 
 
 
 
 
 
 
 

Pregnancy 
week 
35 + 

How my unborn baby moved 
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Diary of my unborn baby’s activities 
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How my unborn baby moved 
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How my unborn baby moved 
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How my unborn baby moved 
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How my unborn baby moved 
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Diary of my unborn baby’s activities 
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How my unborn baby moved 
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How my unborn baby moved 
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How my unborn baby moved 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 


