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Objective: this paper addresses the experiences of a group of young black teenage mothers looked after
by the State, most of whom were also either migrants or asylum seekers. The paper explores the
experience of discovery of pregnancy, attempts to seek professional help and the eventual decision to
continue with the pregnancy.
Design: an interpretative study with in-depth interviews.
Settings: interviews were carried out in the participants' homes and focussed on their experiences of
pregnancy decision-making.
Participants: 15 young women (aged 16–19), from black minority ethnic groups, with a history of care
(past or present), currently pregnant or mothers of a child no older than two years of age.
Findings: all the pregnancies were unexpected: eight of the informants conceived as a result of rape and
seven while in a relationship. All the young women chose motherhood over abortion despite their
complex social and pregnancy background.
Conclusions: the importance of social positioning of migrants in terms of the cluster of negative aspects
and environmental disadvantage generally experienced by most immigrants in the host country is raised
in this paper. Care practices of pregnant women with complex social factors were little observant of
woman-centred care approaches.
& 2013 The Authors. Published by Elsevier Ltd. All rights reserved.
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Introduction
This paper addresses the experiences of a group of young black
teenage mothers looked after by the State, most of whom were
also either migrants or asylum seekers. The paper explores the
experience of discovery of pregnancy, attempts to seek professional help and the eventual decision to continue with the
pregnancy.
In the UK, NICE guidelines on Pregnancy and Complex Social
Factors (2010) recognised women who are migrants, asylum
seekers or refugees as one group amongst four key areas, together
with young women under 20, women who experienced domestic
violence and those who misuse substances (alcohol and/or drugs).
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Bollini et al. (2009) have reviewed epidemiological studies that
compared pregnancy outcomes for native and immigrant women
in 12 European studies, concluding that, overall, migrant women
experience poorer outcomes of pregnancy. Such disadvantage was
reduced in countries that operate supportive integration; the UK
was not amongst that group. A recent collaboration between
Maternity Action and the Refugee Council (2013) has drawn
attention to the additional stress suffered by pregnant women
who are asylum seekers and are subject to practices of geographical dispersal, whereby asylum seekers are housed by the Home
Ofﬁce on a no choice basis in locations around the country.
The common public image of teenage pregnancy as a serious
social problem (Winters and Winters, 2012) is underscored by its
perceived destructive consequences believed to be the result of
lower levels of education, welfare dependency, and low-paying
jobs, as well as greater health troubles for these mothers and their
children (Luker, 1996; Furstenberg, 2007). Alongside establishing
teenage pregnancy as a deviant behaviour, British social policy has
described it as a major public health problem to be prevented (see
SEU, 1999). Scholarship on teenage pregnancy in Britain ﬁnds
that social deprivation, poor attainment and disengagement at
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school are the key underlying factors that affect conception rates
(Hoggart, 2012).
In Britain racial–ethnic comparative perspective has received
relatively less attention (Bonell, 2004). To date there has been no
in-depth research in Britain to parallel US studies about ethnicity
and early parenthood (Owen et al., 2008), partly due to the lack of
comprehensive statistics on live births by ethnic groups (Phoenix,
1991). Higher-than-average rates of teenage pregnancy/parenthood among some minority ethnic communities, has been highlighted in British surveys (Berthoud, 2001), though these patterns
have not been explored in depth. None of these studies have
explored the pregnancy decision-making process of black minority
young mothers with a history of care and displacement.
‘Looked after’ teenage mothers
‘Looked after’ young people undergo a high level of hardship
and deprivation and suffer from a high level of emotional and
behavioural disturbance (Roy et al., 2000; Cusick et al., 2003;
Akister et al., 2010) and have worse health than that of the general
population (Audit Commission, 1994). They have greater health
needs than their peers but are less likely to receive adequate
healthcare (Department of Health, 1998).
The family circumstances leading to being taken into care –
material and emotional disadvantage – are contributory factors to
the problems ‘looked after’ young people face (Chase et al., 2006;
Knight et al., 2006). These experiences and sources of deprivation
form clusters of ‘risk factors’ associated with vulnerability to early
pregnancy and parenthood among young people in and leaving
care (Barn et al., 2005; Chase et al., 2006). Despite experiencing a
signiﬁcant degree of risk or adversity in their lives, on becoming
mothers, ‘looked after’ young women fashion resilience despite,
and out of, the experiences which threatened to undermine it
(Mantovani and Thomas, forthcoming).
Pregnancy decision-making
Conceptions that are terminated are usually not the result of
intentional behavioural choices (Upchurch et al., 2002), and
women vary considerably in the way they experience and respond
to the possibility of an unintended pregnancy (Hoggart and
Phillips, 2010). Research has examined decision-making in
response to class, family values and local cultures (Lee et al.,
2004; Hoggart et al., 2006), and cultural norms when examining
decision-making among minority groups (French et al., 2005;
Higginbottom et al., 2006). The complex range of conﬂicting values
inﬂuencing decision-making is clearly illustrated in Hoggart's
(2012) research.
A key factor affecting a young woman's decision whether to
terminate a pregnancy is the nature of her relationship with her
partner. Those feeling they are in a secure relationship and feel
supported tend to opt for motherhood (Hoggart et al., 2006).
Teenagers are also affected by the political, social and local
discourses around teenage pregnancy (Greene, 2006), although
there is no evidence that peers have inﬂuence on young people's
behaviour (Arai, 2007).

Methods
This study seeks to address two research questions: how
interpersonal relationships affect the decision-making-process of
an unexpected pregnancy among informants, and what is their
experience of health professionals during decision-making?
The study took an interpretative approach to examine participants' interpretation and knowledge about their social world
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(Denzin and Lincoln, 2003). In-depth unstructured interviews
were undertaken with 15 young women by [ﬁrst author] between
2005 and 2007. Informants were recruited in three London Local
Authorities (LAs) selected for their geographical diversity, reported
rates of teenage pregnancy and their high concentration of black
minority groups. A purposive sampling method was employed and
participants were selected according to: age (16–19); ethnicity
(Black African, Black British, Black Caribbean, Mixed-Heritage);
‘looked after’ status (currently in care or left care); length in care
(‘looked after’ for a minimum of one year); and motherhood status
(a mother or currently pregnant).
The interview process was taken as a consultative process
(Thompson, 1996) and a non-hierarchical relationship was
adopted when interviewing respondents (Oakley, 1981). Both the
University of London Committee and MREC governing body for
ethics (N. 05/Q0801/168) approved the study. Key workers, who
knew the young women and their levels of literacy, recruited
participants. This method of recruitment was adopted so that key
workers could explain the project and implications of participation
in ways that participants could understand. Key workers offered
their support to informants if they would became distressed as a
result of revelations. Participants were informed that they could
withdraw from the interview if they wished to do so at any time
during the interview. At the outset informants were made aware
that, as an acknowledgement of their help in the study, they would
receive d10. The researcher received the informants' contact
details only when they had given their consent to do so.
Interviews were carried out in the participants' own homes and
were recorded with the consent of the interviewees. Transcribing
the interviews verbatim ensured that there was an accurate
account of the study interviews. To preserve anonymity the
participants have been given names typical of each country of
origin. Each interview transcript was coded individually with
initial description codes. From a corpus of raw data a thematic
organisation of the data emerged, including identiﬁcation of
similarity, contrast, and juxtaposition (Sim and Wright, 2000). To
increase quality assurance of the qualitative work undertaken we
applied Lincoln and Guba's (1985) idea of trustworthiness
throughout the research process, by rigorously collecting data
and synthesising it, and by conducting the research independently
of the researchers' own perspectives. The interview material was
carefully scrutinised by the researchers who took into account of
the variations in responses.

The participants
Fifteen participants were interviewed from 25 potential
respondents who returned the participation form. There were
difﬁculties in establishing ﬁrst and/or further contacts with 10
women. Of the 15 women who took part nine were recruited
through Social Services, one through peer education groups, four
through family support groups, and one through snowballing.
At the time of interview three young mothers were aged 19;
ﬁve were aged 18; ﬁve were aged 17; and two were aged 16. Of the
15 participants, 13 were from the African continent (three from
South West Africa, ﬁve from West Africa, and ﬁve from East Africa)
and two were British nationals. Of the 13 African born: 11 were
unaccompanied minors when they arrived in Britain, and two had
migrated at a young age with their families. Of these 11, two were
educational migrants and nine were asylum seekers.
Informants in this study were under the local authority's (LA)
legal responsibility for their care. Participants had been in care for
an average of two years (range 1–4 years); two mothers entered
care aged 14, ﬁve aged 15, six aged 16 and two aged 17.
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Ten informants were in their ﬁrst pregnancy and ﬁve were in
their second or subsequent pregnancy. Eight conceived as a result
of rape and seven conceived whilst in a relationship.

Findings
In the following sections we highlight the unaccompanied
minors' journeys to Britain. We describe the mothers' reproductive
experiences and the informants' negotiations with their contextual
reality (structural and social constraints, social organisation, interpersonal relationships). Next we examine the mothers' internal
negotiations arising from a number of conﬂicting demands (their
beliefs and the meaning of motherhood/parenthood) while deciding what to do with the pregnancy.

Seeking protection in Britain
The 11 unaccompanied minors mentioned political, economic,
persecution and violence as key reasons for leaving their countries.
They were brought to safety in Britain by either a pastor, an
‘auntie’ or ‘uncle’, or by some family friend. Five of the informants
who had been raped told a similar story about being subsequently
abandoned on arrival. Limber explained:
I didn't know the person who brought me here. He was some
friend of my dad. He brought me here and he left me somewhere, and he told me that he was coming back, but he never
came back. Then, I asked people and they showed me a police
station…and, they took me to the social services. (Limber)
The complexities of navigating the asylum system for children
are known (Brownlees and Smith, 2011). At the time of the
interview those unaccompanied minors who were seeking asylum
were at different stages of their asylum applications. The fear,
worry, and anxiety accompanying the asylum process
(Maegusuku-Hewett et al., 2007) was coupled with the fear of
being returned to the country from which they had ﬂed and with
the news of an unexpected pregnancy. This is illustrated here:
I didn't know what to do …I didn't know what to think I didn't
have a clue what goes on or what happens. (Shidah)
Limited English, lack of understanding of British cultural cues
made it difﬁcult to understand what was happening to many of
them. This experience was also shared by the two educational
migrants, whose status limited their entitlements.

Reproductive experiences
The circumstances surrounding informants' conception were
markedly different; eight participants conceived as a result of rape
and seven conceived whilst in a relationship. None of the conceptions that occurred while in a relationship were planned. Of the
women who were raped, seven were raped as a result of ethnic
conﬂicts in their homeland and one was raped on arrival in Britain
as a result of her homeless status. Accounts of rape were told
within a context of destruction and human extermination:
It wasn't my fault I got pregnant, because where I come from is
a war country. So, when the rebels invaded our area they
capture so many young girls and I was a victim of that. You
know, it doesn't go down well with me any way, but I have no
choice. (Namuly)
None of the seven women who had been raped before migrating to the UK suspected being pregnant when they arrived in

Britain. Although some were ‘sick all the time’ and had no
‘routine’, they attributed this to stress or the fact that they were
‘not used to the environment’, or to the British weather:
I didn't know I was pregnant, you know? I was just sick and
sick until I had blood tests. Because I had just come to this
country and they said may be it is the weather. The weather has
passed by but I wasn't well. It was when I had the blood test
that they said I was pregnant. That's why I was sick! (Pemba)
I was missing my periods cos' I didn't know I was pregnant,
because when I came here, it was…I don't know (I thought)
may be because I was not used to the environment – it was cold
– and the tension that I didn't have money. Then I ended up
being admitted in hospital for one and half weeks, that was
when I realised I was pregnant cos' they'd…done everything
and they told I was pregnant. I couldn't believe it! That is why I
got a social worker because I really needed help. (Nakato)
In the next section we highlight the informants' personal and
environmental context that inﬂuenced their actions when resolving their pregnancy.

Personal and environmental context of decision-making
The context of the pregnancy resolution is the scenario within
which informants played out their lives and highlights the
structural constraints when resolving their pregnancy. Most informants were still looked after by the Local Authority on discovering
their last pregnancy (n ¼12) three were living independently and
supported by the ‘leaving care’ team. Eleven participants were still
in education, three had interrupted their studies because of the
pregnancy and one had a part-time job. Thirteen participants were
in receipt of beneﬁts; nine reported they had experienced difﬁculties with lack of money.
The partnering context of the informants who conceived in a
relationship was complex – re-partnering and repeat pregnancies
had occurred in a number of instances. At the time of the interview 12 informants described themselves single, of whom two had
visiting partners; three young women were cohabiting, of whom
two were cohabiting with the father of their second child.
The majority of the respondents in this study were vulnerable
when they arrived in the UK. They became separated from those
who provided them with care and protection and they sought
asylum in a country strange to them. They had to deal with the
multiple losses while dealing with resettlement issues such as
social, cultural and economic adjustments and cross-cultural
clashes; their familial identity and their role within it was
shattered. Loss of identity and multiple losses are important
concepts in the context of the women's decisions.
Those respondents who were British born (Amy, Cherie), or had
settled in Britain for a longer time (Abeo, Fola, Chicke, Malika),
beneﬁtted from a support network of family and friends. By
contrast, those mothers who had recently resettled could not rely
on support network in the area where they lived; nine said they
did not know anyone in their neighbourhood they could count on
receiving help, and four said they could rely only on one or two
people. Not being inserted into networks or broader structures
made pregnancy resolution very difﬁcult for most of those
informants who had been uprooted from their country:
No one was close to me when resolving my pregnancy, so it
wasn't easy. It has not been easy not having anyone close to
you. I can't just say that I got pregnant and I had my baby (it
was much more complicated than this). (Isoke)
Lacking a durable network of social relationships led informants (n ¼ 8) to experience a sense of isolation and loss at the time
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of discovering and resolving their pregnancy. Many informants
lacked the social capital to enable them to claim access to
necessary resources and lacked trust which is an important
conduit for networks to ﬂourish (Putman, 1993):
It's been very hard for me. I didn't have anyone to talk to. The
man who picked me from the street was a cabdriver. He was
never (close to me)…and there is no way in any instance I could
conﬁde in him, because I never knew him. It was a very bad
experience. (Twain)
The informants' social positioning limited their social contacts
with the outside world, which in turn had an impact on their help
seeking behaviour and the options that were made available to
them. Their social positioning as asylum seeking young mothers
reﬂects and expresses the women's inequalities, which consists of
the intersections of the asylum seekers' capital (cultural, social,
economic, and/or political capital).

Interpersonal relationships and relations of power
Inter-personal relationships were very important during decisionmaking to the extent that informants were particularly susceptible to
relationship of power with adults which inﬂuenced their decision
about the pregnancy (Brady et al., 2008).

Parental inﬂuence
Those respondents who had family and kinship in Britain were
vulnerable to social disapproval from them. They were aware,
before they were faced with a pregnancy, of the beliefs, values,
responses and levels of support that they might expect from their
families. These expectations were ﬁlled with fear and anxiety and
being subsequently exposed to the shame that they had violated
adult expectations about gendered sexuality and the cultural ethos
about family formation. The anticipated parental reaction had a
direct inﬂuence on the informants' decision-making:
When my dad would have found out, I would get into trouble.
My dad would beat me, or he would kick me out of the house.
That was my reason not to keep the baby; my dad's going to be
disappointed of me. I was thinking a lot of negative things and
feared the change in my home life. (Abeo)
Feeling she could not speak to her parents, Abeo, sought help
from a pastor to resolve her conﬂicts. He applied cultural reasoning to dissuade her from having an abortion, and said to her: ‘In
religion we do not take out the baby because it's not nice’. Abeo
subsequently decided to ‘leave it’ – to keep the baby. In contrast,
Cherie's mother, who was ‘the last person to know about the
pregnancy’ gave her ambivalent advice which made her revisit her
initial decision:
She didn't want me to have it. She was saying I should get rid of
it. She also said: ‘Tell him if he marries you then you'll have the
baby’. And I think that was one of the reasons why I was having
second thoughts as well. (Cherie)

Boyfriends' support
None of the young women had planned to be single mothers.
Of the seven women who were in a relationship at the time of
conception, two fathers started a new relationship during the
pregnancy, one stopped contact as the pregnancy progressed,
and two relinquished their ties with the mother soon after birth
even if they had offered their support with parenthood. During
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decision-making three fathers said they were supportive of the
pregnancy, the remaining four fathers either showed noncommittal attitudes – letting the partner decide the outcome of
the pregnancy – or pressurised her to have an abortion. The
disclosure of the pregnancy became a negotiation ground for
Chicke, Amy and Cherie who withstood attempts from relations
seeking to dissuade them from keeping the baby:
At the time when I was pregnant … at the beginning of the
pregnancy my boyfriend, my baby's father, was telling me to do
an abortion. I say: ‘No I can't do this' because … he was
insisting, he was saying: ‘Oh you have to do it’. I say: ‘No I'm
not going to do that because … I'm not going to do that'. He say
you have to do it! … and the ﬁrst scan I did at the hospital, and
everything was ﬁne …I went to his house and I showed him the
pictures of the baby. He say: ‘Wow you're going to have a baby!’
He was happy, but soon he started a another relationship with
another woman and I found out and I suffered at that time
yeah, I really suffered, I cried a lot. (Chicke)
Amy, who was expecting her second child, recalled the
attempts of her boyfriend to dissuade her from her resolution to
keep the baby. He ﬁrst denied she might be pregnant and then
resorted to cast doubts on her ability to cope with another child.
He then told her that if she ‘did not want to get rid of it’ she had
‘another choice, adoption, and give (the baby) away to another
family’.
Three informants said their boyfriends were fully supportive of
the pregnancy. This meant they had never to consider how to
resolve the impending pregnancy. Nevertheless, interview data
indicates that only Fola's boyfriend supported her fully; economically, emotionally and practically. He had been very helpful and
very understanding and very caring from the start.

Professional responses
In encounters with health professionals, refugee mothers report
being met with stereotyped judgements; this made them feel not in
control of their birth (Strauss et al., 2009). Informants in our study
revealed how professional practices had characterised them in terms
of their age and economic situations. The professionals they consulted about resolving their pregnancy, discursively marked them out
as different – as unable to cope – with concerns expressed about
their ability to be ‘good parents’. Five informants reported being
advised by their foster mother and/or by health professionals to have
an abortion on the basis of their young age:
My foster mother told me that getting pregnant was bad
because at the time I was in school and that I was too young
to have a baby. They didn't like it because I was still at school
and they just told me if I could wait a little bit more, they said:
‘You can take it off and continue your life’. (Malika) They
booked an appointment with [abortion provider] and she was
asking me if I was going to terminate. And she was talking like
bad things, like making me terminate it. And I told her to make
an appointment, ‘cos I felt that she was making sense… They
thought that it would not be easy. Although she was right but
… to her I don't know. She was trying to convince me. (Isoke)
In the next instance, Limber received contrasting advice by
health professionals, both underscoring different normative values
about the ‘good mother’:
The teenager midwife – those in the hospital – her advice was
to terminate (because) she thought that I wouldn't cope. Yeah, I
wouldn't cope to look after the baby. So, she was telling me to
terminate…and another she told me that: ‘If you have an
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education here you can make it’…and I decided to give birth.
(Limber)
A similar practice was adopted by a hospital nurse. Pemba said
that her pregnancy had just been diagnosed and that whilst she
was ‘sitting in the waiting room at the maternity hospital waiting
to be seeing by the doctor’, a nurse ‘was calling (her) asking’
whether she was ‘free’. Pemba continued:
They said they'd book me an emergency thing to remove the
baby without me knowing, so, that's what upset me. They said:
‘No but you can't have a baby you should go back to school’.
(Pemba)
By contrast, two young women who were still within the term
prescribed by the Abortion Law, were told they could not have an
abortion because ‘it was too late’. Abeo said:
When I found out I was four months pregnant and I wanted to
take it out, but when I went to the hospital they were telling
me it was too late that I can't take out the baby. (Abeo)
Lack of awareness, denial, or fear of the reactions of others
prevents young women from seeking help, compared to older
women (SEU, 1999). Three informants, who had sought advice
from their GP on discovering the pregnancy were not offered
information on access and entitlement to healthcare. Lack of
access and information, isolation and unmet needs for social
support among asylum seekers is highlighted in McLeish's study
(2005). Limber, who told the doctor she wanted to ‘keep it’, was
told ‘to go and think about it and come back the next day with
someone older’. Not being referred added another layer of
difﬁculty:
My doctor asked me whether I wanted the pregnancy…I told
him no. He talked to about his thoughts but we were not
getting anywhere. So, he gave me two weeks to think about it,
then he told me to come back. I had no one to talk about to
then; I was all on my own. (Twain)
Nakato was taken for a counselling session before she ‘made up
the last decision’ because she ‘found it hard to make a decision’.
She was carrying her father's baby – she was (having her sister).
During the counselling session she was asked as to whether she
had a boyfriend or not, and asked about what religion she was and
whether her religion allowed her to have an abortion. This style of
questioning was perceived as being neither welcome nor beneﬁcial. Nakato said: ‘When I came in I was sure about what to do,
but now I'm not sure any more’.
To add to the complexity of already difﬁcult circumstances,
Nakato was 20 weeks pregnant when her pregnancy was diagnosed. She also experienced delays in having a social worker
allocated which impacted on the time she was able to see a
counsellor, and the subsequent options available to her. In addition, the staff seemed uncertain about government policy on late
terminations:
By the time we went to the clinic I was about 23 to 24 weeks.
When we went there they were not sure whether they could do
it at 24 week. They told me we will have to do it today or leave
it. They told me we will have to arrange today and when they
were doing the arrangements they were saying they were not
sure if they were going to do it from there. They didn't have
space. They had to keep in me for two days. They phoned
somewhere, they wanted to ﬁnd out whether they could do it
there. (Nakato)

Personal values about abortion
Some informants either renounced or rejected having a termination by evoking the moral values imposed by their cultural/
religious norms, or embraced a moral and fetus-centred stand:
I would feel like a murderer…I did not want to do it (abortion).
It is better giving the baby out [for adoption] than killing the
baby. I fell pregnant then I have to go and kill the baby? The
baby is innocent, I don't kill it. (Isoke) I don't believe in
abortion, that's why I kept it. I just don't think…it's not fair. I
don't think it was the right time to have it, but I don't believe in
abortion. (Malika)

Choosing motherhood – imagining a new relational context
Understanding what parenthood/motherhood means to young
women with a complex background is vital for professionals who
support them in their decisions. Informants in this study felt that
others deﬁnitions of their situation did not chime with their own
assessment. They saw the value in having children and the support
children would provide in the future (the sense of having a family).
For all the unaccompanied minors, having a child meant ensuring
they had a social support in the present and in the future,
someone who would fulﬁl their otherwise emotionally empty
lives and give them a focus:
I decided that since I don't have a family I can share a life with
him. I will keep him no matter how I got him…and because I
don't have a family at least I have someone to talk to. (Limber)
A reason why I decided to leave her there (not to have an
abortion), was because she would be the only biological person
I would have. She would be my mum, she would be my family,
she would be my sister, she would be my daughter. She is
someone to smile at me…when I'm not feeling well and I smile
back. And everything I am thinking about goes away; I
concentrate on her. It gives hope in life, it gives you something
to work for in the future something you know you're looking at.
It's something you're working for it is something you're
responsible for. These kids as they grow up they become our
consolation. My baby is like consolation. If I had a hard day
when it comes to pick her up she gives me a smile I forget
everything, I just feel happy. And if I didn't have her, if I had
aborted her, who would be there to give you that smile? So, it is
not bad to make that decision to have that kid, it is not bad at
all. (Nakato)
On the other hand, for other women motherhood gave them a
chance to reassess their life; a moment to reﬂect on the past in
order to undertake a new pathways and make changes in their
life:
When I got pregnant it was like I saw things differently. It was
like it wasn't just me, there was this little baby and I needed to
grow up, I need to sort myself out. I think without him I don't
think I'd be anywhere really. To be honest without him I just…
wouldn't be doing anything. I just would be sitting here doing
nothing. I think he's inﬂuenced me to go out and work. (Cherie)
The experience of motherhood provided a different pathway to
maturity by serving as a powerful motive for reforming Cherie's
life; it was a strong incentive for change (Davies et al., 1999). The
theme of maturity emerged strongly in the women's accounts
about their experience of motherhood/parenthood.

N. Mantovani, H. Thomas / Midwifery 30 (2014) e72–e78

Discussion
This paper has explored the experiences of black teenage
mothers looked after by the State. In terms of the NICE (2010)
guidelines on Pregnancy and Complex Social Factors, all were
under 20, most were migrants or asylum seekers and more than
half had experienced (domestic) violence, being pregnant as the
result of rape. The combination of two or more complex social
factors inevitably added to their distress. The health services did
not always recognise this complexity, its origins and its implications for good care.
From the women's narratives there was very little evidence of a
woman's-centred care approach adopted by health (and social)
care professionals. On the contrary, informants were reminded by
professionals that motherhood outside the conﬁnes of the social
institution of motherhood and its socially prescribed conditions is
deﬁcient. The concerns of the professionals expressed regarding
the young women's pregnancy revealed their assumptions of the
inevitability of the cyclical view of teenage pregnancy. Becoming a
mother at a young age would mean ‘risking’ their future life: it
would curtail their education which would have an impact on
their opportunities of having a skilled job. By having a child, they
would be likely to remain welfare mothers with little education
and, thus, be poor and inadequate mothers. An awareness of the
difﬁculties encountered by the informants in this study due to the
consequences of displacement may help health professional to
understand and related to these service users better (Strauss et al.,
2009).
Data from this study also highlight that there was little
evidence of multi-agency working and needs assessment planning. This impacted on healthcare professionals' knowledge as to
what other social problems the young women seeking their care
might have. In the case of Nakato, for example, had the counsellor
been informed of her complex background, s/he perhaps would
have discussed Nakato's fears in a more sensitive and nonjudgemental manner. In addition to this, the healthcare professionals ‘helping’ Nakato did not seem to have updated knowledge
about government policies related to late abortions. NICE guidelines state that when dealing with migrants, asylum seekers and
refugees healthcare staff should be given training on the most
recent government policies on access and entitlement to care
(NICE, 2010). In addition, it is important to note how powerful the
individual professional can be in creating the caring environment,
thus, developing cultural sensitivity in health practices should be
promoted by leaders who envision changing environments where
health professionals work (Briscoe, 2013).

Acknowledgements
We would like to thank the young mothers for their trust and
participation. This study was funded by a Thomas Holloway
Scholarship of the University of London.

References
Akister, J., Owen, M., Goodyer, I.M., 2010. Leaving care and mental health: outcomes
for children in out-of-home care during the transition to adulthood. Health Res.
Policy Syst. 8, 10.
Arai, L., 2007. Peer and neighbourhood inﬂuences on teenage pregnancy and
fertility: qualitative ﬁndings from research in English communities. Health
Place 13, 87–98.
Audit Commission, 1994. Seen But not Heard: Coordinating Community Child
Health and Social Services for Children in Need. HMSO, London.
Barn, R., Andrew, L., Mantovani, N., 2005. Life After Care: A Study of the Experiences
of Young People from Different Ethnic Groups. Joseph Rountry Foundation. The
Policy Press, York.

e77

Berthoud, R., 2001. Teenage births to ethnic minority women. Popul. Trends 104,
12–18.
Bollini, P., Pampallona, S., Wanner, P., Kupelnick, B., 2009. Pregnancy outcome of
migrant women and integration policy: a systematic review of the international
literature. Soc. Sci. Med. 68, 452–461.
Bonell, C., 2004. Why is teenage pregnancy conceptualized as a social problem? A
review of the quantitative research from the USA and UK. Cult. Health Sexuality
6, 255–272.
Brady, G., Brown, G., Letherby, G., Bayley, J., Wallace, L.M., 2008. Young women's
experience of termination and miscarriage: a qualitative study. Hum. Fertil. 11,
186–190.
Briscoe, L., 2013. Becoming culturally sensitive: a painful process? Midwifery 29,
559–565.
Brownlees, L., Smith, T., 2011. Lives in the Balance: The Quality of Immigration Legal
Advice Given to Separated Children Seeking Asylum. Refugee Council, London.
Chase, E., Maxwell, C., Knight, A., Aggleton, P., 2006. Pregnancy and Parenthood
among young people in and leaving care: what are the inﬂuencing factors and
what makes a difference in providing support? J. Adolesc. 30, 58–69.
Cusick, L., Martin, A., May, T., 2003. Vulnerability and involvement in drug use and
sex work. Findings 207. Research Development and Statistics Directorate, Home
Ofﬁce. ISSN:1473-8406.
Davies, L., McKinnon, M., Rains, P., 1999. ‘On my own’: a new discourse of
dependence and independence from teen mothers. In: Wong, J., Checkland,
D. (Eds.), Teen Pregnancy and Parenting: Social and Ethical Issues. University of
Toronto Press, Toronto, pp. 39–51.
Denzin, N.K., Lincoln, Y.S. (Eds.), 2003. Strategies of Qualitative Inquiry. Thousand
Oaks, Sage, California.
Department of Health, 1998. Our Healthier Nation: A Contract for Health. A
Consultation Paper. The Stationery Ofﬁce, London.
French, R.S., Joyce, L., Fenton, K., et al., 2005. Exploring the Attitudes and Behaviours
of Bangladeshi, Indian and Jamaican Young People in Relation to Reproductive
and Sexual Health: A Report for the Teenage Pregnancy Unit. Department for
Education and Skills, London.
Furstenberg Jr., F.F., 2007. The making of the black family: race and class in
qualitative studies in the 10th century. Annu. Rev. Sociol. 33, 429–448.
Greene, S., 2006. Becoming responsible: young mothers' decision making regarding
motherhood and abortion. J. Prog. Hum. Serv. 17, 25–43.
Higginbottom, G.M.A., Mathers, N., Marsh, P., Kirkham, M., Owen, J.M., SerrantGreen, L., 2006. Young people of minority ethnic origin in England and early
parenthood: views from young parents and service providers. Soc. Sci. Med. 63,
858–870.
Hoggart, L., Nasserzadeh, S., Shamash, M., 2006. Young Women, Sex and Choices: A
Study of Young Motherhood in Haringey. Middlesex University, London.
Hoggart, L., Phillips, J., 2010. Young People in London: Abortion and Repeat
Abortion. Government Ofﬁce for London, London.
Hoggart, L., 2012. ‘I'm pregnant … what am I going to do?’ An examination of value
judgements and moral frameworks in teenage pregnancy decision making.
Health Risk Soc. 14, 533–549.
Knight, A., Chase, E., Aggleton, P., 2006. Teenage pregnancy among young people in
and leaving care: messages and implications for foster care. Adopt. Foster. 30,
58–69.
Lee, E., Clements, S., Ingham, R., Stone, N., 2004. A Matter of Choice? Explaining
National Variation in Teenage Abortion and Motherhood. Joseph Rowntree
Foundation, York.
Lincoln, Y.S, Guba, E.A., 1985. Naturalistic Inquiry. Sage, Beverly Hills, CA.
Luker, K., 1996. Dubious Conceptions: The Politics of Teen Pregnancy. Harvard
University Press, Cambridge, MA.
Maegusuku-Hewett, T., Dunkerley, D., Scourﬁeld, J., Smalley, N., 2007. Refugee
children in Wales: coping and adaptation in the face of adversity. Child. Soc. 21,
309–321.
Mantovani, J., Thomas, H., 2013. Resilience and survival: Black teenage mothers
‘looked after’ by the State tell their stories about their experience of care. Child.
Soc., http://dx.doi.org/10.1111/chso.12028, in press.
Maternity Action and the Refugee Council, 2 013.When Maternity Doesn't
Matter: Dispersing Pregnant Women Seeking Asylum. London. o http://
www.refugeecouncil.org.uk/assets/0002/6402/When_Maternity_Doesn_t_
Matter-Ref_Council__Maternity_Action_report_Feb2013.pdf 4 .
McLeish, J., 2005. Maternity experiences of asylum seekers in England. Br. J.
Midwifery 13, 782–785.
National Institute for Health and Clinical Excellence (NICE), 2010. Pregnancy and
Complex Social Factors. A Model for Service Provision for Pregnant Women with
Complex Social Factors. Issued: September 2010. NICE Clinical Guideline 110.
Oakley, A., 1981. Interviewing women: a contradiction in terms. In: Roberts, H.
(Ed.), Doing Feminist Research. Routledge and Kegan Paul, London, pp. 30–61.
Owen, J., Higginbottom, G.M., Kirkham, M., Mathers, N., Marsh, P., 2008. Ethnicity,
policy and teenage parenthood in England: ﬁndings from a qualitative study.
Soc. Policy Soc. 7, 293–305.
Phoenix, A., 1991. Young Mothers?. Polity Press, Cambridge.
Putman, R.D., 1993. The prosperous community: social capital and public life. Am.
Prospect. 3, 35–45.
Roy, P., Rutter, M., Pickles, A., 2000. Institutional care: risk from family background
or pattern of rearing? J. Child Psychol. Psychiatry 41, 139–149.
Sim, J., Wright, C., 2000. Research in Health Care – Concepts, Designs and Methods.
Nelson Thornes, Cheltenham.
Social Exclusion Unit (SEU), 1999. Teenage Pregnancy. Cmd. Paper 4342. HMSO,
London.

e78

N. Mantovani, H. Thomas / Midwifery 30 (2014) e72–e78

Straus, L., McEwen, A., Mohamed Hussein, F., 2009. Somali women's experience of
childbirth in the UK: perspectives from Somali health workers (Original
Research Article). Midwifery 25, 181–186.
Thompson, P., 1996Paying respondents and informants, Social Research Update.
Issue 14. Department of Sociology, University of Surrey, London (accessed 14
June 2004).

Upchurch, D., Lillard, L., Panis Jn., C., 2002. Non-marital childbearing: inﬂuences of
education, marriage, and fertility. Demography 39, 311–329.
Winters, L.I, Winters, P.C., 2012. Black teenage pregnancy: a dynamic social
problem. SAGE Open January–March 2 (1).

