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Abstract

Background: Irregular migration is increasing worldwide aihe so-called
undocumented migrants face serious problems irsacgghealth care. Little is
known about the health of undocumented migrantseared less is known about
pregnant undocumented migrants; their conditiorigerand specific health

problems. Living under the stress of being undoateeand pregnant, without
access to antenatal care, probably makes the wtreenost vulnerable group in our
society.

Aim and methods: The overall aim with this study was to outlingeneral

framework for understanding the needs and accesptbgnant undocumented
migrants have to antenatal care and factors tfattahat access. The specific
objectives were to describe the group of undocueteptegnant women who seeks
antenatal care through the Red Cross health dfirstockholm, Sweden and to
deepen the understanding of their specific needs.

In the years 2006 and 2007, 55 women in need ehaiel came to the Red Cross
clinic. The records of these 55 women were retrobpay studied and basic
demographic data was extracted. In 2008 nine sktl® women participated in
semi-structured interviews and the interview traipgs were analysed for content and
categories and themes were identified.

Result: From the interviews a complex connection of fex®@volved, which all of
them together affect the access to antenatal caréoams a specific vulnerability of
the pregnant undocumented women. Direct obstaalgs as cost, fear, language
barriers and identification problems were describgthe women as obstacles that
affect the access. In addition, the women empbédsither obstacles that had an
indirect impact on the access to antenatal caienafion in society, due to their legal
status was described. This influenced their samtatacts in a negative direction and
the pregnancy seemed to enhance the feeling ofailian, social isolation and
loneliness. The women also witnessed of an incdedependency upon their
partners, friends and volunteers from NGO’s andattes. The dependency was
expressed as a negative experience and provolegyieef shame and guilt.
Conclusions. This study contributes to a deeper understandlirige complexity of

the undocumented women'’s situation and how andyjrealnerable situation is
aggravated by a pregnancy and it suggests thatuntented pregnant women have a
specific vulnerability and specific needs. Pooresscto health care affects their health
negatively and the health care system should peoaceess to antenatal care for these
women to minimize health risks and to fulfil the@xual and reproductive health
rights.



List of content

R 011 o o {8 ox 1{o) o S 4
2. BACKGIrOUNG .. ..ottt ettt e et ettt e e e e e n e 5
2.1 IMGFALION. ...t et e e ettt e e e e e e et e e e e e e e enae s 5
2.2 Undocumented MIGIantS ...........eeveieetmmmmmmm e eeeeeeeeeii e e e eeeeeinii e e e eeeennaas 5
2.3 The human rightS PErsPEeCHIVE ..........ccouiiiiiiiiiiieeeieee e 7
2.4 The Swedish health care SyStem.........ccceeeriiiiiiii e, 8
2.5 The Swedish model of antenatal Care ... .o eeeeeiiiiiiiiiiniee e, 8..
2.6 NGO S .. ittt e et e et 9
2.7 The Red Cross health clinic for undocumentegtamits....................cccceeeeeee. 9
2.8 Undocumented migrants and health ... eeeviiieiiiiie e, 10
2.9 Undocumented pregnant women and health .. .ccvvoeeeeeieiiiiiiiincennnnn... 10
3. AIM AN ODJECHIVES ... i e et e e e e e e e e e e e aaaa s 11
=Y 1 T Yo LS UPPPPPR 12
ST~ 111 o PSRRI 12
4.2 Selection of participants and selection of méth...................cccooooeeiiis 12
VARG DT 1= W oto ] |[=Tox 1 To] o HO PPN 13
4.4 ANAIYSIS OF GALA ... ..eeeiiiiiiiiti st ettt e e 13
v R =1 o1 o= 1 I o]0 ] o [o =] 1 1S 14
S T (=] U | P 16
5.1 Total population of undocumented pregnant Women................ccccceevvvnnnn. 16
5.1.1 Country Of OFIgIN ...cooeeiiiii e eeee e eees 16
5.1.2 Legal STAtUS......coveiiiiiiie et e e 16
5.1.3 Causes of seeking health care at the ReChogC ...............coeveeeeeenns 16
5.1.4 TiME IN SWEAEN .....ciiiii e e e e e e e eeees 16
5.1.5 Family COMPOSITION ......uvuuiiieiiiiiiiiemmmme e 17
5.1.6 When did they seek help?.........coo i 17
5.1.7 Where they finally got antenatal Care .. ..coovvveieeiiiiiiieiiiieeeciin, 17
2 110 1A | (0 11 ] IO 18
5.2.1 AlIBNALION ...t e e 18
5.2.2 SOCIAl ISOIALION. ....uuiieeii e e 19
ARG 3 B L= o 1= g (o (=T o Von PP 21
5.2.4 Not in control of reproducCtion..........ccceeveiiiiiiiiiiiii e, 22
5.2.5 AcCess to antenatal Care ............ e eeeereiiiininneeneeeiiiiineaeeeeeeenans 24
5.2.6 Obstacles accessing antenatal care ...........cccooeeeeevvieiieeiiii e 25
5.2.7 Self perceived impact on health.......cccceecooiiiiiiii 27
5.2.8 Contact with the health system........coccceeiiiiiiiiii i, 28
I S o B 1= (o P 30
6.1 MethOd AISCUSSION .....ceeiiiieeiiii e ee e e e e e e e e e e e e e e e saeeaeees 30
6.2 RESUIL dISCUSSION ....uiiiiii et eeeemmme et e e e e e e e e e eeee s 31
6.3 Conclusions and recommendations ........cccceccveeeiieeeieiieeeee e eenn 34



1. Introduction

In Sweden today there is a group of people whoeaotuded from the health care
system, the so-called undocumented migrants. Undented migrants are migrants
without a residence permit authorizing them to lady stay in the country of
destination. There is a huge lack of knowledge altbe group of undocumented
migrants in Sweden and even scarcer is the spegifiowledge about the
undocumented women and their specific health neAdsa midwife | have been
working with a project run by the Swedish Red Cragh the objectiveof providing
health care to undocumented migrants in Stockhdlraund a thousand patients are
registered at this clinic as thesre excluded from the health care system. The
undocumented migrants live in the outskirts of HBuziety. They are at risk for
exploitation on the labour market, have difficulting conditions and precarious
housing situations and difficulties accessing lieakre, but there are specifically
concerns for women.

Undocumented women are confronted with gender-bdsedimination, the majority
of them are domestic workers and there are reasohslieve that these women are
more often vulnerable to sexual abuse. Approxinga2é8 of the patients coming to
the Red Cross health clinic are women and arourfd B@ve reproductive health
related problems such as; need for antenatal abwetions, gynaecological care and
sexual transmitted infections. (1)

Living under the stress of being undocumented araymant, without access to
antenatal care and health care in case of pregratetyed complications, makes the
undocumented pregnant women probably the most raldfes group in our society. |
decided, therefore, to make the study on the undeoted pregnant women as to my

knowledge there has been no similar study doneviedSn



2. Background

2.1 Migration
Migration is a natural phenomenon and has alwaystezk The process of

globalization has enabled an expanding economybatigr opportunities for life to
many people. Today it is easier than it has evenber people to move around and
the number of international migrants has doubledhm past 25 years. There are
various reasons why people migrate and the reasohgle among others: political,
economical, social and environmental factors.

Almost half of the migrating population is women.owWen are to a wider extent
entering the global labour market as breadwinnerd iacreasingly leaving their
families behind. It seems to be a persisting traadhe industrialised parts of the
world demand larger workforce in markets that aealitionally linked to women,
such as domestic work, nursing and personal caaeufacturing, entertainment and
sex trade.

The lack of regular migration opportunities hastobated to an increasing number
of irregular migrants i.e. migrants without a reside permits. Irregular migration is a
complex phenomenon influenced by the living condisi in the countries of origin
and an increasing demand of cheap and flexible fwor& in the countries of

destination. (2)

2.2 Undocumented migrants
In literature and media there are many differentn@s for people who live in

countries with irregular status. Some examplesiaregular migrants, undocumented
migrants, illegal migrants, gémda (in Sweden), gaaser (in France) and so on. Not
going into any further analysis of definitions, tims study they will be defined as
undocumented migrants.

There are many different situations that can caase individual to become

undocumented and the group of undocumented migiant®t homogenous. The
situation of being undocumented has nothing to @b the entrance in the country.
There are as many different backgrounds, reasonsnigfation and causes of
becoming undocumented as there are people withs dloup. Undocumented

migrants could, for example, be: rejected asylurakses, rejected candidates for



family reunification, tourists that have overstaydwir visa, students who have
overstayed their student visa, labour migrants authresidence permit or migrant
workers who lost their permit, embassy staff wh&t kbeir diplomatic status, victims
of trafficking etc. (3)

Lately it has been a priority for EU member staiedight against undocumented
migrants and to become more restrictive regardiocess to public services and
health services. (4)his has not stopped undocumented migrants toist&urope
and there is no evidence that health care coul flngsh or a pull factor of migration.
On the contrary there are other factors involvetha decision making of migration
and their country of destination. A British studyported that there is rarely a detailed
knowledge about the welfare system of the courftdestination. In many cases there
IS no conscious choice at all, rather a random @imemon depending on channels and
contacts of agents. In cases where there is aelwbicountry of destination, factors
such as; friends and relatives, former colonialnemtions and ability to speak the

language influenced the decision making. (5)

Policy makers are interested of how many undocuetentigrants there are in their
respective country, but due to the circumstancasttfe undocumented migrants are
forced to exist in, makes it difficult to estimate@mbers, but there seems to be a
consensus that they are increasing.

In Europe it has been estimated by the Organizdtorfconomic Cooperation and
Development (OECD) that there may be 5-8 millionuaflocumented migrants and
larger numbers are estimated in other parts oivitréd. (2)

In Sweden there are no reliable data availableasolhe only statistics that exists is
the list of rejected asylum seekers that are oblpeaemoval orders but cannot be
located. According to the Swedish National Policai 7500 persons were missing
in 2007. No one knows how many of these persofisrstnain in the country, they
might have moved to other countries. (6)

There are no data or statistics available for ogineups either.



2.3 The human rights perspective
The essence of the human rights perspective ietr@ay individual has the right to a

life free from discrimination and poverty. Swedeshatified a range of international
human right treaties recognising the right to heatid other health-related rights. The
Covenant on Economic, Social and Cultural Rights qféarly states the right to
health declaring:

“the right of everyone to the enjoyment of the kigthattainable standard of physical

and mental health”
(Article 12 of the Convention on Economic, SociatiaCultural Rights, UN 1966)

Sweden has recently been heavily criticised by UI$gecial Rapporteur on
everyone’s right to health, Paul Hunt. The undocute@ migrants are identified as
one of the most vulnerable groups in the society Raul Hunt emphasised that they
should access health care with the same conditmmsSwedish citizens for
humanitarian and human rights reason, but also aigierspective of public health
issues. He also pointed out that specifically foese people human rights were
created and were meant to protect. (8)

Sexual and reproductive health and rights (SRHBRY@mdamental for women. SRHR
is regulated implicitly and explicitly in variougternational conventions such as; the
Universal Declaration of Human Rights (9), the Gum& on Economic, Social and
Cultural Rights (7), the Convention on the Elimioat of All Forms of
Discrimination against Women (10) and the Conventio the Rights of the Child
(12).

In article 24 of the Convention on the Rights af @hild it is clearly stated that states
shall:

“ensure appropriate pre-natal and post-natal heattire for mothers”
(Article 24:2d of the Convention on the Rights loé tChild, UN 1989)

Article 12 of the Convention on the Elimination/Af Forms of Discrimination
against women states that:

“1. States Parties shall take all appropriate me@sito eliminate discrimination
against women in the field of health care in ortteensure, on a basis of equality of
men and women, access to health care servicesding those related to family
planning.



2. Notwithstanding the provisions of paragraph | abtarticle, States Parties
shall ensure to women appropriate services in cotioe with pregnancy,
confinement and the post-natal period, granting fservices where
necessary, as well as adequate nutrition duringgpeacy and lactation. “

(Article 12 of the Convention on the EliminationAif Forms of Discrimination against women,

UN 1979)

2.4 The Swedish health care system
Sweden has a compulsory, predominantly tax-basafihheare system covering the

entire population but undocumented migrants areemtitled to subsidised medical
care or subsidised medicines from the nationalipdtgalth system. According to the
Swedish Health and Medical Services Act local Cpuuncils are obliged to offer
“immediate health care” to everyone present in Sme@12) There is no definition of
“immediate healthcare” so practically it is up #ck health care provider to decide in
each case and the undocumented migrants are obimeguhy the full cost for
receiving care even in cases of emergency. In ipeadhis results in extreme
difficulties for the undocumented migrants whenythee in need for health care.
Regulations concerning health care for undocumemigdants look different in other
EU countries. A recent overview of 11 West Europeanntries shows that Sweden
and Austria are the most restrictive countries erms of health care for
undocumented migrants. (13)

Nevertheless, in 2000, the Swedish Association @fal Authorities and Regions
(Sveriges Kommuner och Landsting) and the Stateheth an agreement on
subsidized health care for undocumented childrenceSthen the undocumented

children have access to health care, and in 208&tiieement became a law. (14)

2.5 The Swedish model of antenatal care
The Swedish model of antenatal care, with midwivesnitoring pregnancies,

identifying risks pregnancies and referring thengymaecologists when needed, is
internationally well known and seen as a succesteidhe system of antenatal care
and the high level of coveragee probably, besides qualified delivery servicese

of the major reasons why Sweden has one of thestomaternal and infant mortality

in the world.

The overall objective of the maternal health careSiveden is to provide a good
reproductive and sexual health for the whole pamia To achieve the overall

objective the antenatal clinics provide serviceshsas; basic antenatal care program,



screening program for infectious disease in pregmammen (HIV, rubella, lues,
hepatitis and TB).Also provided are foetal diagiusstpsychosocial support, parents
education, health education, STI prevention andtiment, advice regarding family
planning, prevention of unintended pregnancies,icadvegarding abortions and
screening program for cervical cancer. There isoasensus that providing these
services is cost effective. (L5

When it comes to undocumented pregnant women inl wéeantenatal care it is
usually not seen as “immediate health care”. Rraltyi this means that the woman
has to pay the full price of antenatal care in adea The current cost is 500 SEK for
each visit to the midwife. When it comes to deljwservices it is usually considered
as “immediate health care” and the woman can payfal price after receiving
proper care at the delivery unit. Currently a ndrmelivery in the hospital costs
approximately 25 000 SEK and can go up in cas®wiplications. (16)

2.6 NGO's
With the current system in Sweden it is clear tha health care needs of

undocumented migrants is not met. Presently theeeaafew non governmental
organisations (NGO’s) and individual health caedfghat provide health services for
these patients on a voluntary basis. The NGOsealyeng on few professionals with
limited resources which obviously make it difficulo cover all health needs.
Currently there are four NGO'’s providing healthecam undocumented migrants in
Sweden; Médicins du Monde (MDM) and the Red CrasStockholm, Rosengrenska
Foundation in Goteborg and Delta Foundation in Malm

2.7 The Red Cross health clinic for undocumentedgnants
The data for this study was collected at the Rems€health clinic and the methods

will be further described in the method’s chaplidre project was started in 2004 by
Médicins Sans Frontieres (MSF) and handed ovengdsivedish Red Cross in 2006.
The Red Cross clinic has two fulltime nurses maioperating as a link; putting

patients in contact with health care professiondi® are volunteers and parts of a
network connected to the Red Cross clinic. The melers counsel and treat
undocumented migrants free of charge at their dimics. When a woman seeks help

with antenatal care at the clinic the first thirfgatt is done is to call the public



antenatal clinic in the area where the woman livespresent there are 72 public

antenatal clinics in the County Council of Stockholn some cases, they receive the
woman under the same conditions as a woman wittleese permit. In cases where

it is not possible contact with one of the five watiary midwives in the Red Cross

voluntary network is established.

The Red Cross also acts at the structural levebtwince the Swedish government to
change the law. The Red Cross demands that therrgoeet creates a regulation

which provides all people, regardless of their legfatus, access to health care in

order to address their medical needs.

2.8 Undocumented migrants and health
There are few studies done on undocumented migrants health and to my

knowledge only one done in the Swedish context. $hely is a questionnaires
survey that includes 102 undocumented migrantshat MSF health clinic in

Stockholm. In addition a mental health questiormaif 23 undocumented migrants
was carried out. The participants were diagnoset wivariety of health disorders
including chronic and severe diseases. The stuslyltseshowed a deterioration of
both physical and mental health while living in $i&a as undocumented migrant and
a high prevalence of depression and anxiety dissreas reported. The study
participants also reported a number of barrieressiog health care such as; high
costs or being refused health care due to lackoofichents and fear. Fear that the
health care staff would call the police or the Miipn Board and therefore being
arrested and deported. (18pwever the anonymity of all patients is regulatsd

Swedish law that covers everyone including undoauatemigrants(17)

2.9 Undocumented pregnant women and health
If little is known about the health of undocumentaijrants, in general, even less is

known about pregnant undocumented migrants, th@iditions in life and specific
health problems. Little research has been donddoeas theses issues and the results
are contradictory. In the United States some stuldéeye shown a lower prevalence of
low birth weight among undocumented foreign bornirias compared to US-born
Latinas. It has also been shown that migrant wo(neh specifically undocumented)
generally have a better birth outcome than US-bmomen from similar socio-

economic background. This has been explained toesextent with the theory of
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“healthy migrant effect” which implies a selectiohthe fittest during the process of
migration. (18, 19)

Other North American studies have shown similaultsswith lower rates of preterm
deliveries and low birth weight among undocumemntegrants. But the same studies
indicates higher rates of pregnancy related riskofa (such as anaemia, less likely to
gain weight and less likely to receive satisfactangenatal care), and higher rates of
labour complications such as; excessive bleedidg@etal distress. (20,21).

In Europe to my knowledge only two studies havenbdene, both in Geneva, among
undocumented pregnant women. There were no signifidifferences in birth weight
or complications during pregnancy, delivery or posttum but a slightly higher, but
not significant, rate of pre-term delivery amonge tindocumented women in
comparison with a control group consisting of peagnwomen from the general
population of Geneva, Switzerland. Neverthelessitlee European studies identify a
significant higher proportion of unintended pregrias, underutilization of
preventive measures such as cervical smear tesinamdinization of rubella and
delayed antenatal care among the undocumentedgregomen. The undocumented
pregnant women were also significantly more expdsedolence during pregnancy.
These studies suggest that not having a legal emséd permit is a particular
vulnerability for pregnant women. (22, 23)

Delayed antenatal care is also reported in a stra@yp London, were 44% of the

undocumented women came to antenatal care aft@e2Bs of gestation. (24)

3. Aim and objectives

The aim of this study is to outline a general framek for understanding of the needs
and access that pregnant undocumented migrantstbawsalthcare and factors that

affect that access.

Objectives

1. To describe the undocumented pregnant women whohssadth care through
the Red Cross in Stockholm.
2. To deepen the understanding of their self-perceikedlth situation and

specific needs.
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4. Methods

4.1 Setting

The data was collected at the Red Cross clinic umdocumented migrants in
Stockholm, where | was employed at the time ofstiuely. All patients seeking health
care at the clinic are routinely interviewed witm@anber of questions regarding age,
country of origin, legal status, time in Swedemilg composition, health problems
etc (see appendix 1).

The information is registered in a data base amdnbdical records are stored in an
archive. The database was created in 2006, wheBwieelish Red Cross took over the
project from MSF.

All people who do not have access to subsidisetiheare because of their legal
status are welcome to the clinic. The clinic isteid by several categories of
undocumented migrants such as rejected asylumrseekerstayers of different kind
of visas and people who have been rejected resdegrenit for family reunification.
There is one group of people not having accessghisidised health care but not
necessarily undocumented who also visit the clifiigs group is people who have
applied for residence permit for family reunifieatibut are still waiting for a

decision. While in this process the person is mahtgd subsidised health care and

has to pay the full price herself.

4.2 Selection of participants and selection of meth
A search in the database was done for pregnant wa®eking the clinic in need of

antenatal care, during the years of 2006 and 208ith resulted in 55 women. All
general demographic information about these womes extracted from the database
and after that the 55 medical files from the arehivere retrospectively studied for
complementary information such as; week of gegstatind where they finally got
antenatal care.

Of the 55 women in need of antenatal care 24 walert®d as possible candidates for
in-depth interviews or focus group discussions. $akection criteria were that they
should have given birth in 2007 or being in théird trimester of pregnancy at the
time of selection (October 2007). Because of lagguéimitations and lack of

resources to pay for translators, the women hatletcable to be interviewed in
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Swedish, English or Spanish. There were also pnobl® locate the women. At first
the study was planned to be conducted through fgugy discussions but there were
problems in finding women who wanted to participdiee reasons are unknown but
will be discussed later. Out of the 24 selected ewriour of them initially said yes to
participate but were later unable to reach. Thiethem said they wanted to think
about it and could not be reached later. For amakinee the phone numbers no longer
exist. One had moved to another country, one hagdethto another city in Sweden
and one said clearly that she didn't want to pgudie. The nine remaining women
who wanted to participate, but at this time thedgtwas presented to be conducted
through in-depth interviews. The nine selected worhad different background and
different reasons for being in Sweden. They wemnfrSouth America, Central
America, former Soviet Union, Asia and Africa. Sowere primipara and some
multipara, some singles and some married. Six heengbirth at the time of the

interview and three were pregnant in the third éster.

4.3 Data collection
The interviews took place either at the Red Crdgsccor in the homes of the

women, wherever they had preferred. As the intersievere semi-structured they
have been performed as a conversation, but guigetine themes with questions to
keep track of the conversation for the intervie\igee appendix 2). Every interview
lasted between 45 to 80 minutes and was tape medorBach interview were

transcribed in the original language and after ttaatslated into Swedish.

The interviews were carried out during a periodonfr months, from November 2007
to February 2008.

4.4 Analysis of data
The data from the interviews were analyzed usinglitfive content analysis. The

transcribed interviews were read through severakdi to grasp the material in its
entirety. Later oneach interview was divided and mixed with the cthsorting after

the themes and questions following the intervieiudgu The analysis started with
extracting meaning units from this material. Theamiag units were further on
condensed without loosing its meaning. The cond&nsganing units were organised

in sub-categories and the sub-categories formezhosdes. At this point the process
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of analysis was focused at the concrete and “@Sibbmponents of the text, referred

to as the “manifest content” (25). An example ddlgsis is presented in the table 1.

Table 1
Category Obstacles accessing antenatal care
Sub- Cost Fear Language | Identification | Lack of
category barriers Problems Knowledge
Condensed | Costs Staff calls | Not No id-card, I can not
meaning much, not | the police, | speaking | can not access ANC
units affordable,| get caught, | language, | identify unless itis
you must | be sent back| not being | myself, not | through
pay a lot, | questioned | able to having a someone else
expensive, by staff, express complete must go to
staff ask | denied care, | yourself, if | personal NGO, can not
for money | feeling you don’'t | number, can | buy drugs at
you must | shame, angerspeak the | not prove whag the pharmacy
go home | from staff, |language |Ilam
insulted they won't
receive you

It was clear that the transcribed text consistedtbér type of information as well.
This type of information was much more subtle, aoring an underlying meaning of
the text and were not linked to direct answerdhoduestions. This has been referred
to as the “latent content” in the literature. (25)

The interviews were read through again and thefifatontent” were also organized
in categories which formed the themes. The latentemt gave the result a framework
of interpretation, showed in table 2 on page 17eDttesearchers have read the

interview material and the analysis has been dsszlithrough out the process.

4.5 Ethical concerns
Research involving impoverished and marginalizedpfeis a concern of research

ethics as they are to a higher extent susceptdlexploitation. The first step to
address this vulnerability is to recognise thatwhieerability actually exists.

When conducting a study among vulnerable populatiere is a need to pay special
attention to the unequal power of relationshipsveen the researcher and the studied
population. In related literature, some issues Hasen highlighted as specific for

research among vulnerable populations and thusidemasion is necessary for the
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credibility and trustworthiness of the study. Somsues described as of special
attention in vulnerable population and that hasbéotaken into account are; the
possible distrust in society and in the health eystem, the use of incentives could
serve as coercion, fear of telling their true opis and reluctance to refuse
participation because of dependency upon the rgselarDealing with these issues
calls for individual treatment according to thecaimstances of the study group and
sensitivity to their reality. (26, 27, 28)

Some of the ethical issues and strategies of thdy sare;

(i) At first the study was planned to be condudiecugh focus group discussions.
However, soon it became clear that recruiting wonven wanted to participate was
impossible. | can only speculate in the reasonstarttie fact that there could exist
subgroups and internal hierarchies within the grthgd are not known to me. (ii)
There could also be fear and stigma in sharingisemaformation with others. After
realizing the problem the method of data collectiwas changed into individual
interviews and recruitment became easier. (iii) theo issue is the women’s
dependence to the Red Cross clinic and that coalgsec reluctance to refuse
participation in the interviews. All participantseve informed of confidentiality and
that participating was voluntary. Further it wascatlarified that participating in the
study would not in any way influence the possitaitof getting help with health care
through the Red Cross clinic in the future. All wemwho wanted to participate were
given time to change their minds. A second phorlewas done the day before the
interview to repeat the purpose of the study andreimforce the message of
voluntarism and that refusing wasn’t going to afffiseir possibilities to get assistance
from the clinic in the future.

As | was working at the clinic at the time of thedy there was a certain amount of
trust in the study group and familiarity to theituation. The trust is one of the
strengths in this study but also one of the weade®sTrust and confidence reduce
fear of being identified and could also affect Wi#ingness to share information. On
the other hand, trusting the organisation or mea geerson could also result in a
tendency to express what they think | expect to bed not telling their true views.
Incentives were not used for this study, but tramgbenses were reimbursed when
needed. Almost all women revealed information dytime interview that was needed
further attention. It was therefore, after conselgumented in the medical file and
handled, within the regular activity at the clinic.
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5. Result

5.1 Total population of undocumented pregnant women

In total, 55 women came to Red Créggyet help with antenatal care, during the two-
year period 2006-2007, 21 in 2006 andr82007.
The average age was 27, 8 years with a range betlved3 years.

5.1.1 Country of origin
The 55 pregnant women had their origin in 26 dédfeér countries. Divided in

geographical regions the result shows the followiag women (45%), were from
South America followed by eleven (20%) from thenfier Soviet Union and six
women (11%) from Africa. Five (9%) were from Eassi#d three (5%) were from
Central America, two (4%) were from South west Adiddle east, two (4%) had

unknown country of origin and one (2%) was from dne.

5.1.2 Legal status
Twenty-one (38%) women came to Sweden with a vighthen overstayed the time

of expiry and 19 (35%) had applied for asylum b@trevrejected. Nine (16%) had
applied for residence permit due to family reurmifion. Four (7%) had unknown
status, one (2%) was rejected residence permiafaily reunification and one (2%)

was an EU-member.

5.1.3 Causes of seeking health care at the Red Crossclinic
Nineteen (34%) of the pregnant women said the reésioseeking antenatal care at

the Red Cross clinic was because of the cost, khew they couldn’t afford paying
the midwife at the public health centre and 18 (B3%d the fear was the reason not
seeking help at the public antenatal clinic. Ele(@0%6) of thewomen said they tried
to get antenatal care at the public health cenitevere rejected by the staff. For five
(9%) women the reason is unknown and two (4%) tegaa lack of knowledge about

the health system and their rights.

5.1.4Timein Sweden
The mean time the 55 pregnant women had been il&Sweas 1-2 years, with a

range from less than 6 months up to 10 years.
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5.1.5 Family composition
34 women (62%) were married or co-living with theartners in Sweden,

14 (25%) were singles and two (4%) were marriedthatr husbands were not in
Sweden. In five women (9%) data was missing.

34 women (61%) were primipara, twelve (22%) haddcén who lived with them in
Sweden, and seven women (12%) had children butldfadheir children in their

home countries. In two women (4%) data was missing.

5.1.6 When did they seek help?
25 (45%) came to the Red Cross clinic in the tiishester of the pregnancy and 19

women (35%) came in the second trimester. In seases (13%) there were no data

and four (7%) came in the third trimester.

5.1.7 Where they finally got antenatal care
25 women (42%) got antenatal care at public anaiclihics after the Red Cross had

contacted them, 22 (40%) got antenatal care thrtheiiRed Cross voluntary network
of midwives. Three (6%) women got help from otthN&8O and three (6%) had a
miscarriage/premature stillbirth before gettingcontact with any antenatal clinic.
Two (3%) decided to go to the public antenatal icliand pay the full price

themselves and of two (3%) women data is missing.
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5.2 Study group
Table 2 below illustrates a summary of the resMsen the themes and categories

evolved from the in-depth interviews it became ckay could not be interpreted as
isolated courses. They all interfere and influesaeh other in a complex context. The

table is meant to serve as a tool for interpretatmd to illustrate their mutual

connection.
Table 2
Alienation Social Dependency
— isolation —
Vulnerability
Not in control of
reproduction
Access to antenatal care
Obstaclesto |, _,| Impacton |, |contact with
access health health system
antenatal care

5.2.1 Alienation
The group of participants in this study is hetermgmus but they have some things in

common, they are, or are soon becoming motherstlaeyl live alienated in the
society. No matter where in the world they comanrfror from what background, or
for what reasons they have come to Sweden, thexpérience a feeling of exclusion
and a lack of the feeling of connection and contékey strive to be normal and to

have a normal life, a wish of being included andétong, but above all being seen
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as, and accepted as human beings and not beirgpdatal according to legal status.

One woman expressed:

"You can not be accepted as a normal human beiagoa were from another

caste. You become different but you only wanvifi a normal situation”

Being accepted and a wish to belong are univeesdings; nevertheless these women
are not protected by the Swedish society and anefibre excluded from rights and
resources. The women described feelings of noinigaamy rights, not being seen, not
being heard, having no voice in society and nohdeible to protest. The lack of
rights and the lack of being seen as a human laoge all have been expressed as
follows:

"I said | am also a human being. It doesn’t matiferam an asylum seeker or

a citizen here; | am also a human being”

"I feel like a ghost in Sweden...if you are undocutedryou have no rights at

all nor you have a voice...you can not make youlssdfd......nothing...”

The alienation and exclusion the women are expeingralso has an impact on their
ego and self-esteem. The women witness of beiregiure and feeling sadness of not
being appreciated, being nobody, the lowest castsoriety, not even being an
asylum seeker are things the women witness of. alie@ation is a repeated theme
through out the interviews and seems to have araémpn the behaviour, way of

thinking and ways of decision making.

5.2.2 Social isolation
Many of the women mentioned they were feeling lgn&his loneliness mentioned is

basically related to their legal status. The lameds is strongly linked to the feeling of
none existence and the feeling of not belongingpeesented in the chapter of
alienation. But it seems that the pregnancy, inesoases, increases the loneliness and
social isolation. This is expressed by several woinedifferent ways and it affects
relations to friends, partners and other peoplara@dhem. Social isolation, loneliness

and what it leads to will be presented in the taltofving chapters.
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Some of the women were abandoned by their partmerhe beginning of the

pregnancy. They said that the pregnancy itself thascause of being left alone, the
partner couldn’t handle the responsibility and leften the woman decided to keep
the pregnancy. In these cases the dependencydmsatitreased. Dependency will be

further explored in the next chapter.

The women who lived with their partners express®eliness and isolation within
the relation. They said that the pregnancy andlenob related to it, such as no access
to care, stress, worries of an extra mouth to fetedled to heavy arguments and
affected the relation negatively.

Some women expressed that they had become lowegliein the relation to their
partners since they became pregnant. The partadrbécome more silent and distant

and the women felt difficulties to share their thbts.

Some women expressed feelings of being lonely tsec#wey were far away from
their families and longing for their families becarstronger when being pregnant.
For one woman, her pregnancy was certainly a faoforsolation. She became
pregnant after being raped and her friends judgedhmaking the wrong decision to
keep the baby. They suspected she was a prostihgtestopped calling her. They
didn’t even want to touch the baby.

Other women explained that they consciously isdlateemselves because of
difficulties to have friends or close relationsdihers because they moved around a
lot and were feeling so ashamed of their situaéiod were scared to reveal the truth
of their life to others.

Other women confirmed that by expressing that @ear other people around them
actually judged or strongly questioned them, asl@mple being a single mother not

taking responsibility to protect herself.

Some women also mentioned isolation and limitationdaily life. For example, one
woman had problems with her three years old daugttie wanted to play with other
children but she could not get a place at a dag cantre and the mother didn’t know
anyone with whom the child could play.

The women also talked about the limitations of Im@ihg able to move around where

they wanted in the city because of the risk of paiaught by the police, for example
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they avoided crowded places such as shopping sedtrother woman was homeless
during the first five months of the pregnancy amflected bottles and cans to buy
food..

5.2.3 Dependency
Dependency on others is a big part of these woniees. All of them are dependant

on others in one way or another. The stories of Wleenen witness of how the
pregnancy itself and the worries around it affébtsr already difficult life situation
into an even more vulnerable situation with an eased dependency on others.
Again, in the light of a gender perspective, thenea become more vulnerable being
undocumented and preghant. Some topics that hawe éorward in the interviews

will be presented in the following chapter.

The women who lived with their partners witnessédmincreased dependency upon
him. No one expressed directly that their partredyased them but they expressed
worries for other women in the same situation. Tiseyd that men could take
advantage of undocumented women and their vulresiblation. They could easily
abuse them knowing that they couldn’t go to theiggoend wouldn’t leave them
because they wouldn’t have anywhere else to go.

Other women in the study expressed an increasezhdepcy on the husband because
of economical problems connected to the pregnaAsyundocumented persons in
general have to work on the black market and theyelno economical or social
benefits. Therefore a pregnancy is a huge lossomime for a family. In the later parts
of the pregnancy the woman can not work anymorevemeh the child is born she
needs to stay at home taking care of the childvaititbut day care or someone who
can baby sit she is not able to work for many ye@inés means she has to stay with
the man as he is the breadwinner.
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One woman explains the dependency on her partrecatstrophe:

“We came back home and | had started to think alsoidide. | thought...l will go to
a bridge with my children and jump...l had enough.ough of always being strong,
but | never said anything to my husband. He jusikkhfelt bad. | cried the whole day
but | couldn’t tell my husband what | was thinkirtge didn’t know what | was
thinking...he didn't know anything...he didn’t knowthinyg about my life...and I just
felt I was dependent on him...it was a catastrophe”

The women who were alone described an increaseshdepcy to others. Some were
taken care of, for example, families or people thagl got to know in Sweden. They
were helped with a room, food, taught the langugstge They were also dependent on
NGO’s and churches. These women express manyveo#itings with people who

helped them but they also talked about dependesi@y rregative aspect. Asking for

help provoked feelings of shame and feelings at.gui

"So in all that sorrow | have had people who sugpdrme ...even giving me food
and a little bit of money. | felt happy for thdiut at the same time | felt shame. | have

never asked for help earlier but at that time lllgaeeded to do that”

5.2.4 Not in control of reproduction
Among the participants there is knowledge aboutregeptive methods. All women

mentioned the pills and IUD when talking about cac¢ption, some also mentioned
condoms. All women witness a problem of accessmgraceptive methods caused
by obstacles that will be further explored in tbisidy. As a result of not having
access to conventional contraceptive methods sommew described using the
natural rhythm or praying to God as alternativesn& of the women express feelings
of not being in power or control of their reprodoat not having the possibility or
even the right to decide whether to get pregnamtadr They describe it as a worry
and a stress factor. The situation of not beingpintrol or power of their reproduction
is also expressed as problematic and having negatiluence in the relation to their

partners. One woman expressed the powerlessnédoas:
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"When you are together with your partner and doméve a method to protect
yourself you live day by day. Always with the stremaybe | am pregnant,
maybe not...and you just wait for your period. Condyayou live with that
stress in your head...did | get pregnant this timeféans every day you ask
yourself that question. And the day when the pecmdes you think this time |
managed...this time | managed. A woman who doesawat &ccess to health
care must protect herself with the rhythm, a metivbéth is taught all over the
world.

I. And the men, do they accept that sometimes itasrigky to have sexual
intercourse?

No it is difficult, it often ends with trouble wigtour partner or you take the risk
it is a continuous struggle...a struggle with yourtpar and a struggle with
yourself. It is just something that happens andri’dbelieve | am the only one

in this situation”.

The participants can roughly be divided in two gre®wvhen it comes to the decision
making concerning having a child. One group has#d to get pregnant and
expressed human, universal feelings and reasohawifg a child. Four of the nine
participants expressed that the pregnancy was @thanalmost planned.. All of them
lived with their partners at the time of conception

One woman said that she and her husband had start&i#t about having a child, she
became pregnant quicker than she had believedhéytregnancy was welcome.
Another woman expressed that her age (30 yearsg hadthink she couldn’t wait
any more, she didn’t want to wait for a solution fer legal status because she might
get to old to become a mother befdrean be solved.

A third woman had a ten year period of infertilibgether with her husband and both
of them believed they couldn’t have children. Thed both longed for a child and
suddenly she becomes pregnant and both of them vesyehappy despite of the
problematic legal situation.

A fourth woman talked about an indescribable pothett came to her when she
longed for a child. The couple planned having addctugether but she was later on in

the pregnancy abandoned by her partner.
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The other group, five of the nine participants, resged less control and had not
planned the pregnancy.

One woman expressed she had dreamed of being chaafere having children but
she became pregnant after being raped by an unknwwmn She expressed she had a
lot of doubts and worries. She was at the time hesseand she didn’t have a job, but
wanted to have the baby as a reason to keep living.

Another woman expressed a lack of contraceptiooust and became pregnant with
her partner but was abandoned when she told himutattee pregnancy. She
expressed that having the child was a reason fo d&eavith her life.

The third one expressed lack of access to contti@eepnethods and became
accidentally pregnant with her husband. She sa@l tebught it would be easier
accessing health care when being pregnant.

The fourth woman also became pregnant with her dnsstand expressed a lack of
contraceptive method and sudden irregular mengtruaShe expressed feelings of
being desperate and worried about an extra moutfedd. But she also says “I
became pregnant and now there is no return”.

The fifth woman in this group also became pregmeitit her husband due to failure
of contraceptive method.

All these women, no matter if the pregnancy waspdal or not, expressed worry
after getting the pregnancy confirmed. They destriboncerns as problems to access
antenatal care, economical problems, problems o$ihg, and problems of being far

from their families and relatives and problemghieit relations.

" In one way | felt happy about the pregnancy butanother way | felt bad and

worried because you never know if you will get treeare”.

5.2.5 Accessto antenatal care
According to all participants of the study there arnumber of things affecting the

access to antenatal and delivery care. All the woreapressed worries and
considered they were in need of antenatal caralbof them mentioned a variety of
barriers, both direct and indirect In this chapteee categories related to lack of
access will be presented; obstacles to accessatakterare, self perceived health

consequences of access and perception of contidicthei health system.
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Eight of the women had not attempted to get hamfpublic antenatal clinics before
coming in contact with the Red Cross clinic. Onel lvded but was rejected by the
staff.

5.2.6 Obstacles accessing antenatal care
The fear the participants expresgedmainly concerning two things. Firghe fear

that the health care staff will contact the polme Migration Board resulting in

deportation and secondligar of being denied health care and rejectedhéystaff.

Among the women there is a prevailing fear thatstadf actually will report them
and that is one of the major reasons mentionedonddre seeking antenatal care. One

woman expressed this fear as follows:

" | have never sought health care because of fézar of being rejected...that
they will not receive me”.

I. Can you tell a bit more about that fear?

Fear because | am here illegal, fear that they wéhd me back to my country.
That's why | never dared to seek health care...ttsy get mad at me and send
me back...that is what people say.

I. Who says that?

The same people...the illegal people. They say ttegivars call the Migration
Board. Just because of that | have never soughtlheare or even entered a

pharmacy”.

Another fear expressed by some of the women is@le of being denied care or
rejected by the staff. It was expressed as a feadeimg insulted or not welcomed.
Some explained that it was no idea to try to goht antenatal clinic because they

knew they wouldn’t get help. One woman expreskatds follows;
" | know from the beginning they will not do aniyify for me...if | say | am illegal

| don’t know their reaction, but | am afraid of iThey will not help me and you

don’t want to end up in such situation...it doeseélfgood”.
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According to the current fees of antenatal caneuiblic health centers one visit to the
midwife costs 500 SEK and an obstetric ultrasoundts 1500-2000 SEK. The
women described this as not affordable for them ardirect obstacle for them to

access antenatal care. One woman said:

"First they ask you for your personal number, duydon’t have any personal
number they say you have to pay and it is expegnisiiea lot of money. So you
must go back home again”.

Some women described a language barrier. The dliffico express themselves in
Swedish or English and explain their situation mém#en not wanting to approach the
health care centre. Several women said that if thheye not able to speak the

language they would not be received by the midwife.

The majority of the women expressed problems of being able to identify
themselves. When they can not verify their identityy said they can not get health
care. Some believed that the right to seek healtb is connected with the Swedish
identification number and if you don’t have ideitidftion card you have no access to
health care. Some women also expressed a worrpwfth explain their situation
when being questioned by the staff. One woman said:

" | have no papers. | can not identify myself. Idiicult. When you are here
without documents it is always a stress, you felet ashamed. You always wait
that they will ask you. Who are you? You just f@ithat question. Who are you,
you don’'t have any papers?”

Some women did spontaneously tell about stratetfieg had, or had heard of,
coming around these barriers. One told that in firet pregnancy she waited to
present herself at the antenatal clinic until sienths of pregnancy because she had
been informed that in late pregnancy there is nssibdity to be transported by
airplane back to her home country.

Another woman said that the only option she hadnduthe pregnancy was to apply

for asylum although she knew she would be rejeaftst a few months. Anyway she
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didn’t think she had another choice because sh&lcbwafford antenatal care and
delivery care.

Another woman talked about a friend who was preggaad desperate. She couldn’t
afford the abortion so she borrowed an id-cardoofiesone else and presented herself

at the hospital.

5.2.7 Self perceived impact on health
This chapter will highlight what the women themssi\perceiveds health risks and

consequences of not accessing antenatal care.

All the women seemed to consider that it was demge not to have access to
antenatal care. All of them considered they weredd to take risks both with their

own health and with their expected children’s HealtBut due to fear and other

mentioned obstacles of access, they preferred itotavaeek health care up to the last
minute.

All women mentioned the stress and worry of noteastg antenatal care during
pregnancy as having major impact on their healthyiBg at home and hoping they
would not get sick was part of their lives. Somenven talked about desperation of
not knowing what to do and that had a major impacttheir mental health. One

woman expressed as follows:

"I think a person who worries a lot can die. To Wwerried and have no clue where
you can find an answer or a solution...that causesaties like depression and that

can in the long run cause death”.

They also expressed worries about how that wouiecatheir unborn children. All
women believed that if they were worried and nesvituwould have a negative
impact of the health of the unborn child. Some aispressed worries of not knowing
what they could do to improve the health of thdd;Hor example not knowing what
food to eat or not eat, or what vitamins to take €&ne woman believed that was a
higher risk for malformations of the child. Othepomven believed that worry could

affect their physical health and lead to miscagiagpremature birth.
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One of the women participating in the study nevet gny antenatal care. She
contacted the Red Cross clinic but no one in theccat that time was able to find a
midwife for antenatal check-ups for her. She exggdsher worries at that time as

follows:

“I got crazy, not only desperate but | got crazyfdse | got help at the
hospital. | couldn't even have peace with my hudbanyou know | looked like
someone who is mad. You know | was sitting hemadimy baby inside me, | didn’t
have any help, no money, no papers....so it wasasyt ¢ affected me whole life at

that time”

Around 30 weeks of pregnancy she was feeling dothat her partner brought her to
the emergency room at one of the hospitals in $iwolok. She was diagnosed with
pre-eclampsia and deep vein thrombosis and thel chiffered from severe intra
uterine growth retardation. She was immediatelyughd to the operating theatre and
delivered a boy with a caesarean section. The maitaged at the hospital for ten

days and the boy needed six weeks of intensiveatdhe neonatal ward.

5.2.8 Contact with the health system
In the following chapter the women’s experiencehwibe health system will be

explored. Both the contact with the midwife at tigtenatal clinic and the contact

with the hospital at the time of delivery.

All the women said they had been very well tredtgdhe midwife at the antenatal
care clinic. They were very thankful to her and tiedp she gave and described that
the midwife became an important person for themindutheir pregnancy. They
experienced the contact with the midwife as a fetiad as a person who took away
their worries and that they had great confidencken The midwife at the antenatal
care clinic also seemed to have a positive impa¢he women'’s feeling of alienation
when receiving them. Some women described thatrtidevife “was a person who
saw me”, “she listened to me”, and “she treatedser@usly”.

One woman said she had missed the ultra soundhemn@bman missed parenthood

training and another one said she had some languaidems and missed that she
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couldn’t express herself as she wanted when talikirthe midwife. But overall they

were all very positive to the good care they reeeiv

When the date of delivery came closer, the womestriteed new worries again.
Another new barrier had to be seized. Worries efdbntact with the delivery ward at
the hospital. Some doubted they would be receivettheatime for delivery. Some
expressed they were nervous to present themselvke hospital. Some didn’t know
if they had the right to deliver at the hospitatlahthey would be taken care of. The
same worries that have been described before s ghidy such as; fear, cost,

language barriers and identification problems vieoright up again.

Finally at the delivery ward, again all women wtedhgiven birth at the time of the
interview described they were all taken good cdrearal were well treated at the
hospital. Again expressions as “they cared for ar&l “they saw me as a person and
not as an illegal” were brought up. Again it seentikd being visible and being

someone was a positive experience, breaking teeatlon for a while.

"Later when | was at the maternity ward they weegynice too. They were nice
and when they told me | could leave the hospitidl | didn’t want to, because
there | was like a Swedish woman. | promise. Theked me everything. They
asked how | was feeling and how it was with my b#¥tyen | dressed her they all

came and gave me a hug and wished me good luck.\Were very nice”.

Some women, even if they expressed they were vety tneated, also described
worries of cost and fear of being reported durimg $tay at the hospital. One woman

said:

“They say they are different groups...that the hadpitdon’'t have anything to do
with the police and the police doesn’t have anyhio do with the Migration
Board...I think. But in situations like this yourtkieverybody works together.

You think they all know about you and that everyliecggainst you”.

In some cases the staff never talked to the womeoutatheir situation as

undocumented. The women themselves didn’'t wantxioress their worries and
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therefore reveal their situation, even if they thlouthe staff knew about it. In some
cases this confusion seemed to increase the woofighe women. One woman

described the situation at the maternity ward devis:

"I though...what do | do know? | am here illegallycawhat do | do now? | thought
about what was going to happen when | would le&eehbspital...if | would have to
pay then. How will I do...I have no money. How mudghitacost? | will not be able

to pay and they will not let me take my child with when | leave the hospital”.

All women in this study have given birth at the pitsl. No one could tell of someone
they knew or heard of anyone who had given bitthome. They couldn’t tell of any
other parallel systems of antenatal caséher. The only possibilities of getting
antenatal care in Stockholm according to the wopweaticipating in this study was to
turn to an NGO or pay full price at the public Hkealentres or paying a private doctor
for controls. All women who had given birth atteddbe child health care centre with

their children.

6. Discussion

6.1 Method discussion
In qualitative research generalisability is notduas in quantitative research, rather

the term transferability is used that means to \el&gnt the results can be transferred
to other settings. The qualitative research is gdgubjective and results are not facts
but can contribute to the understanding of feelibgéiefs and experiences of, in this
case, the undocumented women’s needs, obstacleseHimbrceived health situation.
There is such little knowledge about this hardeimch population and the women
included in this study can not represent all undoented pregnant women. They
could be the tip of an iceberg and they could regmea specific group of women

with a certain way of handling the situation ofrigeundocumented and pregnant.
The selected nine participants to the in-depthhigevs had great differences in
country of origin, cause of being undocumented, pgety, civil status and that gives

as broad perspective as possible to the studyigoesh the existing circumstances.
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In qualitative research among vulnerable groupsetee some ethical dilemmas and
issues that deserve special attention. These isguesbeen presented in the part of
ethic considerations but it is of importance toaleare of these issues when drawing
conclusions of the study as well. The trust is ofhthe strengths in this study but also
one of its weaknesses. Trust and confidence refdiaceof being identified and could
also increase the willingness to share informatés .| was working at the clinic at
the time of the study there was a certain amountrudt in the study group and
familiarity to their situation which certainly coitiuted to a relaxed conversation and
an opportunity for the women to express themsehres to be listened to which is
probably rare in their daily lives. On the othembdathere can be a reluctance to
assertion their true views but rather what thegkthihey are expected to say.

An example of this could be when talking about par&ealth systems. At the Red
Cross clinic there has been at least one casevedraan who delivered at home
assisted by non skilled staff because she wastémgil to present herself at the
hospital and two other cases of women trying taugedabortions at home for the
same reason. When talking to the participants o® tibpic it is not a common
knowledge to them. It could be that it is such rahenomena that they have never
heard about it but it could also depend on theliuctance to talk about it to a

representative of the Red Cross clinic.

6.2 Result discussion
The majority of the women coming to the Red Crobgicc who are in need of

antenatal care were Latin Americans. It might notrdpresentative of the population
of undocumented migrants, which is by nature unkmovwhe most common reason
for not accessing ANC was the cost, secondly woraparted fear as the reason. This
fear was in the interviews expressed as fear ofgosported to police or Migration
Board but also a fear of being questioned or refebly staff. Being rejected seems to
be a real problem as 20% reported they had beecteej and therefore sought help at
the Red Cross clinic. 40% of the women were defi@&C from public health
services after staff from the Red Cross has céflech and explained the situation and
40% got accepted. This is by experience pure arimgss depending on who is

answering the phone call and who the responsibtivifé at the centre is. This is a
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result of not having any legislation or policy faking care of these women, putting
the individual health worker into an ethical dilemm

35% sought help with ANC in second trimester and ifi%hird trimester. Delayed
ANC has been identified in other studies as well €3, 24) and is a major health risk
for mother and child.

From the interviews a complex connection of factew®lved, which all of them
together affects the access to antenatal careantsfa specific vulnerability of the
pregnant undocumented women. The women experieaimathtion in society, due to
their legal status, which influences their soc@ttacts in a negative direction and the
pregnancy seemed to enhance the feeling of al@naocial isolation and loneliness.
The women also witnessed of an increased dependgmy their partners, friends
and volunteers in NGO’s and churches. The depegdsnexpressed as a negative
experience and provokes feelings of shame and. dndteased dependency on the
partner is expressed by one woman as a direcofislbuse. As earlier studies have
shown that undocumented pregnant women are toheethaxtent exposed to violence
(22) it is of utmost importance to keep this in chiwhen caring for these women. A
common perception is, by experience, that womeindiwith their partner are less
vulnerable than the single women. One reflectionhit it could be the contrary,
especially in the cases of a residence permit ddamily reunification. Women are
probably less likely to leave a violent relationemhthe relation itself is the key for a
residence permit. Another worrying problem expeesby the women is the lack of
control of reproduction direct related to lack afcass to contraceptive advice and
modern contraceptive methods. This is confirmeduinearlier study from Geneva
(21) where undocumented women reported a signifidaigher proportion of
unintended pregnancies, which is an important put#alth issue. Seen in the light of
a gender perspective, not having access to coptraeemethods and therefore not
being in control of reproduction is a violation séxual and reproductive health and
rights.

Furthermore the women describe several obstacleactess antenatal care. No
specific obstacles for pregnant women has comedhin the interviews but there
seem to be the same direct and indirect obstade$om the whole group of
undocumented people as earlier reported by MSF. (16

The cost was reported as a major obstacle of acReggmrding the cost there is an

urgent need for regulations and legislation forsalised preventive care, antenatal
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care and delivery care for undocumented womers fossible to reach agreements
and regulations concerning subsidised antenat&. cdre agreement and later the
legislation for subsidised health care regardingloenmented children is a good
example showing that it is possible if there isoditigal will. At the moment (January
2009) there are ongoing discussions within the @owouncil of Stockholm to
subsidize antenatal care for undocumented womehislbbecomes a reality it will be
a very important step in the process of securintesx to care. Nevertheless the
guestion needs to solved nationally.

Another obstacle reported was fear and the feaibeatiivided in two parts. First the
fear of being reported to authorities by the headtte professionals and secondly fear
of being rejected or denied health care and thezefieel insulted. In Sweden the
Secrecy Act strictly regulates the protection offadentiality concerning patients in
the health care system. It is of utmost importatweinform all undocumented
migrants about this legislation and to reinforce kmowledge of current legislation
among midwives, other health care professionalsaaimiinistrative staff to be able to
guarantee the protection of this group of patieftse undocumented women will
hardly be likely to contact the antenatal clinictioe hospital if they continue to fear
being reported to the police or being maltreatedheycaregivers. Furthermore there
is a need of creative solutions and flexibilityaddress the other obstacles such as;
minimising language barriers by using language catenries of health care
professionals, reduce fear of identification profde and misconceptions that a
personal id-number is connected to the right tdthezmre. As the system works now
it is encouraging to use false ID cards to access end to avoid the high costs.
Borrowing someone’s personal ID card has been itestias one strategy to access
care and is a dangerous strategy when it comegdical safety.

The women described a feeling of relief when thaglfy got antenatal care and the
midwife became a very important person to them. igwife probably plays a far
more important role to the undocumented women tloartheir other patients. It
seemed like “only” by listening, supporting and imgvan interest in the women’s
situation the midwife reduced feelings of alienatigsolation and loneliness. It is
definitely encouraging and important to know thathvemall means we can achieve a
lot.

The women reported about the health risks that these taking during pregnancy

and how connected it was with the obstacles ofsscCEhe stressful situation affected
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their mental health thadlso affected their relations negatively and inseghtheir
vulnerability. Again, reducing the obstacles wob&@needed to reach these women in
early pregnancy to minimise the risks.

Another interesting finding was that when the dmljvcame closer the same worries,
which had temporarily been reduced by accessingnatdl care, became reality
again. The women were worried about if and how thwewld be received at the
delivery ward and the same obstacles such as; éeat, identification problems,
language barriers etc were repeated. In orderdiaceefear and confusion at the time
of delivery and post partum care it seems impott@atdlk openly to the women about
their situation. When the women overcame the ba@ragain they were very satisfied
with the care and they experienced they were weditéd. Again the hospital stay was

a positive experience and seemed to reduce feadingigenation and loneliness.

6.3 Conclusions and recommendations

This study contributes to a deeper understandingthef complexity of the
undocumented women’s situation and how an alreadinevable situation is
aggravated by a pregnancy and it suggests thatunuented pregnant women have a
specific vulnerability and specific needs. The gtaduld theoretically serve as a tool
for better understanding when meeting undocumemtethen in the health care
system.

There are a number of obstactbat in a complex way influence each other and are
hindering these women to access antenatal carehéizaf negative impact on their
health. It is clear that undocumented women shbale access to preventive care,
antenatal care, delivery care and post partumtoabe able to fulfil their sexual and
reproductive health rights and their right to Heaespite the Swedish engagement
in human rights work internationally, there seem$¢ a discrepancy of how we are
willing to follow international human rights law ur own country when it comes to
health care for undocumented migrants, which undersnthe work that is done
internationally. For a number of reasons and arguspét is simply not justifiable to
exclude these women from their rights, when thego abelong to a specifically
vulnerable group that is in most need and to whisenhuman rights were created to

protect. It is of utmost importance not making thiguestion of migration politics but
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the right to health care must be seen with a hutaaan-, public health-, socio

economic- and ethical perspective.

Further research is needed to be able to reachgtbigp, to implement effective

solutions and to be able to deal with a probabdengi number of undocumented
pregnant women. The subject has drawn some attemi8wedish media lately and
there are certainly a great amount of questiorigddbe answered. Both quantitative
and qualitative research is needed as for exaropléjrth outcomes and risk factors.
Other questions to be answered are what happehse tandocumented children after
birth, is the attitudes among health care providevgards this group an obstacle to
access and to what extent is trafficking playirmgla within this group?
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Appendix 1

PATIENTUPPGIFTER

RESERVNUMMER ... ..o oottt oo e e e e e,
ID ] LMA-kort Giltigt till:........... 7 ANNAT..........
FODELSEAR/ MANAD /DAG:........ccoiiiiiiiie e,

ALDER........... KON.........

NAMN:

LAND: e e e SPRAK: ...
BOSTADSOMRADE ...t e e
BEHOV AV

TOLK et et e
FAMILI GIF T et e e e e e e
BARN ] <18ari Sverige ] <18ariannatland O
Vuxna

VARIT | SVERIGE SEDAN:.. ..o ieeeeieeeeieeeen, HAR TIDIGARE S&T
ASYL/UT: oo

LEVT GOMD

SE D AN . et et e L
ORSAK

MIGRATION: . oot e e e e e
HAR DU JOBB:[] Ja [I Nej EV., Vad?

TELEFONNUMMER ... .oe e e e e e e e
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Kontaktorsak (fri text):

Andra vardgivare i
V=T [0 PP PT PRI

Om ej sokt offentlig vard: Orsak
- RADSLA / KOSTNAD / NEKAD VARD / INFO BRIST
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Appendix 2 Interview guide

Beginning of the pregnancy, before contact with Red Cross

1. When you understood you were pregnant — what didtlymk?
How did you think it would be, being undocumented aregnant in Sweden?
Is there a choice of getting pregnant or not? —itvalsinned or not planned?

Access to health care

1. What obstacles is there getting access to healé? ca
Did you try to contact some healthcare centre sphal?

2. Did you ever think that a pregnancy could be a aisé that you would need
health care during the pregnancy? What did yolktabout that?

3. What do you think about the consequences not daogelssalth care?
Does that affect the health?

If the Red Cross wouldn’t have had the possibtlity help with antenatal care,
what would you have done? What alternatives anethe

Pregnancy
1. What help did you receive during pregnancy?
Is there anything you missed?
Has there been any problems and in that case what?
Did somebody tell you about danger signs and wteege in case of that?
2. How did the midwife at the antenatal clinic trgau?

3 What reactions have people in your surroundirdfha

Delivery and post partum

1. When the delivery started, did you know whad®@
Did you know when it was time to go to the hospatadl did you know where
to go?
Were there any concerns to go to the hospital?

2. How did they treat you at the hospital?
Did you receive a bill?
Did you receive any information about your whergadfor further care for
you and your child?
Do you know of/ have ever heard of someone whambaslelivered at the
hospital?

Do you go to the child health care centre?

Is there anything else you want to add or discuss?
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