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Abstract
Background: Adverse birth outcomes of immigrant women and neonates are associated with the quality of perinatal 
care. For this reason, examining immigrant women’s experiences of perinatal care is necessary if host country care sys-
tems are to respond appropriately to migration.
Aims: The aim of the study was to evaluate the perinatal care experiences of immigrant women.
Methods: The qualitative phenomenological design used in the study enabled to make an in-depth exploration of immi-
grant women’s experiences. The participants were 24 women who had a pregnancy within the past 6 months and lived 
in Adana, Turkey, between September and December 2019. Data were collected using a semi-structured form through the 
snowball method. Qualitative data were analysed using the thematic analysis method.
Results: The participants’ mean age was 21.41 [standard deviation (SD) 3.86] years. Mean age at first pregnancy was 17.27 
(SD 4.59) years. It was determined that immigrant women received insufficient maternity services. In thematic analysis, 
4 main themes indicating barriers to sufficient perinatal care were identified. The barriers to maternal care services were: 
language barrier, cultural incompatibility, decreased social support and inadequate information.
Conclusion: Our findings indicated that perinatal care for immigrant women was inadequate and their experiences were 
generally negative. Although the barriers seem separate, they are actually intertwined, with the language barrier appear-
ing to be the main one. Innovative approaches are needed to solve this problem. Mobile applications that translate instant-
ly can be used by both immigrant women and health care professionals.
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Introduction
For many women, the transition to motherhood is the 
most important developmental life event. Perinatal care 
includes the maternal care provided in the antenatal 
care, birth, and postnatal care facilities. Care and social 
support, starting with pregnancy, is the key to safe birth 
and maternal and child health (1). This process, especial-
ly when it happens simultaneously with immigration 
requiring a new adaptation, may negatively affect the 
woman’s health and well-being (1,2,3). Immigration can 
result in negative outcomes on people’s well-being and 
physical and mental health. While many immigrant 
women experience healthy pregnancies, issues about es-
tablishing a new life could affect the pregnancy process 
negatively and cause women to experience poorer peri-
natal outcomes than expected (1,4). 

Studies on immigrant women show that they 
have increased risks in terms of pregnancy- and birth-
related complications such as anaemia, bleeding, fetal 
distress, stillbirth and preterm birth (3,5). More negative 
physiological and psychological maternal consequences 
are reported in immigrant women in comparison to 
the local population. A sample in Canada showed that 

prevalence of postpartum depression was 5 times greater 
in Syrian immigrant mothers compared with the local 
population (6,7). It has been reported that this ratio could 
be higher in developing countries (8). 

These negative results suggest that it is necessary 
to eliminate the barriers to high quality perinatal care 
(9). Perinatal care experiences of immigrant women 
and those of local women demonstrate significant 
differences. Immigrants are more at risk in terms of 
negative pregnancy and birth outcomes (10). Current data 
on the migrant sample can be accessed from the 2018 
Turkey Demographic and Health Survey Syrian Migrant 
Sample results in Turkey (11). From this survey: the 
average number of children among the Syrian women is 
5.1; it is 2.3 in the local population; the adolescent birth 
rate is 39.3% in the Syrian sample, and 3.5% in the local 
population; and the proportion having 4 or more prenatal 
check-ups is 46% among Syrian women while it is 90% 
in the local population. No data have been published 
regarding the maternal mortality ratio among Syrian 
women, however, the higher infant mortality rate has 
been emphasized: the rate is 22 per thousand live births 
in the Syrian sample (11) but 6.7 per thousand in the 
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local population (12). While low birth weight is 20% in 
the Syrian sample, it is 12% in the Turkish sample. The 
proportion of those who never received postpartum 
care is 2 times greater than the Turkish sample (10%). 
Comparative studies on birth outcomes in Turkey report 
higher rates of anaemia and higher rates of pre-term 
birth and neonates with low birth weight among Syrian 
women in comparison to the local population (13–17). 

The quality of perinatal care may be affected by 
many factors. In addition to the cultural background, 
maternal and fetal health could be affected by factors 
such as women’s previous experiences, immigration 
conditions, beliefs, education level, financial status in 
the host country, social networks, access to services, and 
communication in the services accessed (18–21). 

In the 10th year of forced migration from Syria, 
Turkey hosts the highest number of immigrants (22), and 
Adana is the city with the 5th highest Syrian population 
(11.2%) (23). However, no studies have investigated the 
perinatal care of immigrant women. Hence, the purpose 
of this study is to evaluate Syrian immigrant women’s 
experiences of perinatal care in Adana in line with 
maternal-fetal care standards and identify the barriers to 
receiving adequate care. 

Methods 
Design and sample size
This study utilized a phenomenological qualitative de-
sign based on immigrant women’s perinatal care expe-
riences. The research design was structured according to 
Giorgi’s phenomenological research approach. According 
to Giorgi, phenomenological studies aim to understand 
individuals’ world views and experiences that are mean-
ingful for people sharing these experiences (24,25). The 
main purpose of phenomenology is to reduce the indi-
vidual experiences regarding a phenomenon into a uni-
versal explanation (26). Phenomenological studies in im-
migrant research are reported to be effective tools in the 
development of policy interventions (27). The phenome-
non of the study is perinatal care, and the main research 
questions are: 

• How do Syrian immigrant women experience the 
care in the pregnancy, birth, and postpartum pro-
cesses? 

• What are the barriers to Syrian immigrant women 
receiving qualified perinatal care? 

Data collection 
The study was conducted with immigrant women living 
in the Yüreğir province of Adana, Turkey, between Sep-
tember and December 2019; the region where the study 
was conducted includes high numbers of Syrian immi-
grants and asylum seekers. The study, which aimed to 
evaluate the perinatal care experiences, included Syrian 
immigrant women who lived in Adana and experienced 
a pregnancy within the past 6 months. According to Cre-
swell and Poth, the participants could comprise 5–25 indi-

viduals who have experience regarding the phenomenon 
under investigation (25); however, the number of partic-
ipants could be considered sufficient when the concepts 
and processes elicited start to repeat. Data transcribed 
after each interview were determined to have data satu-
ration, and the study was completed with 24 women. 

All the participants lived in their own houses in the 
city centre. The interviews were administered in their 
homes because more reliable data were considered to 
be elicited in a place where the participants felt more 
comfortable. The starting person of the study was the 
daughter of an opinion leader; she taught how to read 
Quran to Syrian women. She was a religious leader trusted 
by both women and their families, and they consulted 
her on various topics. As the research population had 
a conservative family structure and was vulnerable, 
purposeful sampling was utilized to choose this starting 
person to increase the reliability of the research and 
researchers. This communication network was utilized 
for the successive interviews. The participants were 
contacted before the interviews; they were introduced 
to the researcher and informed about the duration of the 
interviews and expectations about the environmental 
conditions during the interviews. The participants were 
visited on days and times determined by them. During the 
visits, the participants were given little gifts specific to 
the host country. The interviews were conducted using a 
semi-structured form and started after informed consent 
was received from the participants. All the interviews 
started with descriptive questions about demographics 
and perinatal care and continued with semi-structured 
questions. The in-depth interviews were conducted face-
to-face and continued by moving from semi-structured 
questions to exploratory questions. 

The first question asked during the interviews 
was: “Could you please share the pregnancy, birth, 
and postpartum experiences of Syrian immigrant 
mothers with us?” Other main questions were: “Did you 
experience any difficulties in accessing the maternal care 
you needed in the pregnancy period. If you experienced 
any difficulties, could you please tell us about them?”, 
“Did you experience any difficulties in accessing the 
care you needed during labour? If you experienced 
any difficulties, could you please tell us about them?”, 
“Did you experience any difficulties in accessing the 
maternal care you needed in the postpartum period? If 
you experienced any difficulties, could you please tell 
us about them?”, “Can you tell us about the process of 
transition to motherhood as a Syrian immigrant woman? 
How was living in a foreign country like?” 

Then there followed the sub-questions: “How did 
experiencing your pregnancy in a foreign country make 
you feel?”, “Could you please tell us about how it was 
like to experience labour in a foreign country?”, “Could 
you please describe the feelings of living an adaptation 
process in the postpartum period in a foreign country?”, 
“What are your suggestions about a better motherhood 
experience as an immigrant woman?”. The interviews 
took around 45–90 minutes. 
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One of the authors (HE), who took the assistant 
researcher role in this study, is a Syrian immigrant 
student who is proficient in Turkish and Arabic and is 
enrolled in 3rd year in the midwifery department. The use 
of the mother language is important while expressing 
emotions. All of the interviews were conducted in 
Arabic and HE did simultaneous interpreting during 
the interviews. Two authors (BAV and COK) did the 
recordings in Turkish. Crosschecks were done during the 
interviews. After each interview, the notes taken by the 
researchers were reviewed quickly, and any missing or 
inadequate parts were completed. 

Data analysis
Raw data obtained from the interviews were analysed 
manually using the procedures recommended by Giorgi. 
The analysis methodology includes 5 steps: transcribing 
and familiarizing (reading or listening several times); 
identifying meaning units; re-grouping meaning units 
in clusters; transforming the meaning units into descrip-
tive expressions; and synthesis and integration (24).

The recordings were transcribed on the same day after 
the interviews. Arabic interviews were compared with 
Turkish recordings. One week later, data were evaluated 
again to eliminate the probability of being affected by the 
emotional intensity of the interviews and to protect data 
objectivity and prevent data loss. In the first step of the 
analysis, all the transcriptions were read several times to 
gain an idea about the participants’ experiences. This step 
was performed without any analysis purposes in mind. 
In the next step, the transcriptions were read for a second 
time to determine the meaning units. The meaning units 
were formed by reading and rereading, counting words, 
and checking alternatives with the same meanings. 
The next step included the transformation of the data 
into smaller and more manageable meaning units, and 
important expressions regarding the phenomenon 
under investigation were defined. Main themes and 
sub-themes representing the experiences regarding the 
phenomenon were determined. All the converted themes 
were synthesized into a consistent and explanatory 
statement of all participants’ perinatal care experiences. 

Rigour of study 
The researchers followed some standards to increase the rigour 
and validity of the study. First, cross-checks were done during 
the interviews, and the transcriptions of the recordings were 
made by the researchers who conducted the interviews. Next, 
data analysis was performed by midwife academics who are 
experienced in both perinatal care and qualitative analysis 
(BAV, SGS; SGS was not present during the interviews, which 
enhanced verification in data analysis). Then the research team 
working on the thematic analysis (BAV, SGS) used inter-coder 
reliability, and thereby augmented the reliability of the data in 
reading, coding and analysis. Once the first codes were defined, 
they were combined and refined to determine the themes. The 
themes were then compared with each other, the findings were 
discussed, and the main themes were identified. 

Ethical considerations 
The institutional review board of the participating university 
(No: 89/14062019-83) provided ethical approval for this study. 
Study permission was obtained from the Directorate of Mi-
gration Policy and Projects (No: 62103649-000-E.46812). The in-
formed consent part of the study provided the participants with 
the volunteer and anonymous nature of the study that would 
allow withdrawal at any time they wanted. 

Results
Participants
Among the 24 participants, mean age was 21.41 [standard de-
viation (SD) 3.86] years. The average age at the first pregnan-
cy was 17.27 (SD 4.59) years, and the average number of preg-
nancies was 3.08 (SD 1.89). Nineteen participants had less than 
4 prenatal check-ups. The thematic analysis revealed 4 main 
themes that were considered to affect the quality and nature 
of the women’s prenatal care experiences: the language barri-
er, cultural incompatibility, inadequate information and de-
creased social support (Table 1). 

Language barrier
None of the participants was proficient in Turkish. Not 
using the same language or lack of interpreting support 
was a common problem mentioned. One participant, 

Table 1 Barriers to perinatal care access among immigrant pregnant women, Adana, Turkey, September–December 2019

Main theme Subthemes 
Language barrier Difficulties in accessing health care

Difficulties in using health care effectively
Difficulties in articulating health problems

Cultural incompatibility Differences in beliefs and attitudes with the host country
Disrespectful and negative attitudes of health care providers
Trying to adapt to a new culture as a woman
Feeling of insecurity

Inadequate information Inadequate, incomplete and limited perinatal care
Inadequate awareness
Inadequate compliance policies

Decreased social support Decreased social support
Support from family, relatives and friends
Feelings of loneliness, isolation, and longing
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who was in her third pregnancy, declared the dissatisfac-
tion caused by the language barrier as: 

“… I was coughing. My husband spoke a little Turkish. He 
was trying to explain that I was feeling nauseous and coughing. 
They were just telling me to get an appointment and get 
examined. They did not listen to us; I got examined. The doctor 
just told me to have some tests. Tests, tests … My husband was 
trying to explain. The doctor insisted that first, we needed to 
have the tests.” (Participant 1). 

Another participant stated her experience with 
the language barrier as: “… It was not like this when I was 
pregnant in Syria. The doctor would tell me everything during 
the ultrasound examination. We spoke the same language. Here 
as if everything is numbers ... checking blood tests, prescribing, 
and saying good, good …” (Participant 5). 

The participants who needed the presence or guidance 
of a person during labour were found to have difficulties. 
The women who were generally accepted to the delivery 
room alone combined the loneliness with the feeling of 
helplessness due to the language barrier. 

“I did not know what to do when my birth pain started. The 
midwife came and looked at me, wrapped something on my 
abdomen. Then she said a word in Arabic (pain). I thought she 
spoke Arabic and started to explain (laughing). Then she started 
to speak in Turkish. I learned that she knew only one word in 
Arabic. Now I am laughing, but at that moment I did not know 
what to do. I said ‘God, what am I going to do? They do not 
understand me, how will I get rid of this pain?’” (Participant 10). 

The language barrier was a problem in both pregnancy 
care and social life.

“We are surprised to hear someone speaking Arabic when 
we go outside. Turkish people are surprised to hear us speaking 
Arabic. You are trying to communicate with them, but it does not 
happen. I mean, it is difficult.” (Participant 11)

The number of interpreters is not adequate in the 
hospital. Therefore, interpreters are usually positioned in 
polyclinics, hospitalization procedures, and emergency 
services. An excerpt is as follows: 

“I expected the doctor to visit me after surgery. The doctor 
was a man while I was going to surgery, and the one who visited 
was a woman. We do not have an interpreter whenever we need 
it, so we bring someone else for help. Sometimes we ask someone 
to interpret on the phone, but not everyone accepts this...” 
(Participant 13) 

Cultural incompatibility 
The participants focused largely on their beliefs and the 
number of births associated with their cultural values. 
They stated that they received verbal or nonverbal re-
actions from social environments particularly on these 
issues. They sometimes experienced these disrespectful 
reactions while they were receiving care. 

“When I went to the hospital, I asked for a female doctor. 
Then I saw that there were so many people waiting there, so I 
asked the interpreter if it was possible to change her and find 
another doctor. He told this to the secretary. The secretary told 
something angrily; I guess she was saying what makes the 

difference if it is male or female. Then the interpreter said there 
was no other option. I had to wait for my turn. My husband does 
not let me see a male doctor.” (Participant 7). 

“While we are walking on the street, they look at our black 
chadors and say something … I do not understand what they 
are saying, but I know that they are talking about this. They 
sometimes shout and say ‘here is Turkey, not Syria’. But this is my 
belief, and this is what we are. There are also Turkish women like 
this. Are they doing the same thing to them? ... Mostly women are 
doing it. I feel very sad about it.” (Participant 22)

The participants stated that the number of children 
was part of their culture. Some participants thought that 
they received reactions about this and found it offensive. 

“They asked me how many children I had in the hospital, I 
showed 5 with my hand. They said ‘enough ... enough ...’ Why 
enough? Children are good. (Participant 17)

Another participant stated that people generally 
saw all Syrian people the same, but she said there are 
differences and they should not be considered the same. 

“They think that all Syrian people are the same and have 
children one after another. I am not like this. They think we 
all have many children. I do not get pregnant before 3 years.” 
(Participant 2).

Inadequate information
Most of the participants experienced difficulties in com-
municating with their relatives during the labour pro-
cess; they were not informed about the implementations 
during pregnancy; and most of the time they did not un-
derstand the things told to them. Follow-ups are impor-
tant even for women who have experienced pregnancy 
before. One participant told us: 

“In my 2 previous pregnancies in Syria, the doctor told me to 
use folic acid and I did. However, here they did not tell me such 
thing and I did not use it.” (Participant 8)

Health care providers had the necessary Arabic 
language information forms. Education level is low 
among Syrian women, and some of them cannot even 
read in their own language. One participant stated her 
ideas regarding this issue:

“A nurse came to our room after labour and checked if I 
was bleeding. Then she gave me a piece of paper with pictures 
and texts on it. I could not read the paper. Other women in the 
room were Turkish. She gave the same paper to them and then 
she started to explain. She was showing something; I watched. 
The nurse was turning and showing me as well. If you ask, she 
told so many things, but I only know the things she showed.” 
(Participant 4)

A participant who stated that she wanted to attend 
antenatal classes expressed her feelings: 

“While waiting for the test results, we were sitting opposite 
the antenatal course classroom in the hospital garden. We asked 
each other about what that place was. Then a person sitting next 
to us said that it was a classroom for an antenatal course. She 
told us that they were teaching things to decrease pain during 
labour. I had a lot of pain in my first birth. I also wanted to 
participate when I learned that it was free. But then I learned 
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that it was not given in Arabic. I wish I could have learned. I 
might have had less pain.” (Participant 2)

Decreased social support
The presence of social mechanisms is important for peo-
ple, who are social beings. Some excerpts regarding de-
creased social support are as follows:

“I was born in one house and lived there until I got 
married. My daughter will not have one house because we are 
moving every year. My daughter will not have a mother’s or 
grandmother’s house.” (Participant 6)

“When I first got pregnant, I was alone here. I was alone in 
Turkey as well; I did not have my family and relatives. I cried a 
lot and felt so sorry when I learned that I was pregnant. I wanted 
my family to receive the pregnancy news and become happy 
with me. No one knew that I was pregnant and no one saw 
that I had a daughter. Only one Turkish neighbour I had felt so 
happy. Yes, my neighbour felt happy with me. But she was not 
my aunt for example. I wish I had had my family with me then.” 
(Participant 24) 

“My midwife was very good. She never got angry with me. 
But another midwife got very angry with a woman next to me. 
When she left, I talked with her and we became friends. I told her 
not to shout and cry. She said these would not have happened 
if we were in Syria. I agreed, but I said we had no choice but to 
get used to this country. She then calmed down, she called me 
sister when she needed something. When we were in Syria, we 
had a birth at home and we had our mother or sisters with us.” 
(Participant 6)

Immigrant women, who have to deal with many 
difficulties due to forced migration, cannot meet 
these needs in the postpartum period adequately. One 
participant who missed her mother’s support explained 
her feelings: 

“Loneliness is so hard. I do not have my mother and family 
here. I wanted to be with my mother. I am so sad about it. This is 
my fourth child. If I had my mother with me, she would take care 
of other children as well. She would help me. I sometimes need 
help even with cooking. If I had my mother here, she would help 
me. My husband also helps, but it is not like my mother’s help.” 
(Participant 9)

Discussion 
The results show that Syrian immigrants have negative 
experiences with maternal care services, and there are 
barriers in accessing these services. Language barrier, 
cultural incompatibility, reduced social support and in-
sufficient information prevent immigrant women from 
receiving maternal care services at an optimum level. 
Research conducted so far suggests that maternal care 
services and access to services are still insufficient for 
refugee women forcefully displaced in humanitarian 
crisis situations. This insufficiency stands as a barrier 
to full enjoyment of maternity care for refugee wom-
en. Pregnancy is an important and special experience in 
a woman’s life. This process can sometimes be defined 
by complex emotions. The difficulties of being an immi-
grant could make it even more complicated. Although the 

host countries are different, the difficulties experienced 
by women in their motherhood are quite similar. Chu et 
al. defined immigrant women’s first labour experiences 
with “experiencing a crisis”, “depending on others”, and 
“looking for solutions” themes (19). These themes were 
reported to be associated with barriers such as inade-
quate perinatal care, language barriers, social isolation, 
lack of knowledge, and lifestyles that depend on others. 
The World Health Organization reported the factors 
affecting the health of mothers and neonates as the de-
velopment index of the mother in regard to gender, the 
health system of the country they come from, socioeco-
nomic level, education level, use of mother tongue, social 
network, duration of access to the care and interven-
tions in the host country, and strong integration policies 
(1,4,28–30). The results of our study are in line with the 
previous research. 

Communicating effectively and understanding 
maternal care systems are of great importance while 
seeking perinatal care. Consistent with previous 
research, our findings indicate inadequate access to 
interpreter services (18). For many immigrant women, 
the language barrier prevents accessing information 
about the services available to them (2–4,18,31–34). In 
addition, limited language skills decrease women’s self-
confidence in expressing their needs and preferences (32). 
The “fear, anxiety, and pain” experienced in the labour 
process is closely associated with stress. Notably, the fear 
experienced while having a very special experience is 
associated with the consequence of being an immigrant. 

The quality and nature of information in perinatal 
care services are important for all women. However, it 
is even more important for women who do not speak 
the local language or who do not fully understand the 
culture and health care system of the host country. The 
condition is even more serious if women come from 
a health system with no regular maternal services. 
Besides, Syrian women’s education level is generally low. 
The health system for immigrant women is generally 
designed for the middle-class and targeting the host 
majority (33). Therefore, individuals could tend to benefit 
from impractical, illegal, and cheaper health care options. 
Women sometimes evaluate the information and 
education processes like an opportunity to socialize. Orgel 
and Merve reported high participation and satisfaction 
rates in the antenatal classes designed for Syrian women 
(99.1%) (34). The researchers concluded that the interest 
was associated with the perception of seeing these 
courses as an opportunity to leave home, socialize with 
other women and communicate with medical experts in 
the host country.

Culture is an important element that shapes the 
values of a society. The cultural complexity experienced 
by communities that come with migration is a factor 
that makes life difficult. Studies conducted with Muslim 
immigrant women showed that women particularly 
emphasized the importance of continuous care and stated 
that they preferred midwives throughout pregnancy 
and female health professionals in the follow-ups after 
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labour (35). Sometimes their desire to choose the sex of 
doctors was responded to disrespectfully and they were 
marginalized. They were subjected to this discrimination 
not only in the institutions but also in social life. They 
were excluded sometimes due to their language or 
clothes. The most dramatic effects of immigration are 
experienced by women and children. The host country 
is a safe shelter for them. One of the participants stated 
her feelings as follows: “We were waiting at the border. The 
Syrian side was completely dark. The Turkish side had lights. I 
said, ‘God there is still a safe place in the world’”. Maintaining 
the definition of this safe area is highly important, 
particularly for women. 

Many studies have reported that immigrant women 
had difficulties in coping without their families and 
social networks and that they needed emotional support 
(13,18,20,32). Family support and social support help 
women to become more resilient when they encounter 
language and cultural problems in accessing maternal 
services (18). In the postpartum period, Syrian women 
receive strong support, particularly from their relatives. 
The participants indicated the lack of this support. Losing 
this support, traditions and cultural practices in relation 
to labour could make immigrant women more inclined to 
postpartum depression (36). 

This phenomenological study is a pioneer study 
investigating immigrant women’s perinatal care 
experiences, and being a field study is its strength. On 
the other hand, the study has some intertwined strengths 
and limitations. While the use of a qualitative method 
enabled the understanding of experiences regarding 
a certain phenomenon better due to the participants’ 
vulnerable history, the focus was on a limited population. 
Therefore, the results cannot be generalized. 

Another limitation is that the legal status of the 
sample was not identified, and the term “immigrant” was 
used to describe the participants. The Turkish Republic 
Directorate-General for Migration Management defines 
Syrian people’s status in Turkey as “asylum seekers”. 
Immigration status was not asked to the participants 

as it might have caused some drawbacks. Therefore, the 
immigrant status of the participants in this study might 
be different, and the study might not provide explicit 
information for the studies on immigrant people having 
specific status. However, one strength of the study is that 
it contributes to the limited literature on the perinatal 
care experiences of immigrant women living in Turkey. 

The last limitation is that the study represents the 
experiences of immigrant women living in the city 
centre, which may considered to be both a strength and 
a limitation of the study. In the camps, health services 
are provided regularly by Turkish and Syrian health 
personnel. In this situation, individuals are able to 
overcome various barriers in accessing health services. 
However, the economic or social insufficiencies of the 
sample living by their own means might have prevented 
access to health services. For this reason, the study 
includes bias consequential on the effects of the living 
conditions. 

Conclusion 
In conclusion, perinatal care is important to minimize 
adverse birth outcomes, especially in vulnerable groups, 
including pregnant immigrant women. Mutual trust 
between immigrant women and health care providers 
is important for providing quality care. The importance 
given to immigrant women, particularly by midwives, 
in perinatal care is an serious responsibility within the 
framework of cultural awareness. Immigrant health 
workers, as part of a strong integration system, should 
be employed not only in camps but also in health insti-
tutions in cities. Immigrant women’s knowledge about 
how to navigate the health care system could decrease 
negative perinatal outcomes. In this regard, the elimi-
nation of the language barrier is necessary for providing 
equal care. Language is the most important problem for 
immigrants. Innovative approaches are needed to solve 
this problem. Mobile applications that translate instantly 
can be used by both immigrant women and health care 
professionals.

Expériences des femmes syriennes immigrées en matière de soins périnatals : étude 
phénoménologique qualitative
Résumé
Contexte : Les issues défavorables de la grossesse chez les femmes immigrées et les nouveau-nés sont corrélées à 
la qualité des soins périnatals. Pour cette raison, il est nécessaire d'examiner les expériences des femmes immigrées 
en matière de soins périnatals pour que les systèmes de soins du pays d'accueil puissent apporter une réponse 
appropriée aux migrations.
Objectifs : La présente étude visait à évaluer les expériences des femmes immigrées en matière de soins périnatals.
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تجارب النساء السوريات المهاجرات فيما يخص الرعاية في الفترة المحيطة بالولادة: دراسة كيفية للظواهر
بورجو فورجك، شوله سروجو، جميلة كورأوغلو، هبه عزو

الخلاصة
الخلفية: ترتبط نتائج الولادة الضارة للنساء المهاجرات والأطفال حديثي الولادة بجودة الرعاية في الفترة المحيطة بالولادة. ولذا، فإن دراسة تجارب 
النحو  للهجرة على  أن تستجيب  المستضيف  البلد  الرعاية في  لنُظُم  أُريد  إذا  أمر ضروري  بالولادة  المحيطة  الفترة  الرعاية في  فيما يخص  المهاجرات 

المناسب.
الأهداف: هدفت هذه الدراسة إلى تقييم تجارب النساء المهاجرات فيما يخص الرعاية في الفترة المحيطة بالولادة.

ف على تجارب النساء المهاجرات بصورة متعمقة. وشارك  طُرق البحث: استخدمت الدراسة التصميم الكيفي لبحث الظواهر، الأمر الذي أتاح التعرُّ
في الدراسة 24 امرأة حملن خلال الأشهر الستة الماضية وكن يعشن في مدينة أضنة بتركيا في الفترة ما بين سبتمبر/ أيلول وديسمبر/ كانون الأول 

لت البيانات الكيفية باستخدام طريقة التحليل المواضيعي. 2019. وجُمعت البيانات باستخدام شكل شبه منظم من خلال طريقة كرة الثلج. وحُلِّ
)بانحراف  سنة   17.27 الأول  الحمل  عند  العمر  متوسط  وبلغ   .)3.86 معياري  )بانحراف  سنة   21.41 الُمشارِكات  عمر  متوسط  بلغ  النتائج: 
د التحليل المواضيعي أربعة مواضيع رئيسية تشير  معياري 4.59(. وخلصت الدراسة إلى أن المهاجرات يحصلن على خدمات أمومة غير كافية. وحدَّ
إلى وجود عقبات تحول دون كفاية الرعاية في الفترة المحيطة بالولادة. وتمثَّلت العقبات التي تحول دون الحصول على خدمات رعاية الأمهات فيما 

يلي: حاجز اللغة، وعدم التوافق الثقافي، وانخفاض الدعم الاجتماعي، وعدم كفاية المعلومات.
الاستنتاجات: أشارت النتائج التي توصلنا إليها إلى أن الرعاية في الفترة المحيطة بالولادة للنساء المهاجرات غير كافية وأن تجاربهن سلبية بوجه عام. 
وعلى الرغم من أن العقبات تبدو منفصلة، فإنها متشابكة في الواقع، حيث يبدو حاجز اللغة هو العقبة الرئيسية. وهناك حاجة إلى طرق مبتكرة لحل 

هذه المشكلة. ويمكن لكلٍ من المهاجرات ومهنيي الرعاية الصحية استخدام تطبيقات الأجهزة المحمولة التي تقدم خدمة الترجمة الفورية.

Méthodes : Le modèle phénoménologique qualitatif utilisé pour l'étude a permis d'explorer de façon approfondie les 
expériences des femmes immigrées. Les participantes se composaient de 24 femmes ayant été enceintes au cours des 
six mois précédant l'étude et ayant vécu à Adana (Turquie) entre septembre et décembre 2019. Les données ont été 
collectées à l'aide d'un formulaire semi-structuré selon la méthode boule de neige. Les données qualitatives ont été 
analysées selon la méthode d'analyse thématique.
Résultats : L'âge moyen (écart type) des participantes était de 21,41 (3,86) ans. L'âge moyen (écart type) lors de la 
première grossesse était de 17,27 (4,59) ans. Il a été établi que les femmes immigrées ne bénéficiaient pas de services 
de maternité suffisants. Lors de l'analyse thématique, quatre thèmes principaux indiquant les obstacles à des soins 
périnatals suffisants ont été identifiés. Les obstacles aux services de soins maternels étaient les suivants : barrière 
linguistique, incompatibilité culturelle, diminution du soutien social et information inadéquate.
Conclusion : Les résultats indiquent que les femmes immigrées ont bénéficié de soins périnatals insuffisants et 
que leurs expériences étaient généralement négatives. Bien que les obstacles paraissent indépendants, ils sont en 
réalité étroitement liés. Le principal d'entre eux semble être la barrière de la langue. Des approches innovantes sont 
nécessaires pour résoudre ce problème. Les applications mobiles proposant des traductions instantanées peuvent 
ainsi être utilisées à la fois par les femmes immigrées et les professionnels de soins de santé.
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