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Aim: The purpose of this qualitative study was to understand Syrian refugee women’s perceptions and experiences
of access to formal health services and informal supports during the postpartum period in Nova Scotia, Canada
Syrian and to identify valued and missing services and supports in the community.
x‘:‘:;‘:al Background: The postnatal period is a critical time when mothers may need access to health services (e.g.,
Healtheare family physicians, psychologists) and informal supports (e.g., friends, family) to support their positive mental
Social Support and physical health after birth. Resettled refugee women commonly encounter barriers when accessing care
during the postnatal period and often have limited social supports.
Methods: Semi-structured, telephone or virtual interviews were conducted with 11 resettled Syrian refugee
women who gave birth in Nova Scotia, Canada within the past five years. Data were collected in the summer of
2020. This study was conducted using elements of constructivist grounded theory.
Findings: Four key themes were identified from women’s experiences: (i) postpartum social support was critical,
but often lacking, (ii) structural barriers (e.g., irregular interpreter services, limited childcare options) impeded
women’s access to healthcare, (iii) paternalistic healthcare providers limited women’s decision-making autonomy,
and (iv) the value and need for culturally competent, integrated care (e.g., newcomer specific healthcare centres),
in-home services, and family support.
Conclusion: Resettled Syrian refugee women in Nova Scotia, Canada experience a range of barriers that limits
their access to postnatal healthcare. Policy change, program development, and/or interventions are needed to
improve access to postnatal services and supports for resettled Syrian women in Canada.

Introduction

The world is currently in the midst of the largest global refugee crisis
ever recorded, with people being forcibly displaced at an exponential
rate (UNHCR, 2020). A refugee refers to someone who has fled their
home country due to persecution, conflict, or violence (United Nations
General Assembly, 1951). One of the major crises that has contributed
to this rise in statelessness has been the onset of the Syrian civil con-
flict, which began in early 2011 (UNHCR. Syria emergency. 2018). Syria
has been the main country of origin for refugees globally since 2014
(UNHCR, 2020). To respond to the humanitarian crisis, the Canadian
government announced the resettlement of 25,000 Syrian refugees in
2015 (Government of Canada, 2020). After which an additional 20,000
Syrian refugees have arrived in Canada (Government of, 2019).

The Canadian government prioritized the resettlement of young
Syrian families, women, and children (Statistics Canada 2019). Most
resettled Syrian refugee women in Canada are of reproductive
age, and many are pregnant, postnatal, or have a young family
and are in need of accessible reproductive healthcare (Ross, 2017,
IRCC, 2021). During the postnatal period, mothers need access
to health services and informal supports to help with a variety
of psychosocial and physical health concerns (Brown and Lum-
ley, 1998, Higginbottom et al., 2014). Yet access to postnatal health-
care and informal support remains a challenge for resettled refugee
women in Canada (Khanlou et al., 2017, O’Mahony et al., 2012,
Higginbottom et al., 2016). The postnatal period is a critical time when
all mothers need access to maternal healthcare and informal supports
(Aston et al., 2014,Thompson et al., 2002).

* Ethical approval was obtained by Dalhousie University’s Research Ethics Board (REB#2019-5016).
* Corresponding author at: Dalhousie University, Stairs House, 6230 South St., Halifax, Nova Scotia, Canada B3H 1T8

E-mail address: emmacameron@dal.ca (E. Stirling Cameron).

https://doi.org/10.1016/j.midw.2021.103171

Received 22 April 2021; Received in revised form 18 September 2021; Accepted 15 October 2021

0266-6138/© 2021 Elsevier Ltd. All rights reserved.


https://doi.org/10.1016/j.midw.2021.103171
http://www.ScienceDirect.com
http://www.elsevier.com/locate/midw
http://crossmark.crossref.org/dialog/?doi=10.1016/j.midw.2021.103171&domain=pdf
mailto:emmacameron@dal.ca
https://doi.org/10.1016/j.midw.2021.103171

E. Stirling Cameron, M. Aston, H. Ramos et al.

Nearly 95% of all women report experiencing one or more mater-
nal health concerns within the first six months of childbirth, includ-
ing mastitis, caesarian site pain, postpartum depression, and social iso-
lation (Brown and Lumley, 1998). Untreated health problems are di-
rectly related to a decrease in women’s emotional wellbeing and func-
tional abilities, including an inability to care for their infant or return
to work (Webb et al., 2008). Timely and effective postpartum health-
care provided by formal healthcare professionals (e.g., family physi-
cians, midwives, psychologists) can prevent or improve short- and long-
term consequences of health morbidities (Haran et al., 2014). In addi-
tion to the availability of formal health services, informal supports pro-
vided by partners, family, friends, or community contribute to maternal
self-efficacy and boosts emotional wellbeing in mothers (WHO, 2005,
Xie et al., 2009, Leahy-Warren et al., 2012)

Resettled refugee women report experiencing a myriad of barri-
ers when attempting to access healthcare services after birth, often
as a result of the complex reality resettled refugee women experi-
ence (Khanlou et al.,, 2017, Peldez et al., 2017, Heslehurst et al.,
2018). Language and cultural differences between women and care
providers, unavailability of interpreters, and limited access to child-
care and transportation can contribute to missed or delayed appoint-
ments (Khanlou et al., 2017, Heslehurst et al., 2018, Riggs et al., 2012).
Moreover, experiences of discrimination and culturally insensitive care
can negatively influence women’s trust and future engagement with the
healthcare system (Khanlou et al., 2017, Heslehurst et al., 2018). Many
refugee women have reduced social networks upon arriving in their re-
settlement country, resulting in lower levels of available informal sup-
ports during the postnatal period (Higginbottom et al., 2016).

Disrupted access to healthcare and limited supports during the post-
partum period contribute to health inequities among resettled refugee
women, when compared to Canadian-born women. Resettled refugee
women are more likely to have a poorer postpartum health status
(Ganann et al., 2012) and a greater number of unmet physical and men-
tal health concerns compared to Canadian-born women (Gagnon et al.,
2013). Resettled refugee women with social networks containing fewer
women, relatives, and people from their own ethnic background are
more likely to experience high rates of depressive symptoms and post-
partum depression (Zelkowitz et al., 2004). The accessibility of formal
healthcare services and the availability of informal supports is crucial
for supporting refugee mothers during the postnatal period. Impaired
access to postpartum healthcare for resettled refugee women is an is-
sue of reproductive justice—a fundamental human right that demands
equitable access to reproductive care, regardless of one’s immigration
status, or ethnicity.

The purpose of this study was to understand the lived experiences
of access to postnatal services and supports among refugee women who
have resettled in Nova Scotia, Canada. This study had two objectives.
First, to identify women’s experiences of barriers and/or facilitators to
formal maternal healthcare services and informal supports during the
postnatal period. Second, to outline what existing formal services and
informal supports are perceived to be most valuable by resettled Syrian
refugee women and what, if any, services or supports are needed. This
study is one of few to bring forward the first-person perspectives of re-
settled Syrian refugee women in the context of the Canadian healthcare
system (Ahmed et al., 2017, Guruge et al., 2018, Winn et al., 2018)

Methods
Methodology

This qualitative research study was conducted using elements of
constructivist grounded theory. The practices of grounded theory (GT),
first developed by Glaser and Strauss (1967), are designed to aid the
researcher in developing a set of concepts that explain a social phe-
nomenon under study (Corbin and Strauss, 1990). GT is an approach
often taken to better contextualize an understudied phenomenon or ex-
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perience (Wuest, 2012) whereby researchers scrutinize their own pre-
conceptions and constructions as part of the analysis (Charmaz, 2014).
The purpose of utilizing grounded theory for this research was not
to develop a theory, but to use techniques of GT (e.g., thick and
rich description, line-by-line coding, constant comparisons) to anal-
yse participants’ experiences accessing postnatal services and sup-
ports and develop a comprehensive understanding of the phenomenon
(Corbin and Strauss, 2015).

Recruitment and procedure

Women were recruited through community centres, health clinics,
and private sponsorship organizations within one urban area. Arabic
and English versions of recruitment posters were distributed through
the groups’ social media, websites, email networks, and/or social me-
dia platforms. A designated research assistant who was fluent in Arabic
was hired to assist with recruitment and interpretation. All recruitment
and data collection materials were drafted and reviewed by two sepa-
rate English- and Arabic-speaking research assistants to ensure an accu-
rate translation. Interested participants contacted by a bilingual research
assistant who confirmed eligibility. Participants selected whether they
wanted to complete a telephone interview or a video call (Microsoft
Teams), and then scheduled a time for the call. Women were eligible
to take part in the study if they had a child within the last five years
and were at least six-months postpartum. Women were emailed a copy
of the consent form in advance of the interview in both Arabic and En-
glish. A recruitment goal of 10-15 women was set in line with recom-
mendations suggested by Wuest et al. 2012 for a grounded theory study
(Wuest, 2012). Before beginning the interview, the interpreter reviewed
the consent form and verbal consent was recorded. This was done in
lieu of signed consent to alleviate the burden on participants to print,
sign, and scan, or electronically sign and email a consent form. Partic-
ipants were then asked a series of demographic questions (e.g., marital
status, number of children, years spent in Canada) before conducting
the interview. The interview guide was comprised of a series of open-
ended questions, that were guided by the literature and suggestions from
community stakeholders (e.g., Did you use any health or wellness ser-
vices (e.g., family doctor, counsellor, doula) the first year after giving
birth? Did you have any friends or family to support you after birth?
If yes, who? How did they support you?). Eleven women completed in-
dividual, audio-recorded interviews during the months of August and
September 2020. Seven of the eleven women had given birth to a child
before and during the COVID-19 pandemic. Only the pre-COVID expe-
riences are reported here. The experiences of women who had a child
or were postnatal during COVID-19 will be reported in a separate paper
(Stirling Cameron et al., 2021).

Analysis

Audio-recordings were transcribed verbatim and translated into En-
glish by the same interpreter who was present for all interviews. The
translated interviews were read a number of times to familiarize the re-
searchers with its content. Line-by-line coding was completed wherein
each concept was given a key idea. Key ideas were organized into pre-
liminary categories. Constant comparative analysis was used to iden-
tify similarities and differences between and within categories, after
which related subcategories were collapsed into themes and subthemes
(e.g., theme: structural barriers, subthemes: childcare, transportation,
language and communication). Collaborative team meetings were held
throughout the coding process to support the first author through anal-
ysis. The research assistant who interpreted and transcribed all inter-
views reviewed final themes and associated quotes to ensure the results
were grounded in the original data and reflected the experiences of the
participants. Coding was completed using QSR International’s NVivo 12
software (Statistics Canada 2021).
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Table 1
Participant Demographics.
Selected socio-demographic characteristics N=11
Marital status
Married 11 (100)
SES
We do not have enough money for basic necessities 0 (0)
We have enough money for basic necessities, but no extras 10 (90.9)
We have enough money to buy extra things beyond necessities, at 0
least sometimes
Prefer not to answer 1(9.1)
Number of children
1-2 1(9.1)
3-4 3(27.3)
5-6 4 (36.4)
7-8 3(27.3)
Sponsorship type
Government assisted 9 (81.8)
Private sponsorship 2(18.2)
Length of time in Canada in years
2 years 1(9.1)
3 years 1(9.1)
4 years 9 (81.8)
Results

Select details of participants’ socio-demographics are included in
Table 1. All eleven participants were married, spoke Arabic as their pre-
ferred language, and originated from Syria. Women had between two
and eight children (M = 4.91, SD=1.87) and arrived between 2016 and
2018. Nine arrived through the government-assisted resettlement pro-
gram, and two were privately sponsored. Four main themes emerged
from the data: the importance of social support; impact of structural
barriers on access to and quality of care; presence of provider paternal-
ism; and valued and missing services. It is important to note that women
in this study included labour and delivery as part of their discussion of
the postnatal period, and therefore presentation of data includes such
discussion.

The importance of social support

Familial separation and the availability of informal support. Ev-
ery participant described feelings of homesickness and isolation, espe-
cially within the first few years of arriving in Canada. All women had
been separated from members of their extended family through the pro-
cess of international resettlement. Their absence was felt strongly dur-
ing the postpartum period. One participant noted, “It was hard for me
to give birth when I had none of my family around me... I haven’t seen
my family in 10 years.” (Participant 1). Women described the ways in
which their family (mothers, sisters) had supported them through previ-
ous births, by preparing meals, taking care of other children, cleaning,
offering advice, and providing infant care: “In Syria it was better than
here because I had my family, my mom to support and help me.” (Partic-
ipant 8). Women spoke at length about how valuable informal support
from their family was and how difficult it was to care for their baby
without them, “I am lonely, my family is not with me. I was in a lot of
pain and I had no one to help me when the baby was crying.” (Partici-
pant 2).

Though all women in this study had been separated from members
of their family, several participants were able to find similar forms of
support from other women who had also resettled in Nova Scotia. Par-
ticipants spoke of friends and neighbours of a similar ethnic, cultural,
or religious background who were described like a chosen family. These
friends were able to provide similar types of informal support that had
previously been provided by family, “They were cooking for us, they
brought us food. One of my neighbours was helping me clean the home.
They helped me with my baby boy as well. They would bathe him, dress
him, they were really supportive and helpful.” (Participant 4). Not all
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women, however, had supportive friends available. Many women did
not have any local connections and reported feeling particularly isolated
and alienated. For these participants their only support person was their
husband, “Here I have no one. My husband and I have no relatives or
family here with us... We have no friends.” (Participant 9). Even when
friends were available to provide informal support, most women felt un-
comfortable asking for help, recognizing that these friends had to care
for their own families. As one woman said, “They are not always avail-
able as they have their own families and kids to take care of... I am very
considerate and understand how busy they are.” (Participant 1). Partic-
ipants clearly articulated that the comfort and ease they felt with family
was irreplaceable, even by close friends.

The impacts of isolation on women’s mental and physical
health. Women linked the separation from their extended family and
low levels of informal support to particular mental and physical health
challenges after birth. Many participants described how difficult it was
to cope with postpartum blues/depression, in addition to the emotional
stress caused by resettlement and separation from their family: “It was
the first year I had ever been away from my family. I was depressed.”
(Participant 3). Others described feeling “highly stressed,” “lonely,”
“isolated,” and “exhausted.” Women cited mothers and sisters as key
confidants and sources of emotional support and strength and missed
being able to visit with them in-person. Some women were able to con-
nect with their family virtually though video or telephone calls or instant
messaging, but family members’ access to technology and electricity was
often limited. One participant noted, “The internet is very bad in Syria.
They only have electricity for two hours a day. That is why it is almost
impossible to talk to my sister.” (Participant 5). Several women had seen
mental health professionals in Canada but did not finish treatment or felt
that it was “pointless.” One woman saw a mental health professional for
seven months before stopping; “I am isolated and homesick and the cir-
cumstances we are going through, no one would help or change them. I
am so far away from my family. How could they [health professionals]
help with that?” (Participant #).

For several women, a lack of social support had an impact on their
physical functioning after birth. One participant described an inabil-
ity to prepare food which resulted in a decrease in milk production: “I
found it very hard to prepare food. When I bought any meals, my milk
would become scarce, it was really hard on me.” (Participant 2). Several
women who had given birth previously and had support felt that their
recovery was delayed and impaired because they had to cook, care for
their other children, etc. Two participants felt their caesarean site healed
more slowly: “In Syria, I swear, after the fourth or fifth day after the ce-
sarian [ was able to get around. Here it took me two months and I was in
a lot of pain.” (Participant 2). Participant nine had a similar experience:
“With my other kids, I would be fully functioning only one week after
birth, but with this last baby it took me a month and I could still barely
cook a small meal of rice.” (Participant 9).

Access and quality of healthcare influenced by structural barriers

Language and communication differences. Barriers to healthcare
as a result of language and communication differences were mentioned
by every participant in this study. All participants spoke Arabic as their
first language and were largely reliant on interpreter services for at least
their first several years in Canada. One participant explained, “When we
arrived in Canada, we could not speak any English except for hello and
hi, yes and no. We started from zero here.” (Participant 5). There were
often delays to getting interpreter services: “I went to the emergency
room and had to wait for six hours just to get an interpreter.” (Partic-
ipant 9). This same participant called 811 for medical advice and was
told, “they would get back to me in three or four hours with an inter-
preter.” Participants also spoke about feeling “shy” or “uncomfortable”
sharing their medical history through an interpreter, especially if they
were male.



E. Stirling Cameron, M. Aston, H. Ramos et al.

Interpretation was commonly provided in-person, but in some situ-
ations, was provided over the phone. Some women noted that although
telephone interpretation was better than not having any service, in-
person translation was preferable: “When the interpreter is there with
me, she sees me, my facial expressions, if she feels that I am not doing
well she notices and asks what is going on, but with the interpreter over
the phone, they can’t see me, they can’t notice if I am distressed or tired.”
(Participant 5). Where interpreters were not provided, women relied on
husbands, friends, or their own children to translate. Some women did
not have access to any kind of interpreter and described these interac-
tions as “traumatizing,” “very hard” and “frightening.” One participant
was forced to labour and deliver without an interpreter, and in the end,
did not receive any pain management as a result of the language bar-
rier: “I desperately tried to tell them that I wanted an epidural. I tried to
explain to the doctor and doula by pointing to my back, but they could
not understand. They thought I wanted them to massage my back. I suf-
fered a lot. I was in labour for eight hours... I just cried.” (Participant 7).
Women also reported finding it challenging to understand referrals and
treatment instructions, prescription drug information, and had trouble
booking and scheduling medical appointments over the phone.

Challenges obtaining childcare. Women described having difficul-
ties finding affordable, trustworthy childcare in the absence of family.
“Here I have no one, no family, no parents who would help me take care
of my kids.” (Participant 11). Some women reported missing healthcare
appointments because they did not have access to childcare. One par-
ticipant declined visiting a psychiatrist, because of limited childcare: “I
seriously considered it, but my kids were little, and I had no one to take
care of them.” (Participant 5). Similarly, other participants said they
felt reluctant to visit the emergency room because of lengthy wait times
and no childcare. Several participants were forced to bring their chil-
dren with them to the hospital while they laboured and delivered. One
of these participants paid $200 for a private room in the hospital where
her children could sleep while she gave birth. Participant 7 described
how distressing it was to have her children present during delivery: “It
was so hard on me because I didn’t know where I would leave my kids,
so I took them with me to the hospital. The hospital remembers my case
still. That is why I was so upset, because my kids had to be with me in
the birth room. It was a tough time.” Several participants used volunteer
doulas to accompany them to their delivery so their husbands could stay
home with their other children; though grateful for this service, many
participants said they would have preferred their husbands with them
and their children safe in childcare.

Transportation challenges and lack of proximity to services.
High proportions of newcomer families are dependent on income as-
sistance for the first few years of resettlement (IRCC, 2019). Partici-
pants described limited income support to buy a vehicle, meaning some
women were reliant on public transport to access health services. Most
participants also lived outside the city centre and had to take three-to-
four different buses to get to health clinics and hospitals. Dependence
on public transportation was linked to delayed or missed medical ap-
pointments: “When we first arrived in Canada, we suffered a lot using
buses. That’s why we missed many doctors’ appointments.” (Participant
1). Snowy roads and winter conditions exacerbated these challenges. In
cases where families had a car, many women did not have a licence and
were dependent on their husbands to drive them to appointments.

Provider paternalism and women’s decision-making autonomy

Multiple participants described negative interactions with their
healthcare providers where they felt as if their decision-making auton-
omy was limited and the choices concerning their care were not rec-
ognized. These interactions often meant women felt disrespected, frus-
trated, and caused feelings of mistrust with providers. Participant nine
described an encounter with her family physician where her appoint-
ment with a psychiatrist was cancelled without her consent:
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“In a meeting with my family doctor, she said that I was fine and
there was no need for me to see a [mental health professional]. She
said I knew how to care for my baby and there is no need to see
someone. [Doctor] cancelled my appointment... I was very upset and
disappointed because she didn’t know what I went through and how
I felt. She wronged me, I needed her to listen to me... I really needed
to see a mental health professional so they could help me.”

An interpreter was present for this appointment. At the time of the
interview this participant was still struggling with feelings of depression
and had not seen a psychologist, fearing her family physician would
again deny her a referral.

In a similar experience, participant seven felt as though her decision-
making autonomy concerning infant feeding was disregarded. This par-
ticipant had chosen not to breastfeed after having encountered signif-
icant problems breastfeeding with her previous babies. She requested
formula and was told “breast is best,” and that she must at least try to
breastfeed.

“I told them my babies refuse to breastfeed from me... So they sent
me a nurse to help me with breastfeeding. She tried and tried but
it didn’t work. They contacted the doula and sent her to me to help
me to breastfeed... She brought a pumping machine. This machine
caused inflammation in my breasts... I suffered a lot. I told them he
won’t want to breastfeed, but they insisted on trying to get him to
breastfeed. I had 4 babies before, and I know how my babies refuse
to breastfeed.”

It wasn’t until she was told to “go to the hospital... because of seri-
ous inflammation” that her choice to use formula was supported by her
healthcare providers. This participant felt extremely frustrated, feeling
like her expertise as a mother of five was not recognised.

Participant two described a visit with her obstetrician, who criticized
and questioned her family planning decisions after giving birth, ques-
tioning the practices of her religion: “[Doctor] offered me to go through
[tubal ligation] so I won’t have more babies. Of course, I refused but
he insisted on asking why I'm refusing... I told him I'm Muslim and my
religion forbids this, and it is not acceptable to me. He kept asking ques-
tions and said if it is forbidden why is it okay to use contraceptives? He
has no right to interfere with my personal life and the number of kids I
would like to have... The way he treated me wasn’t good.” Similarly to
the other participants, this woman was felt chastised, and unsupported
by her care provider.

Valued and missing services and supports

Valued services and supports. The majority of the participants in
this study used a refugee-specific health clinic for the first few years
after arriving in Canada Kohler et al., 2018. Given the current family
physician shortage in Nova Scotia, (Health, January 2021) this was a
critical service that helped bridge the gap while women waited to locate
and transition to a long-term primary care provider in the community.
Women reported that the clinic almost always provided interpreter ser-
vices, and the care provided was culturally appropriate/sensitive. Par-
ticipant three described her family physician at the clinic, “Honestly I
wish I could stay with this doctor at the refugee clinic because she is
excellent. [Doctor] is really famous and is an amazing doctor.”

Doulas were also a critical support service for a number of partici-
pants. Many women were referred to a local volunteer doula program
which assigns doulas to patients before delivery, at no cost. Doulas of-
ten met women in their homes before their due dates to build trust and
rapport and offer support (e.g., health system navigation, emotional sup-
port). By providing interpretation services and home visits, the program
by-passed structural barriers, such as finding transportation and child-
care, and language differences. Often, the same doula continued to ac-
company women to their delivery and checked in after the birth. “I met
the doula one month before I delivered... She didn’t leave me when I
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delivered my daughter. She stayed with me in the hospital. I was happy
to have the doula because for me, I do have many friends, but I had
no one to accompany me to the hospital.” (Participant 5). Some women
suggested it would be helpful for “the doula to come more frequently”
(Participant 9) after birth, to provide informal support.

Several participants in this study arrived through Canada’s private
sponsorship program and found its approach beneficial. Private sponsor-
ship organizations support resettled families for 12 months, providing
financial, educational, and social supports (Refugee Sponsorship Train-
ing Program, 2021). As most private sponsorship groups are small, vol-
unteer organizations, they are able to provide tailored, individualized
care to families. Participants in this study who had arrived under this
program stated that members of their sponsorship organizations helped
fill part of the void caused by separation from family. Private organi-
zations often provided a high level of informal support: cooking meals,
providing childcare and transportation, and donating baby clothes and
furniture: “They shopped for me, delivered groceries to our home. They
booked appointments with doctors for me. They helped me with ev-
erything. I can’t do things without them... They are my family here.”
(Participant 3)

Missing services and supports. Many participants were satisfied
with healthcare services in Nova Scotia, and were grateful for the care
available, particularly in contrast to their previous birthing experiences
in Syria. Participant five said, “I gave birth to my second and third
child during the war. My experience in Syria was hard beyond descrip-
tion... Medically, we had nothing there, no medications and no services.
I couldn’t feel the joy and the calmness that mothers feel after they de-
livered. The first thing we thought about was is how to get milk and
diapers. But here, I didn’t need to worry.” None of the participants in-
dicated that there were any services missing during their postpartum
period. However, every participant stated that they were missing the
support provided by their extended family. Participant seven said, “I
wish I had someone from my family, my sister or any relative of mine.
If something bad happens to me, I know that my kids would be safe
with my brother or sister. We are happy here, but we are missing our
families. Everyone here needs family.”

Discussion

The purpose of this study was to understand Syrian women’s per-
spectives around access to formal health services and informal supports
during the postpartum period in Nova Scotia, Canada. The social chal-
lenges commonly experienced by resettled refugees—separation from
family, socioeconomic barriers, limited English language proficiency,
and cultural dissonances—negatively impacted Syrian refugee women’s
access to healthcare and support during the postpartum period; an al-
ready demanding time for new mothers. Women in our study had var-
ied postpartum experiences but many described limited social support
during this time, irregular language interpreting, limited access to child-
care and transportation, and issues concerning medical autonomy, all of
which contributed to inequitable access to reproductive care.

Informal social support is a critical component of a positive postpar-
tum period for mothers of all backgrounds (Xie et al., 2009, Hung and
Chung, 2001, Negron et al., 2013). Most participants in this study de-
scribed the ways in which their extended family, especially mothers and
sisters, had previously supported them, allowing women to heal and re-
cuperate after birth. This support was absent for all participants when
in Canada, which contributed to feelings of loss and isolation. Similar
sentiments have been reported by other postnatal refugee and immi-
grant women in Canada (Higginbottom et al., 2014, Higginbottom et al.,
2016, Ahmed et al., 2017, O’'Mahony et al., 2012). Some participants
in our study were able to mitigate some of these feelings through lo-
cal support networks (e.g., private sponsorship organizations) and their
nuclear family (Stewart et al., 2017). Some women in this study felt
as though a lack of in-person familial support contributed to worsened
mental health and slower recovery times. Other research has found that
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limited support can result in delayed or irregular access to healthcare,
(Higginbottom et al., 2016) increased stress and decreased emotional
wellbeing (Quintanilha et al., 2016). Resettled Syrian women in this
study confirmed the importance of informal support, but cited its lim-
ited availability as a critical gap.

Language and communication challenges were significant drivers
for negative healthcare experiences. Effective communication during
labour and delivery is essential, and for many resettled refugee women,
may only be achievable through an interpreter or interpreter services
(Henry et al., 2020, Origlia Ikhilor et al., 2019). Failure to provide
interpretation during labour and delivery led, for one woman in our
study, to inadequate pain management, anxiety, and birthing-related
trauma. Previous studies have highlighted similar traumatic experi-
ences among perinatal women in resettlement countries (Henry et al.,
2020, Origlia Ikhilor et al., 2019). Inadequate interpretation services
contributes to high rates of miscommunication and undermines the
fundamental concept of informed consent and patient-centred care
(Henry et al., 2020, Origlia Ikhilor et al., 2019). Henry et al., 2020
posits that the healthcare system’s failure to freely and consistently pro-
vide interpretation services should be seen as a form of institutional
discrimination and should ultimately be viewed as structural violence.
This systemic failure leaves newcomer women and their infants vulner-
able to being misunderstood, improperly diagnosed, and their health
mismanaged.

Structural barriers have been widely cited as drivers of health
inequity for resettled refugee women (Higginbottom et al., 2016,
Gagnon et al., 2013, Gagnon et al., 2010). Our study and other stud-
ies demonstrate how access to healthcare remains largely an individual
responsibility shaped by availability of social and financial capital; the
onus remains largely on the individual to obtain not the healthcare sys-
tem. As a high proportion of resettled refugees are dependent on income
assistance—upwards of 93% of Syrian refugees depend on income assis-
tance for their first year in Canada— and have reduced social networks
after arrival, (IRCC, 2019) this population is vulnerable to inequitable
reproductive care during the postnatal period (Higginbottom et al.,
2014, Henry et al., 2020)

Obstetrics and reproductive healthcare have a long history of
paternalism which has particularly impacted women of colour
(Roberts, 1997). Women in this study described encounters within
the healthcare system in which decisions were made about their care
with which they did not agree, or where their medical autonomy was
not recognized. Not only are refugee women at risk of encountering
racial, religious, and gender-based discrimination, they may also ex-
perience prejudice related to their immigration status from healthcare
providers. Providers may lack cultural competency, possess implicit or
explicit biases, or perpetuate harmful stereotypes. Despite the presence
of language barriers, providers must work to overcome their prejudices
(whether they are cognisant of them or not) and support women to
make their own informed choices. Few studies have examined repro-
ductive liberty and healthcare decision-making among refugee women;
future work is needed to better understand this important intersection
(Ross, 2017).

Women in our study reported feeling that their postpartum care was
supported by a local newcomer health clinic—a primary healthcare fa-
cility specifically constructed to care for former refugees. Newcomer or
refugee-specific healthcare centres or clinics are often designed holisti-
cally to meet the unique needs of former refugees, sometimes offering in-
terpretation services, childcare, transportation, social supports, and cul-
turally competent providers (Chan et al., 2018). Similarly, the holistic
care and informal support provided by doulas were viewed positively.
This freely available service was accessible for a number of women,
as doulas were often accompanied by interpreters and could travel to
women’s homes, thus alleviating the need for women to obtain trans-
portation and childcare. Several participants were also able to substi-
tute missing family with networks of friends and private sponsorship
groups. Though friends were not able to replace biological family, they
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offered informal support in similar ways, by cooking, offering emotional
support and advice, and providing childcare.

Implications

Our study, in conjunction with previous research, demonstrates a
need for policy change that increases and improves resettled refugee
women’s access to quality reproductive healthcare during the postpar-
tum period. In some instances, informal supports are lacking for reset-
tled women, which can be particularity impactful during the postna-
tal period. Future interventions and program development should tar-
get this area. This could be achieved by bolstering in-home supports
(e.g., doulas, especially Arabic-speaking women), (LaMancuso et al.,
2016) patient navigation programming, (Yee et al., 2017) and mother
and baby community groups (Aching and Granato, 2018, Guest and
Keatinge, 2009). It is evident that interpreters serve an essential role;
failure to have them readily available during obstetrical procedures
can result in traumatic and potentially dangerous birthing experiences
(Henry et al., 2020). Institutions must consider policy change to en-
sure interpreters or interpreter services are readily available in order to
ensure equitable service delivery. This language barrier could be more
holistically mitigated by training and hiring culturally and linguistically
diverse healthcare providers to more appropriately represent the patient
population of Canada. Finally, healthcare providers and students must
participate in accessible, anti-racist, cultural competency training that
promotes patient-centredness and shared decision-making to improve
the quality of care resettled refugee women experience (Stapleton et al.,
2013).

Limitations

Several limitations of our study should be noted. First, recruitment
for this research project was largely achieved through community and
healthcare organizations. It is possible that women not connected with
any of our recruitment groups/organizations were not interviewed. By
advertising the study recruitment on social media (independent of orga-
nizations), the team hoped to reach individuals not formally connected
to any recruitment groups. All analyses were conducted based on English
translations of the interviews. It is possible that particular sentiments
or experiences could not be accurately maintained through the transla-
tion. However, the translator worked closely with the first author to re-
view parts of the interviews where the Arabic to English translation was
not straight-forward. As data were collected during the COVID-19 pan-
demic, all interviews had to be completed virtually for the safety of the
research team and the participants. It is possible that some women did
not engage in the study because they did not have access to a telephone
or computer or did not have a private space to complete the interview.

Conclusion

Reproductive justice is rooted in the belief that systemic inequities
shape people’s decision-making related to childbearing and parenting,
particularly vulnerable women (Ross and Solinger, 2017). This study
has laid bare the inequities that resettled refugee women experience
while attempting to access postnatal healthcare in Canada—a critical
reproductive justice issue. Women encountered a variety of structural
barriers, such as irregular access to interpreter services, geographical
and transportation challenges, and lack of childcare, all of which neg-
atively impacted their medical care. Social support was seen to be ex-
tremely valuable during the postnatal period, but many women had less
support, as they had been separated from their family during forced mi-
gration and resettlement. As access to reproductive healthcare remains
a fundamental human right, it is crucial for researchers, clinicians, and
policy makers to work collaboratively to support equitable care delivery
and improve access to informal supports for resettled refugee women.
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