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Pregnant Women on the Move and the Response of 
the Slovenian Health System to Their Needs 

In the article we present our research on health care provided to female asylum seekers in 
Slovenia, and more specifically, analysis of some of their experiences when searching for 
medical help in the field of gynecology and obstetrics. In the introduction we briefly present 
general aspects of female migrations and discuss the complexity of pregnant 
migrants/refugees through a broader context, describing some crucial aspects of their health 
issues related to pregnancy. We then show how in the context of Slovene health care system 
their vulnerability is emphasized through three main levels of obstacles. Through qualitative 
research with ten asylum seekers we demonstrate that the first level of obstacles is due to 
their hindered access to healthcare institutions. Despite that legislation in Slovenia secures 
equal health rights to the majority of pregnant asylum seekers as to nationals, these women 
experience many difficulties when searching for health care. In the second level no 
dissemination of information concerning their entitlements and use of health service is 
exposed. With the third level we analyse language barriers that are related to language 
misunderstanding and the lack of professional interpreters/intercultural mediators.  
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Труднице у покрету и одговор словеначког здравственог 
система на њихове потребе 

У овом чланку представљамо наше истраживање о здравственој заштити азиланткиња 
у Словенији, а посебно анализу појединих њихових искустава приликом тражења 
медицинске помоћи из области гинекологије и акушерства. У уводном делу кратко 
говоримо о општим аспектима миграција жена, те разматрамо комплексну ситуацију 
трудних мигранткиња/избеглица у ширем контексту, уз опис појединих битних 
аспеката њихових здравствених питања повезаних са трудноћом. Тиме показујемо да 
је, у контексту словеначког здравственог система, њихова рањивост посебно 
наглашена на три главна нивоа препрека. На основу квалитативног истраживања са 
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десет тражилаца азила, показујемо да је први ниво препрека узрокован отежаним 
приступом здравственим установама. Упркос законодавству у Словенији, које јамчи 
подједнака здравствена права тражитељима азила као и држављанима Словеније, ове 
жене су искусиле многе потешкоће када су потраживале здравствену негу. Други ниво 
препрека настаје услед недостатка дисеминације информација које се тичу њихових 
права и коришћења здравствене службе. На трећем нивоу, долазимо до анализе 
језичких препрека повезаних са неспоразумима и до мањка професионалних 
преводилаца, односно интеркултурних медијатора.  

Кључне речи: труднице, тражиоци азила/азиланти, здравствена заштита, Словенија, 
препреке 

Introduction  

On a global scale, women and girls make up half of the world’s migrants 
(Mixed migration platform 2016), the share of female migrants/refugees1 is con-
stantly growing also in Europe (International Migration Report 2017, 15), where 
they account for one third of all asylum seekers in EU countries. However, most 
studies on migration are gender-neutral and utilize models based on male experi-
ences (Dhar 2007; Chavez and Menjívar 2010): »Gender is still a factor that is not 
considered enough in research on migration. Women are often presented as passive 
victims or completely forgotten in academic writings and public discourses. Taking 
gender into account, understood as social and cultural ideas, performances and prac-
tices of femininity and masculinity, is crucial, because it is shaping our life possibil-
ities and opportunities (Cranford and Hondagneu-Sotelo 2006, 106).« (Ivnik 2017, 
560). 

Pregnancy or even the possibility of conception is one of the factors that 
makes a woman's migrant experience different (Castañeda 2008, 172). Pregnancy is 
usually a period of increased vulnerability for migrant/refugee women, which is re-
flected in their reduced mobility, loss of employment, increased financial needs, all 
of which affects their autonomy (Castañeda 2008, 2009). Additionally, migration 
can significantly change women's experience of being pregnant and the outcome of 
pregnancy. A systematic review of 30 scientific articles showed that mi-
grants/refugees have different perinatal health outcomes compared to nationals 
(Almeida et al. 2013). Previous research (Castañeda 2008, 2009; Freedman 2016; 
Recape 2016; Hupp Williamson 2017) has also shown that is important to take into 
account the complex intersection of vulnerabilities that relate to their gender, preg-
nancy, legal and socioeconomic status in order to fully understand the relationship 
between migration and perinatal outcomes:  

                                                        
1 When we speak in general, we use both terms migrant as well as refugee since we do not want to 
reproduce the problematic dichotomy »economic migrant« vs. »refugee« that has recently been 
misused in xenophobic and racist anti-immigration political propaganda across Europe. However, 
when presenting the analysis of our research, we use the term asylum seeker since the experiences 
of our interlocutors in the Slovene healthcare system were shaped by the fact that they had this 
legal status.   
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“The physicians I interviewed noted that all pregnancies among non-
documented migrant women must be considered high-risk, due to so-
cioeconomic marginalization and delays in seeking prenatal care.” 
(Castañeda 2008, 182).  

This quotation is in line with research among other categories of mi-
grants/refugees, where several studies emphasize that perinatal, neonatal, and child 
mortality rates as well as incidence of stillbirth (Almeida et al 2013) have been con-
sistently higher in foreign-born groups than in the rest of the population (Schulpen 
1996; Carballo and Nerukar 2001; Almeida et al. 2013). Moreover, the literature 
states that there are higher levels of maternal mortality (Razum et al. 1999; Almeida 
et al. 2013) as well as mental health problems, e.g. postpartum depression (Stewart 
2008; Almeida et al. 2013; Wittkowski et al. 2017) among pregnant mi-
grants/refugees. Due to the afore mentioned complications, the migrant/refugee 
pregnancies are considered high risk by obstetricians (Scott 2004). Studies also re-
vealed higher overall caesarean rates and higher emergency rates related to preg-
nancy for certain groups of migrant/refugee women (Merry et al. 2013). 

 One of the most important risk factors for pregnant migrants/refugees is the 
delayed access to antenatal care (Wolff 2008; Almeida et al. 2013). Despite the 
need for better access to prenatal care, studies show that pregnant mi-
grants/refugees, even those living longer periods in a certain territory without a le-
galized status, come to the first examination later than other women and that many 
of them do not seek prenatal care until the third trimester (Castañeda 2008, 182). 
Similar are the findings of Doctors Without Borders that report a very high percent-
age (58.4%) of pregnant women across eleven different EU countries that had not 
accessed antenatal care (Observatory report 2017, 42). The reasons for delayed an-
tenatal care are exclusion from the health system or limited access to health care in-
stitutions, poor information on health rights during pregnancy, lack of money for 
paying health services and fear of contact with administrative authorities due to the 
possibility of deportation (Castañeda 2008; Almeida 2013; Ivnik 2017; Doctors of 
the World 2014). 

Since the above-mentioned research and international reports identifies 
limited access to health care institutions as one of the main problems pregnant mi-
grants/refugees face across Europe, we researched some of their experiences when 
searching for medical help in the field of gynecology and obstetrics in Slovenia. 
Here previous research has shown that migrants/refugees often face cultural, lin-
guistic, administrative, economic and other types of barriers within the healthcare 
system, resulting in lower quality healthcare services and unequal treatment (Brovč 
et al. 2009; Bofulin and Bešter 2010; Lipovec Čebron 2010a, 2010b; Jazbinšek and 
Lipovec Čebron 2016; Bombač, Lučovnik et al. 2017; Lipovec Čebron and Pis-
totnik 2018b etc.). However, from this prior scientific research little is known about 
obstacles to healthcare faced by pregnant migrants/refugees in Slovenia. 

This article is based on qualitative research conducted from May 2017 to 
June 2018 among ten interlocutors, who were pregnant or had recently given birth. 
Their age ranged from 20 to 30 years. At the time of the interview six interlocutors 
were asylum seekers and four were refugees with recognized international protec-
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tion, and all of them described their experiences with healthcare institutions while 
being asylum seekers. We conducted four semi-structured interviews in different 
locations in Ljubljana and one focus group with six women residing in the reception 
centre (Asylum seeker centre). Since our interlocutors were native speakers of Ara-
bic and Farsi, interviews and the focus group discussion were translated with the 
help of two interpreters/intercultural mediators. In the paper we are combining re-
search findings with previous scientific work on health aspects of migration 
(Lipovec Čebron 2010a, 2011a, 2011b; Lipovec Čebron and Pistotnik 2015, 2018a, 
2018b; Lipovec Čebron, Pistotnik et al. 2016, 2017; Bombač et al. 2017) and expe-
riences during medical practice in asylum centres in Slovenia2.  

We argue that the vulnerability of our interlocutors is emphasized mainly 
due to three levels of obstacles experienced in the context of the Slovene health care 
system. The first level presented in the section Hindered access to legally guaran-
teed health rights we demonstrate that despite that legislation in Slovenia secures 
the same health rights to the majority of pregnant asylum seekers as to nationals, 
they experience many difficulties when searching for health care. The second level 
discussed in the section Insufficient information on health rights addresses inade-
quate information on asylum seekers reproductive health rights. The last level of 
obstacles in quality healthcare provision for asylum seekers is described in section 
Language barriers and is related to language misunderstandings and the lack of pro-
fessional interpreters/intercultural mediators. For this article we focus only on ob-
stacles experienced by a limited number of female asylum seekers3 in Slovenia, 
therefore it is important to stress that other asylum seekers and women with differ-
ent legal statuses (such as undocumented women, women with temporary or per-
manent residency status in Slovenia, etc.) may encounter diverse obstacles, there-
fore it is not possible to generalize the experiences presented in the following pages 
to other refugee/migrant women in Slovenia. 

Hindered access to legally guaranteed health rights 

“When we were staying in the asylum seeker home before, I didn’t 
want to become pregnant and when we wanted to go to doctor, every-
one [including employees in the Asylum centre] said there if you 
don’t have anything urgent you cannot go because you don’t have the 
possibility. But you know, I have a small baby, I really don’t want to 
be pregnant. Every month I’m scared. I don’t want more, I don’t want 
more, but we are Muslim and you can’t go to doctor and say 'I don’t 
want the baby'.” (interview with Nadia, Ljubljana, 11.9.2017)  

                                                        
2 Co-author Lea Bombač provided medical treatment and care for asylum seekers as a medical 
doctor carried out in the EU funded project "8 NGOs for migrants / refugees' health and 11 coun-
tries" from August 2016 till April 2017. 
3 In general, numbers of female asylum seekers are much lower to those of men in Slovenia: in 
the period of last three years (2015-2017) from 3061 persons requested international protection in 
Slovenia, only 407 (13%) were females (Ministrstvo za notranje zadeve RS 2018).  
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Researcher: “Do you remember what month of pregnancy you finally 
visited doctor (gynaecologist, op. a.) for the first time?” 

Miriam: “At 6 months. I was asking the nurse [in the Asylum centre] 
to go to gynaecologist for 2 months.” (interview with Miriam, 
Ljubljana, 16. 9. 2017) 

Nadia’s and Miriam’s experiences in the asylum centre show that they were 
unable to access legally guaranteed health rights. According to Slovene legislation 
asylum seekers have the right to “emergency health care”4 which includes antena-
tal, perinatal, and postnatal care, meaning free access to “contraceptives, abortion 
and medical care during pregnancy and at birth” (Article 84, International protec-
tion law 2017). Besides this, pregnant asylum seekers are regarded as “vulnerable 
persons with special needs”5 for whom medical or other assistance is guaranteed 
(Article 21, International protection law 2017).  

Previous research (Bofulin and Bešter 2010; Lipovec Čebron and Pistotnik 
2015, 2018a, 2018b etc.) has similar findings, showing that legal provisions are not 
always recognized in the practice – not only in the cases of asylum seekers, but also 
in cases of other migrants/refugees, especially those with uncertain legal status. 
Moreover, the country report for Slovenia (MIPEX Health Strand) emphases that 
legally guaranteed health rights for migrant/refugee women are “generally not 
known, recognized or respected in practice” (MIPEX 2015, 12). This is also clear 
from Nadia’s experience cited above. Nadia came to Slovenia with her husband and 
two small children, one of them was born in Turkey on her way toward EU: “When 
I was pregnant 9 month I go only one time to doctor [in Turkey] and when I had 
baby [delivery] they don’t give me any medicine. I had down this [perineal tear] 
they don’t give me any medicine for pain. I’m really crying and crying. I was really 
in pain. When you have this without painkiller it’s like giving another birth. I stayed 
in hospital just one day.” After her arrival to Slovenia she felt exhausted because of 
her long and hard journey to the EU, the constant care for two small children, inap-
propriate living conditions in the asylum centre, and the uncertain future due to un-
clear result of their asylum application in Slovenia. In the interview she also em-
phasized that she was highly motivated to enrol in translation studies and to put her 
interpreting skills to good use in a new setting. In this situation she claimed that she 

                                                        
4 As defined in the Article 84 of International protection law, emergency treatment include “main-
taining vital functions, stopping serious bleeding or preventing bleeding to death; prevention of 
sudden deterioration of the health condition that could cause permanent damage to individual or-
gans or life functions; treatment of shock; treatment of chronic diseases and conditions, the ne-
glect of which would directly and within a short period of time cause invalidity, other permanent 
damage to health, or death; treatment of high temperature conditions and preventing the spread of 
infection that could lead to a septic condition; treating and preventing poisoning; treatment of 
broken bones or sprains and other damages that require urgent medical attendance; medicines 
from the positive list in accordance with the list of mutually replaceable medication prescribed for 
the treatment of certain diseases or conditions” (Article 84, International protection law 2017). 
5 Under the category of “vulnerable persons” the law (International protection law 2017) foresees 
children, unaccompanied children, the elderly, pregnant woman, single parents with children, and 
victims of rape, torture or other forms of psychological, physical or sexual violence 
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desperately needed contraceptives, since she was unwilling to consider the possibil-
ity for having another baby. By the previously mentioned law on international pro-
tection she was guaranteed contraceptives, however employees and other asylum 
seekers in asylum centre wrongly interpreted legal provisions saying that her need 
for contraceptives cannot be regarded as emergency care and therefore she is not 
entitled to “go to the doctor”. As a result, Nadia became pregnant and just recently 
gave birth to her third child. 

Similar obstacles to legally guaranteed health rights are encountered by 
other asylum seekers for whom the access to healthcare is hindered by employees of 
asylum centres. In the event of illness and with a valid asylum seeker identity card, 
the asylum seeker has a right to receive treatment in the nearest health centre. How-
ever, research (Palaić and Jazbinšek 2009; MIPEX 2015; Bombač et al. 2017) 
shows that access to health care depends on arbitrary decision of employees, includ-
ing persons without medical education, working in asylum centres6 about when and 
to whom treatment should be given. In this context even legally guaranteed access 
to an ambulance (or other emergency transportation) in cases of emergency can be 
difficult to access:  

“Once I had strong pain in my belly before I gave birth and thought I 
had appendicitis. I was on the floor and I was screaming. Nurse came 
and gave me Urbana bus card and said I can go to doctor. 10 days af-
ter I gave birth I was operated on for appendicitis. When I was 9 
months pregnant I was bleeding. My husband started screaming on the 
corridor, so they called an ambulance but it took them one hour to 
come! The water was coming out of me; I wanted to give birth.” (in-
terview with Lisa, Ljubljana, 16. 9. 2017) 

The right to emergency care is often further limited in healthcare institu-
tions. Even though emergency care should by law7 be given to anyone in need, 
without additional requirements, this universal right is violated by different admin-
istrative and structural obstacles8 preventing the possibility for many mi-

                                                        
6 Besides the Asylum centre in Ljubljana (in Vič and on Kotnikova street) there is also a structure 
for the accommodation of asylum seekers in the town of Logatec.  
7 As per the Health Care and Health Insurance Act (Zakon o zdravstvenem varstvu in 
zdravstvenem zavarovanju, ZZVZZ), everyone, regardless of his or her health insurance status, 
can receive urgent medical treatment. Article No. 7 of this Act provides the possibility of access 
to urgent treatment for various groups of people (people of unknown residence, foreigners from 
the states that have not signed a bilateral treaty with Slovenia, as well as all foreigners and citi-
zens of Slovenia with permanent residence abroad, etc.); in addition, it provides that the Republic 
of Slovenia must assure financial means directly from the state budge intended for urgent treat-
ment of those, who are temporarily staying or travelling through Slovenia and are unable to cover 
the costs of medical treatment. The Article also mentions other persons who are not included in 
the compulsory health insurance system and are not insured by a foreign health insurance provid-
er/agency. 
8 It is a common practice in various health institutions to ask migrants/refugees to present a health 
card (which only those with health insurance have) and/or personal documents. If they do not 
have such documents, they may be denied treatment, even in urgent cases. The decision as to 
whether they will receive treatment depends on a clinical judgement by health workers based on 
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grants/refugees from exercising this right (Bofulin and Bešter 2010; Lipovec Čeb-
ron 2010a, 2010b; NIPH2014; MIPEX 2015).  

The obstacles described above often have many negative consequences for 
the migrants’/refugees’ health (Palaić and Jazbinšek 2009; MIPEX 2015; Bombač 
et al. 2017). Moreover, in cases of pregnant women the barriers mentioned above 
are sometimes the reason for late access to antenatal care, as was Miriam’s experi-
ence cited at the beginning of this chapter. Similar to Miriam's case, reports show 
that other pregnant migrants/refugees also come to the first examination later than 
nationals; many only in the last third trimester (Observatory report 2017: 42; see al-
so Castañeda 2008; Almeida et al 2013). Miriam was already pregnant at the start of 
her travels from Iran to Slovenia, which took her 3 and a half months. During this 
entire period she did not have a single gynecological examination:  

Researcher: “Did you see any doctor when you were pregnant?”  

Miriam: “When I was on the boat from Turkey to Greece I visited a 
doctor and he gave me a pill against sickness. It was in the ship from a 
Greek island to Athens.” … 

Researcher: “Did any doctor made any tests on the way? “ 

Miriam: “No. I just told the doctor that I’m pregnant.” (interview with 
Miriam, Ljubljana, 16. 9. 2017) 

At the border between Austria and Slovenia she and her husband were 
stopped by Austrian police and sent back to Slovenia where they decided to apply 
for asylum. When Miriam arrived at the asylum centre in Ljubljana she was ac-
commodated with three other families  

“in a small room, 12 m2, 3 double beds, just mattresses. At first 
check-up before applying for asylum I told to doctor I’m pregnant. I 
was all the time crying, so I went with translator, my friend, to the 
doctor and I wrote letter and sent it to head of the Asylum home and 
so we got a separate room.”  

She was trying to take care of her health by herself:  

“I knew from Iran that a pregnant woman has to take folic acid, I took 
them from Iran but lost them on the way. I got in contact with N. [vol-
unteer] in 2015. She helped me to get vitamins.”  

At the same time Miriam tried to get the appointment with the gynaecologist:  

Miriam: “I went to a nurse [employed at the Asylum centre] to tell 
about the pregnancy, but she said that in Slovenia it’s not like this that 

                                                                                                                                        
their criteria for what constitutes ‘urgent’. Since the emergency care is covered by the Ministry of 
Health budget, medical staff need to provide a range of different documents justifying the costs 
for services provided. In case treatment is regarded as non-urgent, uninsured patients must pay for 
the service out of pocket. 
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you immediately go to check with gynaecologist and I have to wait 
because it’s too early to go.” 

Researcher: “But when you asked a nurse to go to the gynaecologist 
you were 6 months pregnant?”  

Miriam: “Five months and half.” (interview with Miriam, Ljubljana, 
16. 9. 2017) 

Insuficient information on health rights 

Besides hindered or limited access to health care institutions, poor infor-
mation on health rights during pregnancy is among the reasons for delayed antena-
tal care. However, lack of information on healthcare entitlements, organization of 
the healthcare system, and use of health service can be seen as general problem 
among migrants/refugees with different legal statuses (Bofulin in Bešter 2010, 272): 
“Lack of information about entitlements is a serious barrier to exercising them: 
people who do not know their rights cannot claim them. … This situation is made 
worse when legislation is complex and changes rapidly. There is no systematic dis-
semination of information concerning entitlements and use of health service for the 
migrant population. … However, since the information is difficult to find, access to 
it depends on personal initiative and motivation.” (MIPEX 2015: 17).  

Similar conclusions are found in a quantitative research on health of mi-
grant/refugee women with various legal statuses in Slovenia (Kulovec 2012). The 
research demonstrates that almost one fifth of the surveyed migrants/refugees 
(18.5% out of 63) did not receive any information about their health rights (Kulovec 
2012, 31). Accurate information on the health system is even more difficult to ob-
tain in cases of asylum seekers, as demonstrated by notes from a focus group in the 
Asylum centre: “They were highly motivated to talk about their experiences with 
giving birth and had many questions on reproductive rights and how to solve differ-
ent gynaecological and other medical problems … All women had little or no in-
formation on contraception, they did not know how to get it, what forms of contra-
ception are available in Slovenia and what kind of contraception is available free of 
charge. Most of them were not informed that they can get free condoms from a so-
cial worker who works in the asylum centre, in the same department as they were 
located” (notes from the focus group in the Asylum centre, 18. 10. 2017).  

The fact that pregnant asylum seekers were unfamiliar with their reproduc-
tive rights could be the result of different factors (social isolation, dissimilarity of 
healthcare systems in different countries, different legal and social statuses, educa-
tion etc.) (Bofulin in Bešter 2010 etc.), including linguistic barriers, which numer-
ous migrants/refugees who do not speak the Slovene language experience when 
searching for information on healthcare. 
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Language barriers 

“When I arrive [at the maternity hospital] I am … really, really scared, 
scared. I don’t know the language, no translator in the hospital. Yes. 
The nurse is kind, she smiling, but she talk, talk and I don’t under-
stand... nothing! They take my hair, shave [shaving of the pubic hair 
before delivery]. I am crying. I am in shame and don’t know what 
they are doing. Then they give me this… for the bottom [an enema]. I 
am crying all the time. Then the baby is born quickly and everything 
is ok. Yes.” (interview with Sonia, Ljubljana, 2. 4. 2018)    

Tania gave birth in Slovenia. When asked what her birth experience was 
like, she answered:  

“Nothing good. … I feel pain, I ask the doctor for caesarean section, 
doctor said ‘No. No.’ I do not know why. I say, I want. And doctor: 
‘No, no.’ I do not understand why not. They gave 2 tablets at mid-
night. At 14 o'clock very painful. Then injection, then with a needle 
[artificial rupture of membranes]. Then 20 hours, of pain, pain.” (in-
terview with Tania, Ljubljana, 18. 10. 2017).  

The interview shows that she did not understand the procedure inducing labour and 
could not get information on why the physician refused to do caesarean section. She 
felt maltreated as a result, and thought that this was because she was a refugee. Due 
to language problems, she was deprived of the right to autonomously decide on the 
course of childbirth, methods of pain relief during labour, and agree or disagree 
with medical procedures utilized.  

Previous research (Gosenca 2017; Kocijančič Pokorn 2018; Milavec Kapun 
et al. 2017; Rotar Pavlič et al. 2017) has shown that healthcare workers in Slovenia 
encounter many language barriers which hinder them in providing high quality 
healthcare for non-Slovene population, while migrants/refugees experience several 
difficulties when searching for medical help. The consequences of language barriers 
are multiple: from avoiding or delaying the visit to the doctor, to numerous misun-
derstandings, unsatisfactory9 or even traumatic experiences in medical settings as in 
Sonia’s and Tania’s case. All of this can lead to inadequate access to quality 
healthcare services and insufficient healthcare treatment, posing a risk to patients’ 
safety.  

A nation-wide survey of healthcare workers in Slovenia (n= 564 healthcare 
workers, incl. physicians, dentists, nurses) on communication between healthcare 
workers in the healthcare system and non-Slovene speaking patients has shown that 
language diversity poses a great challenge to personnel to ensure quality healthcare 

                                                        
9 The language barriers can also lead to ridiculous misunderstandings. Since the documentation 
that migrants/refugees must fulfil during their medical procedures are usually available only in 
Slovene language, one of our interlocutors told us that her friend signed a document that she 
could not understand because she did not read Slovene. As a consequence, the room where she 
delivered was – against her will - full of students of medicine (notes from the focus group in Asy-
lum centre, Ljubljana, 18. 10. 2017). 
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(Kocijančič Pokorn 2018; Mikolič Južnič 2018). The results of this survey have 
shown that 94% of respondents have contacts with foreign-speaking patients in their 
work, and that the most challenging encounters are those with Albanian-speaking 
patients and with patients who speak Arab, Chinese, Russian, Roma, Bulgarian and 
other languages (ibid). The same survey also shows that communication problems 
arise in various medical fields, and that they are most common in emergency ser-
vices, family medicine, paediatrics, gynaecology and obstetrics10. Moreover, health 
problems or diagnoses that are most frequent among users who do not speak Slo-
vene fell, according to the respondents, in the following categories: first, antenatal, 
perinatal and post-natal care; second, injuries; third, psychiatric problems; fourth, 
gastrointestinal problems; fifth, respiratory infections etc. (Mikolič Južnič 2018).  

The results of this survey and our qualitative research reveal that healthcare 
workers as well as patients are left alone to face multiple language misunderstand-
ings. Unlike in some other countries of European Union11, the Slovene healthcare 
system doesn't have professional interpreting service available in healthcare institu-
tions. Although many professional interpreters exist, they lack the training for inter-
preting in healthcare setting, are often difficult to reach and their services are too 
expensive for an average patient (Lipovec Čebron et al. 2018a). This problem was 
addressed also in the MIPEX Country Report for Slovenia:  

“Even though the Patient Rights Act (ZpacP) includes the patient's 
right to understand the procedure, to be informed and not to be dis-
criminated against, in practice there is a great lack of systematic solu-
tions (national or regional policy) regarding the availability of inter-
pretation services.” (MIPEX 2015, 19).  

In the absence of available interpreters, some of our interlocutors decided 
to solve this problem by themselves: they found a friend or relative who could step 
in the role of an ad-hoc interpreter or try to resolve their communication problems 
by enrolling in the courses of Slovene or English. However, as previous research 
has shown (Kocijančič Pokorn 2018) ad-hoc interpreters and basic language skills 
are temporary and provisional solution, since they cannot guarantee accurate com-
munication and cannot replace professional interpreter or intercultural mediator. 

In conclusion, we present a description of Ana's experience. She outlines 
several of barriers in searching for healthcare in Slovenia described above, while 
opening other problems (criminalization of migrants/refugees, illegal conduct and 
humiliating attitude by authorities) that many women on the move face (Wilson 
2011; Freedman 2016; Heidari and García Moreno 2016; Van der Zee, 2016; Am-
nesty International, 2016). The following fragment from the conversation with her 

                                                        
10 In the survey, the respondents were asked to indicate medical fields where they encounter most 
problems in communication with non-Slovene-speaking patients. Twelve medical fields were 
provided on the list and the respondents were able to add additional ones if they wanted. Most re-
spondents (67%) selected emergency services (and 27% emergency transportation related ser-
vices). The second most frequently selected medical field was family medicine (56%), followed 
by paediatrics (34%), gynaecology (28%) and obstetrics (24%). 
11 For instance, in Italy, Germany or Switzerland (Gosenca 2017).  
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show how pregnant refugees’/migrants’ experiences are shaped by a complex inter-
section of vulnerabilities that are related to their legal status, gender, and pregnancy 
on one hand, and to increasingly restrictive EU immigration policies that are push-
ing female refugees into situations in which they are at great risk, including health 
risk: 

 “Before her arrival in Slovenia, she stayed in Greece for six months, 
where she became pregnant, but she suffered a miscarriage. She went 
to the hospital where no one examined her after the miscarriage and 
when being discharged from the hospital, the translator interpreted 
doctor’s words as that she could not become pregnant for another 6 
months, therefore she relied on this information and did not use any 
contraception. However, she became pregnant few weeks later. With 
her husband she headed towards the north and she had to walk through 
the forests and mountains. When she reached Slovenia she was arrest-
ed by the police and taken into prison. The police in the prison said 
that she had to remove her clothes, the same thing happened to her at 
the police station where she had to stand completely naked in front of 
several police women. She had severe abdominal pain and was con-
tinuously asking the police in the prison for a doctor. Despite her 
pregnancy only once a doctor, who wasn’t a gynaecologist examined 
her. She asked for a translator, but was not allowed to get one. She 
cried every day in the prison, she did not know where her husband 
was” (notes from the interview with Ana, Ljubljana, 18.10.2017). 

Conclusion 

Over the 20th century childbirth had little to do with women’s autonomy. 
In maternity hospitals with a traditional orientation, women needed to strictly fol-
low the procedures determined by medical personnel, their bodies were disciplined, 
their possibility to decide over the course of the delivery were minimal. In this con-
text of the medicalization of childbirth, the dominant conviction was that pregnancy 
and childbirth should be supervised both medically and legally, while “it has be-
come unacceptable for people to decide about these – now medical matters – them-
selves” (Prosen et al. 2013, 256). In the last decades this approach has been widely 
criticized, particularly in the aspect of control over pregnant woman's body (ibid.) 
and new trends, involving de-medicalization and humanization of childbirth, are 
now taking place in majority of maternity hospitals in Slovenia.  

However, it seems that these trends are leaving behind asylum seekers and 
other migrant/refugee women who do not speak Slovene language and are not in-
formed about their healthcare entitlements, which are in many cases hindered or 
limited. As we show in the article, these different levels of obstacles are largely a 
consequence of a healthcare system that is not adjusted or prepared to guarantee 
quality healthcare for these women. This does not mean that all migrants/refugees 
experience unequal medical treatment or that their childbirths are always records of 
discrimination and exclusion. However, the conversation with our interlocutors and 
previous research reveal that legally secured health rights do not guarantee full ac-
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cess to those rights in medical practice, where information is lacking and sensitivity 
to language differences is entirely overlooked. Therefore, the healthcare system in 
Slovenia appears to be aimed at the Slovene population, with few exceptions. Simi-
lar are the findings from the MIPEX Country Reports: “policies are exclusively fo-
cused on standardizing diagnostic procedures and treatment methods. There is no 
development of treatments for health problems specific to certain migrant groups, 
no adaptation of standard treatments for routine health problems in order to better 
serve migrant communities, and no use of complementary and alternative 'non-
Western' treatments for physical and mental health problems.” (MIPEX 2015, 20).  

Nevertheless, recent developments in this field indicate some positive 
trends and possible changes in the future, although the initiatives are usually short-
lived and are not aimed at systemic changes in the healthcare system. Firstly, there 
are some project-based initiatives trying to implement interpreters/intercultural me-
diators in the medical settings12. Secondly, there is a growing recognition of the 
importance of sensitivity to language, cultural dimensions of healthcare among 
healthcare workers (Bombač et al 2017). As a result, different trainings in view of 
creating more migrant-sensitive healthcare services have been recently organized 
(Kocijančič Pokorn and Lipovec Čebron 2018). However, these are only first fragile 
steps towards a more inclusive healthcare that remain mainly exceptions in Slovene 
healthcare system.  
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