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Abstract
Since 2015 Canada has welcomed 44,620 Syrian refugees. The research on Syrian refugees in
Canada has mainly focused on their immediate health needs, communicable diseases, and
chronic illnesses. Aside from maternal health, the sexual and reproductive health (SRH) needs of
Syrian refugee women is undocumented in Canada. To address this gap in the literature we
conducted a qualitative study in Ottawa, Ontario that involved in-depth interviews with Syrian
refugee women and individuals who provide health services to them.

When accessing SRH services Syrian women identified a preference for women providers, faced
difficulty adjusting to societal norms during the perinatal period, felt that contraception
counselling was not culturally informed, and struggled with their maternal mental health. Key
informants mainly echoed these findings and expressed a need for more cultural
competency/humility training, interpretation services, and trauma-informed counselling. The
path to improving SRH services for Syrian women is complex, but highly warranted.

Résumé
Depuis 2015, le Canada a accueilli 44 620 réfugiés syriens. La recherche sur les réfugiés syriens
au Canada se préoccupe surtout sur leurs besoins de santé¢ immédiats, les maladies
transmissibles, et les maladies chroniques. Autre que la santé maternelle, la santé sexuelle et
reproductive (SSR) des femmes réfugiées syriennes n’est pas documentée au Canada. Afin
d’adresser cette pénurie de littérature scientifique, nous avons conduit un projet de recherche
qualitative a Ottawa en Ontario, consistant d’entretiens en profondeur avec des femmes réfugiées
syriennes et les individus qui leur fournisse des soins de santé.

Les réfugiées syriennes ont exprimé : qu’elles préféraient avoir une femme comme fournisseur
lorsqu’elles recevaient des soins SSR, elles ont eu de la difficulté a ajuster aux normes sociales
lors de la période prénatale, les conseils sur la contraception n’étaient pas adaptés a leur culture,
et elles ont vécu des troubles de santé¢ mentale maternelle. Les entretiens avec les informateurs
clés supportent ces données, et de plus, surligne une nécessité pour des formations sur les
compétences culturelles et la sensibilisation, des services d’interprétation, et des services centrés
sur le traumatisme. L.’amélioration des services SSR pour les femmes réfugiées syriennes est
impérative, et va nécessiter un effort important.
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Chapter 1: Introduction
1.1 Background
1.1.1 Sexual and reproductive health in pre-conflict Syria

Prior to the 2011 Syrian civil war, modern sexual and reproductive health (SRH) services
for Syrian women were available. However, many socio-cultural and religious influences shaped
use of and access to these services. Syria is a predominantly Muslim country where the creation
of a traditional family unit and fertility within a marriage is central to society (Bowen, 1997).
Thus reproductive health services were developed for married women of reproductive age;
unmarried women were often unable to ask for or receive services and risked moral judgement
by providers and breaches of confidentiality when they did (Roudi-Fahimi et al., 2012). As a
result, SRH services were practically non-existent for unmarried youth (DeJong et al., 2005).

In pre-war Syria, education was often cited as the “single most important determinant of
both age at marriage and age at first birth in MENA [Middle East and North Africa] countries,
since women in the region tend to give birth soon after marriage.” (Roudi-Fahimi & Moghadam,
2006, p. 6). According to the United Nations Children’s Fund (UNICEF) in 2012 the secondary
school enrolment for Syrian girls was 67.8% (UNICEF, 2013). Early marriage, defined as
marriage under the age of 18, affects access to and knowledge of SRH, and rates were estimated
in Syria at 8.5% in 2009 and increased to 12% in 2011 and 18% in 2012 after the conflict began
(Abdulrahim et al., 2017; Sieverding et al., 2020). Finally, employment affects women’s
knowledge and use of SRH services and around 20% of women ages 15 or older in MENA
countries are employed, which is one of the lowest rates of female employment in the world

(Roudi-Fahimi & Moghadam, 2006).



Modern methods of contraception were available in pre-conflict Syria but the broader
dynamics mentioned above impacted use. Although Islam highly values fertility, non-permanent
methods of contraception are deemed religiously permissible with both Sunni and Shi’a
jurisprudence when used within the context of marriage; socio-cultural norms favor use of
contraception after the birth of one or more children (Boonstra, 2001). The Population Reference
Bureau looked at Arab women’s unmet need for contraception in 2012, before most Syrians fled
the country. In Syria at that time, the total fertility rate was 3.5 children per woman, 41% of
women aged 20-24 were married, and 47% of married women aged 15-49 were using some form
of contraception (Roudi-Fahimi et al., 2012). This study showed that 21% of married Syrian
women who wished to avoid pregnancy were not using any form of contraception and this was
mainly due to fear of side effects (19%), husband’s disapproval (13%), a fatalistic belief that
conception is God’s decision (12%), dislike of available options (9%), and religious prohibition
(3%) (Roudi-Fahimi et al., 2012). The majority (63%) of married women in Syria involved their
husband in the decision to use contraception, 27% stated that their husband had the final say, and
30% of husbands were opposed to contraception (Roudi-Fahimi et al., 2012). Notably, no
information about unmarried women was collected as part of this study because of the social
taboos surrounding sex outside of marriage.

In Syria, abortion is only legally permissible to save the life of a woman; it is not allowed
in the case of rape, incest, fetal impairment, or to preserve the woman’s physical or mental health
(United Nations (UN), 2014). Bowen explains that according to Islamic theologians there is a
wide range of positions regarding the religious permissibility of abortion, ranging from complete
prohibition after ensoulment has occurred to abortion being acceptable within the first 120 days

of pregnancy without restriction as to reason (Bowen, 1997). Between 1995 and 2000 it was



estimated that 653,985 unsafe abortions were performed in Syria, 580 women “officially” died
due to complications of their abortions during this period (Hessini, 2007). However, post-
abortion care is part of the Syrian national sexual and reproductive health program (Hessini,
2007).

In pre-conflict Syria, women had routine access to maternity services; 97% of births were
attended by a skilled professional and the maternal mortality ratio was 49 deaths per 100,000 live
births (World Health Organization [WHO], 2015a). In terms of antenatal care, according to
UNICEF in 2012, 87.7% of women had at least one antenatal visit before birth and 63.7% had at
a least four visits (UNICEF, 2013). The most noticeable outlier in maternal health indicators in
pre-war Syria was the rate of births by caesarean section; at 26.4% the Syrian caesarean section
rate was roughly double the WHO’s suggested rate of 10-15% (WHO, 2015b). One study
suggested that this higher rate was related to “over-medicalization” of delivery and the liberal
use of caesarean section by men physicians (Jurdi, 2004). Syrian women tend to prefer women
health care professionals when dealing with reproductive health concerns and childbirth in
particular; in one survey more than 85% of women reported that they would prefer a woman
obstetrician (Bashour & Abdulsalam, 2005). The dynamics shaping maternal health in pre-war
Syria set the context for how SRH services may be perceived and used once displacement
occurs.

A recently published study that interviewed women in Aleppo just before the Syrian civil
war began showed that Syrian women perceive their communities and neighbourhoods to be
important factors in their health and well-being (Ahmad et al., 2019). This is not unexpected, but
gives insight to the health challenges these women may face in both displacement and resettling

in a new country. There is some evidence from just before the conflict began that indicates Arab



women were already experiencing more incidents of postpartum depression related to lack of
support, experiences of violence, increased expectations of motherhood, and patriarchal kinship
(Yount & Smith, 2012). Postpartum depression and social support from one’s community in the
postpartum period could impact Syrian women’s experiences of maternal health in other

countries.

1.1.2 SRH of displaced Syrian women

The Syrian civil war began in 2011 and the large influx of Syrians fleeing the country
began in January of 2013 and then steadily increased (UNHCR, Government of Turkey, 2020).
According to the United Nations High Commissioner for Refugees (UNHCR), at the end of 2019
there were 26 million refugees globally and 6.6 million, or 25% of those refugees, were from
Syria (UNHCR, 2020). As of August 2020, 5.6 million Syria refugees were registered, 2 million
by the UNHRC and 3.5 million by the Government of Turkey (UNHCR, Government of Turkey,
2020). The vast majority (65%) of Syrian refugees were living in Turkey with the remaining in
Lebanon, Jordan, Iraq, Egypt, and North Africa; 93% of refugees are living in urban, peri-urban,
or rural settings and only 5% reside in refugee camps. Nearly 20% of all refugees are women
between the ages of 18 and 59 (UNHCR, Government of Turkey, 2020).

Syrian women’s access to maternal health services was unquestionably affected by their
displacement from Syria. Following Turkey, Lebanon hosts the next largest number of Syrian
refugees, mainly in urban settings (UNHCR, Government of Turkey, 2020). A field-based survey
in 14 geographic areas of Lebanon found that pregnant Syrian refugee women were receiving
antenatal care at a similar rate to the rate in pre-conflict Syria: 87.7% for one visit and 63.7% for

three or more visits (Benage et al., 2015; UNICEF, 2013). This study also documented that



Syrian women over the age of 35 were particularly vulnerable due to more insecure living
arrangements, less frequent antenatal visits, less desire to have current pregnancy, and decreased
access to contraception (Benage et al., 2015). The rate of caesarean section was reported as 35%
for Syrian women in Lebanon, largely due to Lebanon’s “over medicalized” birth process and
the large private health care sector encouraging non-medically indicated caesarean sections due
to lack of physician accountability (Huster et al., 2014).

In Lebanon, Benage and colleagues found that almost three quarters of pregnant Syrian
women wished to prevent future pregnancy and over half did not want their current pregnancy.
However, 42.3% had not been using contraception prior to pregnancy and their desired method
was oral contraceptive pills (OCPs) (33.6%) followed by the intrauterine device (IUD) (21.3%)
(Benage et al., 2015). Studies in Turkey indicated that the I[UD was the most preferred method of
contraception and there was a high preference towards traditional methods such as withdrawal,
with one study citing that 47.9% preferred this method (Co6l et al., 2020; Giimiis Sekerci &
Aydin Yildirim, 2020). A study by Masterson and colleagues found that 69.3% of Syrian women
in Lebanon knew about contraception but only 34.5% were using a method (Masterson et al.,
2014). In their qualitative study with women living in a refugee camp in Lebanon, West and
colleagues identified barriers to contraception as lack of awareness of services, overburdened
health services, cultural pressures regarding fertility, and poorly trained service providers (West
et al., 2017). Similar to pre-conflict Syria, women were concerned about the side effects of
contraceptive methods and had many misconceptions about potential side effects with one study
in Turkey citing that half their participants had false beliefs about the side effects of
contraception (Gilimiis Sekerci & Aydin Yildirim, 2020). One example of a misconception is that

many women were concerned if contraception is used before the birth of the first child it will



make the woman sterile or less fertile (West et al., 2017). Finally, a qualitative study in Lebanon
showed that Syrian women’s interest in contraception increased after displacement because of
situational uncertainty, but women aged 18-25 who had not reached desired family size or had
not had a boy reported no desire for contraception (Kabakian-Khasholian et al., 2017).

General barriers to accessing SRH services in Lebanon were reported as cost, distance or
transportation, fear of mistreatment, security concerns, shame, unavailability of a woman
physician, and insufficient provision of services (Masterson et al., 2014). Studies in both Turkey
and Lebanon suggest that some Syrian refugee women were concerned that their husbands would
take a second wife if they did not produce or continue to produce children, especially boys
(Dikmen et al., 2018; Kabakian-Khasholian et al., 2017). Finally, a study in Turkey on Syrian
refugee women’s reproductive health found that 55.8% of participants were in consanguineous
marriages, defined as a marriage between close familial relations, a practice that is relatively
common in Arab countries (Simsek et al., 2018). This type of marriage increases the risk of still
birth, congenital abnormalities, recessive genetic conditions, and infant morbidity and mortality
(Bittles, 2013).

Displaced Syrian women living in Lebanon were at an increased risk of facing violence
from both their partners and their community, which is shown to cause an increase in
reproductive health and pregnancy complications (Usta & Masterson, 2012). Syrian women’s
reproductive health in displacement is disproportionately affected by the increase in gender-
based violence (GBV) “particularly intimate partner violence, early marriage, transactional sex,
sexual assaults, as well as lack of access to emergency obstetric care, limited access to
contraception, forced caesarean sections, and the high cost of healthcare services” (Yasmine &

Moughalian, 2016, p. 28). A qualitative study in Lebanon showed that Syrian women felt



pressured into early marriage due to financial hardship and situational uncertainty (Cherri et al.,
2017). Early marriages are known create barriers to accessing contraception such as minimal
knowledge of contraception and lack of acceptance from partners and community (El Arab &
Sagbakken, 2019).

During a humanitarian crisis the Minimum Initial Service Package (MISP) for
reproductive health is a set of services and priorities that are implemented, but there are many
barriers to accessing these services and transitioning to comprehensive SRH care (Amiri et al.,
2020; TAWG, 2018). Amiri and colleagues outlined barriers that displaced Syrian women had
accessing SRH services through the MISP and they included, living outside a refugee camp, cost
of services, poor SRH health literacy and misconceptions, gender-based violence, especially

early marriage, and inadequate HIV and STI coverage (Amiri et al., 2020).

1.1.3 Syrian refugees in the Canadian context

The Government of Canada indicates that 44,620 Syrian refugees arrived in Canada
between November 4, 2015 and October 31, 2020, and resettled in 36 cities across the country.
Just over half of those were government-assisted refugees (GARs) with the remaining as mainly
privately sponsored refugees (PSRs) and a few thousand blended visa office-referred refugees
(Government of Canada, 2017a). In 2015, Ontario accepted 11,400 Syrian refugees in six cities,
Windsor, London, Ottawa, Toronto, Kitchener, and Hamilton (Government of Ontario, 2018).
These cities were chosen because they had existing refugee supports in place and the government
also helped them set up Resettlement Assistance Programs (RAPs) designed to provide
immediate and essential support for the Syrian refugees’ most basic needs (Government of

Canada, 2017a). The health care costs incurred by Syrian refugees in Ontario is paid for through



the Interim Federal Health Program (IFHP) for up to 12 months after which the Ontario Health
Insurance Plan (OHIP) covers health care expenses (Government of Ontario, 2018). IFHP covers
dental care, vision care, and prescription medications which would not be covered once
transitioned to OHIP (Hansen & Huston, 2016).

A report by Immigration, Refugees and Citizenship Canada evaluated the first year after
Syrian refugee resettlement and indicated that privately sponsored refugees (PSRs) had their
immediate needs met more often than government assisted refugees (GARs). The report further
indicated that due to the rapid nature of the resettlement there were issues with lack of permanent
housing and inadequacy of income support for GARs (Immigration, Refugees and Citizenship
Canada, 2016). The Government of Canada reflected on the Syrian refugee resettlement initiative
and disclosed that GARs had much more complex health needs, specifically related to trauma,
than anticipated and this had not been properly communicated to the organizations and health
care professionals preparing for their arrival (Government of Canada, 2017b).

In Canada, research on the health of Syrian refugees initially focused on preparing for
their arrival by anticipating their health needs and then moved towards evaluating their
experiences and health outcomes. The most immediate needs of Syrian refugees were identified
as immunizations and dental care (Hansen et al., 2016). A major consideration when addressing
immediate health needs was understanding that newly arrived Syrians were simultaneously
trying to find housing and schools, integrate into their community, and create social networks; a
health equity lens is necessary with this population (Hansen & Huston, 2016; Pottie et al., 2018).
Later studies showed that the main chronic health concerns for Syrian refugees were

cardiovascular disease, diabetes, musculoskeletal diseases, mental and physical disabilities, and



mental illness (Oda et al., 2017). This research has been a substantial start but there is a notable
absence of Syrian voices from all of the studies.

In Canada, there has been some research on Syrian women’s maternal health but no
research on other reproductive health needs. This gap aligns with the findings of a systematic
review looking at reproductive health of migrant women to Western countries that found that
when it comes to migrant women’s reproductive health research, it tends to focus on maternal
health and ignores important aspects such as menopause, sexual health, contraception, and
abortion (Gagnon & Redden, 2016). In Calgary, Winn and colleagues interviewed 10 health care
professionals who provided prenatal care to Syrian refugee women and found that challenges
navigating the health care system, language barriers, and cultural barriers, including wanting a
woman provider, shaped use of and experiences with care (Winn et al., 2018). Another study
team in Saskatoon interviewed 12 Syrian refugee women to assess maternal depression and
found that half of the participants had depressive and anxiety symptoms and two had symptoms
of post-traumatic stress disorder (Ahmed et al., 2017). It was expected that mental health would
be a top priority for Syrian refugees, but there were concerns that Canada’s health care system
was not equipped to respond in a trauma-informed and culturally sensitive manner to these needs
(Colborne, 2015). Most recently, Guruge and colleagues interviewed 58 Syrian women in
multiple focus groups throughout the Greater Toronto Area. Their article highlighted that Syrian
women faced chronic health issues exacerbated by trauma from the conflict, significant language
and system barriers to accessing health care services, unmet expectations of health care in

Canada, and they briefly touched on gender-appropriate services for reproductive health (Guruge

etal., 2018).



There have also been several studies in Canada assessing the reproductive health needs of
immigrants, migrants, and refugees but most were done before the arrival of Syrian refugees or
do not focus specifically on this population. However, their findings could be relevant to the
Syrian population. A systematic review by Pottie and colleagues identified a clinical guideline
for immigrants and refugees migrating to Canada; the section on women’s health emphasized the
need to immediately screen for unmet contraceptive needs and give women full autonomy over
their choice of method (Pottie et al., 2011). A study in Calgary assessed differences in the use of
abortion services between immigrant and Canadian-born women and found there was no
difference. However, the authors did identify that immigrant women more than Canadian-born
women were not using contraception prior to obtaining the abortion because of fear of side
effects (du Prey et al., 2014). In 2009, Newbold and Willinsky looked at health care providers’
experiences providing SRH care to immigrants and identified four themes shaping the care
dynamic: language barriers, the role of gender in contraception decisions, misconceptions or lack
of knowledge about contraception, and cultural sensitivity (Newbold & Willinsky, 2009).
Finally, Aptekman and colleagues interviewed women at a refugee health clinic in Toronto and
found that 26.8% of women had unmet contraceptive needs and the reasons cited included lack
of access, lack of knowledge about various methods, and having priorities other than
contraception upon resettlement (Aptekman et al., 2014). Urindwanayo and colleagues identified
through a narrative review that immigrant women in Canada face increased antenatal and
postpartum mental health issues due to structural barriers in the health care system including lack
of cultural competency training, lack of social support, and poverty (Urindwanayo, 2018). In a
retrospective cohort study looking at gynecological referrals for refugee women in Toronto, only

29% the of women who were referred to a gynecologist had had a previous Papanicolaou test
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(Pap test) before arrival to Canada (Silverberg et al., 2018). Finally, a recent Canadian scoping
review by Zivot and colleagues investigated the gendered experiences of health care for refugees
and propose that the health barriers refugees face are often exacerbated by gender-based
inequities, particularly for women (Zivot et al., 2020). Some examples were that refugee women
have less opportunity to learn English because of their traditional caregiving role in the home,
and separation from their social networks impacted women’s ability to obtain health information
(Zivot et al., 2020). These studies, although not specifically on Syrian refugees, do identify
barriers that could be transferable to Syrian refugee women.

Research conducted in other countries on immigrants and refugees SRH needs after
resettlement can offer some insight. A cross-sectional study in Sweden by Akerman and
colleagues identified that one third of immigrant women lacked knowledge of where to access
contraception and one quarter stated that their culture did not allow them to use contraception
(Akerman et al., 2019). In regards to sexually transmitted infections, a rarely researched topic in
this population, over half of the participants did not know where to access HIV testing and the
odds of this were higher in women from Syria and Afghanistan (Akerman et al., 2019). A study
in Germany comparing the labour and birthing experiences of non-immigrants and immigrants
mainly from Syria, Turkey, and Lebanon, showed that there was no difference in satisfaction of
care even though there was a significant language barrier for immigrant women (Giirbiiz et al.,
2019). Inci and colleagues conducted a study in Germany exploring the family planning needs of
refugees, mainly from Syria and Afghanistan, and 47% of participants had unmet family
planning needs and the remaining 53% were mainly using the withdrawal method, calendar

method, or intrauterine devices (Inci et al., 2020). These international studies showing SRH
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preferences and unmet needs among refugees further emphasizes why this research needs to be

conducted in Canada to see where the gaps in our health services exist.

1.1.4 Syrian refugee health programs and support in Ottawa, Ontario

Ottawa and the Champlain region local health integration network (LHIN) was
highlighted in a report on Syrian refugee health as a champion, and commended on the creation
of the Ottawa Refugee Task Force which included representation from many key health care
organizations in the city (Hansen & Huston, 2016). Ottawa’s success came from a long history of
community mobilization to support refugees, including the establishment of the Ottawa Local
Immigration Partnership (OLIP) in 2009, and specifically in response to the Syrian refugees, the
creation of Refugee613 in 2015, which is an organization that fostered community support and
coordination of information for refugees in the Ottawa area (Veronis, 2019).

Specifically in regards to health, Community Health Centers (CHCs) coordinated the
health care response for Syrian refugees in Ottawa and expanded the services of The Ottawa
Newcomer Health Clinic which became an initial screening hub that cared for Syrian refugees
immediate health needs, and then connected them with a primary health care provider in the
community (Hansen & Huston, 2016; Veronis, 2019). Ottawa has a long history of supporting
refugees (Carriere, 2016), and was relatively well prepared to provide primary health care
compared to other cities because it had established refugee networks, immigrant-friendly clinics,
and had access to a fair number of Arabic-speaking health care providers (Pottie et al., 2018).
Darwish and Muldoon, reported on the main health needs of Syrian refugees in Ottawa when
they were initially receiving care in temporary hotels clinics. Among Syrian women, the top five

diagnostic assessments, in order of most number of visits, were acute respiratory infection,
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problems with social-cultural systems, skin infestation, pharyngitis, and contraception (Darwish
& Muldoon, 2020). Contraception being in the top five primary health care needs for Syrian
women in Ottawa shows a clear need to assess how these services are being accessed and utilized
by this population.

With respect to women'’s health services in Ottawa, Immigrant Women Services Ottawa
is one of the only community-based agencies that offers support specifically to immigrant and
refugee women. Their mandate is to support women and children who face violence and offer
counselling and resettlement services; they provide only mental health support (Immigrant
Women Services, 2020). Somerset West CHC offers prenatal and breastfeeding classes for
Arabic speaking women (Somerset West CHC, 2020). Other than maternal health classes, there
are no specific programs or services tailored towards SRH for refugee or immigrant women that

exist outside of primary health care visits.

1.2 Rationale

The exploration into the experiences of Syrian refugee women accessing SRH services in
Canada has been minimal and does not highlight the voices of the women. As previously
mentioned, there have been studies in Canada on Syrian women’s maternal health, but they tend
to avoid the other topics of SRH, so the research that exists is not comprehensive. The initial
response to the health needs and organizing primary health care for Syrian refugees in Ottawa
has been well organized, but there has been no investigation into Syrian women’s SRH in the
community.

This thesis project aims to help address this gap in the literature by highlighting the SRH

experiences of Syrian refugee women, including facilitators and barriers to accessing

13



contraception, abortion, and pregnancy and delivery services. The aim is to highlight their voices
and document what they feel are their SRH priorities and needs. This project also aims to explore
the perspectives of health service providers and community leaders with the intent of offering
concrete suggestions as to how services could be improved to better meet the needs of Syrian

refugee women in Ontario and more specifically in the Ottawa community.

1.3 Research questions
My specific research questions for this thesis project are:
1) What are the lived experiences of Syrian refugee women in Ottawa accessing
reproductive health services?
2) How are the experiences of Syrian refugee women receiving reproductive health care in
Ottawa shaped by their pre-displacement knowledge, attitudes, and experiences?
3) What are the facilitators and barriers Syrian refugee women face when accessing
reproductive health services in Ottawa?

4) What can be done to improve reproductive health services for Syrian refugee women?

1.4 Study objectives
Receiving comprehensive, appropriate, and tailored sexual and reproductive health care is
an essential aspect of women’s health. If barriers and facilitators to receiving this care for Syrian
refugee women are identified this has the potential to inform health care providers, guidelines,
and health service delivery. Our specific study objectives are to:
1) Describe the lived experiences of Syrian refugee women in Ottawa accessing sexual and

reproductive health services
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2) Explore how the experiences of Syrian refugee women receiving sexual and reproductive
health care in Ottawa were shaped by their pre-displacement knowledge, attitudes, and
experiences

3) Identify the facilitators and barriers Syrian refugee women face when accessing sexual
and reproductive health services in Ottawa

4) Explore what can be done to improve sexual and reproductive health services for Syrian
refugee women

For the purposes of this study we intended to focus on contraception, abortion, and pregnancy
and delivery care. As often happens in qualitative research, the participants led us to frequently
discussing other SRH topics we did not anticipate exploring such as early marriage, motherhood
as a newcomer, perinatal mental health, intimate partner violence, and sexual health education

for children; these will also be discussed.

1.5 Outline of thesis

This is a “thesis by articles”, it is divided into five chapters. Chapter 1 includes
background research on Syrian women’s access to SRH care in Syria prior to the conflict. It then
details how Syrian women accessed care once they were displaced due to conflict, focusing on
the main countries they fled to, Lebanon, Turkey, and Jordan. The chapter then details their
current context in Canada after resettlement, and finally more specifically their context in the
Ottawa community. The first chapter also includes the rationale for this study, our specific study
objectives, and the outline of this thesis.

Chapter 2 describes the methods employed to conduct this study including the

recruitment and data collection for both the in-depth interviews with Syrian women and the key
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informant interviews. It further discusses our analytic approach, the conceptual framework that
underpins this research, and ethical implications.

Chapters 3 and 4 are two research articles written from the results of this study and are
the bulk of this thesis. Chapter 3 is a paper entitled ““I was scared on my own. What will I face
there?”” Documenting the experiences of Syrian refugee women accessing sexual and
reproductive health services in Ottawa, Canada”. This paper focuses on facilitators and barriers
to Syrian refugee women accessing SRH services and also integrates perspectives from key
informants who provide this care in the Ottawa community. This paper has been formatted for
submission to the peer-reviewed journal Contraception.

Chapter 4 is a paper entitled ““I like it here, but there’s so much pressure. You have to give up
your life [for] your kids and forget yourself here”: Exploring the maternal health of Syrian
refugee mothers in Ottawa, Ontario”, which seeks to describe the complex experiences of Syrian
refuge women’s maternal mental health and motherhood. This paper takes an in-depth look into
the complex personal experiences of Syrian refugee women trying to navigate motherhood and
maternal mental health as a newcomer to Canada, and after facing significant trauma as a result
of the Syrian conflict. We have formatted this paper for Women'’s Health Issues.

Finally, chapter 5 is an integration of the results including how the two articles relate to
each other. After integrating the results of both articles, I describe the main overarching themes
of this thesis. This chapter then explores potential areas for improving SRH care for Syrian
women in Ottawa, including future directions for research. The final chapter also outlines my
positionality in the context of this research and the limitations of this study. This chapter ends

with a statement of contribution and final conclusions.
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Chapter 2: Methods

After reviewing the literature, we decided to address the proposed research questions by
conducting a multi-methods qualitative study that involved in-depth interviews with Syrian
refugee women and interviews with key informants who provide services to this population. We
conducted semi-structured interviews which allowed us to explore the lived experiences of
Syrian women accessing SRH health services in the Ottawa community, and document their
stories. Using a multi-methods qualitative design, we gained insight into the attitudes, opinions,
and knowledge of Syrian refugee women, living in Ottawa, in the context of their sexual and
reproductive health.

We conducted 17 in-depth interviews with Syrian women and 12 interviews with key
informants from July 2019 through December 2019. For the in-depth interviews, we recruited
self-identified Syrian refugee women between the ages of 15-45, who had immigrated to Canada
on/after November 4, 2016, resided in Ottawa, Ontario at the time of the interview, had received
any form of SRH care in Ontario, and were sufficiently fluent in English, French, or Arabic to
complete an interview. Of the 17 Syrian refuge women, 12 were PSRs and 5 were GARs. The
key informants we recruited provided services, mainly health services, to Syrian women in the
Ottawa community and included: nurse practitioners (3), physicians (2), registered nurses (2), a
midwife, a psychotherapist, a resettlement worker, a dietician, and a health care administrator.
Most of the key informants came from several key health care organizations in the Ottawa
community that helped coordinate care for Syrian refugees after their arrival including the
Ottawa Newcomer Health Clinic, Somerset CHC, Sandy Hill CHC, Bruyére Family Health
Team (FHT), Pinecrest-Queensway CHC, Southeast Ottawa CHC, and the Catholic Center for

Immigrants. We gave participants the option of completing the interview in-person or over the
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phone. One Syrian woman and three key informants had phone interviews and the remainder
were in-person interviews. I conducted all of the key informant interviews in English as well as
five of the in-depth interviews with Syrian women. I conducted the remaining interviews with
Syrian refugees in Arabic in partnership with an Arabic speaking colleague in Dr. Foster’s
research group.

Ottawa is one of six cities in Ontario to resettle Syrian refugees. There has been minimal
research conducted in the region on Syrian refugee women and none on Syrian women’s
experiences accessing SRH care. | am a registered nurse and have experience working with
Syrian women in a primary health care setting in another city in Ontario. I noticed that this
population seemed to have complex challenges and barriers to receiving comprehensive SRH
care. In Ottawa, there are support programs specifically in place for refugees, including support
groups for Arabic speaking woman refugees, but none specifically for women’s health or SRH.

For these reasons I chose to conduct this study in Ottawa, Canada.

2.1 Data collection
2.1.1 In-depth interviews with Syrian refugee women in Ottawa

We recruited participants using a community-based multi-modal strategy including
connecting with and advertising through CHCs, refugee organizations, health care clinics, Arab
community centers, mosques, and community housing for refugees. We posted ads on social
media, engaged in early participant referral, and utilized key informants to advertise within their
networks. All advertisements were in Arabic, English, and French, and participants could

respond to the ads in any of those languages. When participants made contact we then confirmed
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eligibility, emailed the consent form, and booked an interview time that was convenient for the
participant.

After reviewing the literature, we formed an interview guide with open ended questions
geared towards the research objectives and adapted to each participant’s responses. Each
interview began with questions about the participant’s demographics including age, family
composition, education level, employment status, date of immigration to Canada, and living
situation before immigration to Canada. The next section focused on the participant’s
reproductive health history including her experiences with contraception, abortion, maternal
health services, and cervical cancer screening prior to immigrating to Canada, including in Syria
and after displacement. In this section, we also explored the women’s knowledge of and attitudes
toward SRH. The next domain of inquiry centered on the participant’s experiences in Ontario
with SRH services and explored facilitators and barriers to accessing care. Finally, we asked all
participants to reflect on how SRH services could be improved for Syrian refugee women in
Ottawa or more broadly in Ontario. We gave or mailed each participant a $40 gift certificate to
Shoppers Drug Mart as a token of appreciation for their time and offered to send them a report of
our findings if they wished. The interviews lasted from 30-90 minutes and mainly took place in
the women’s homes, which was most convenient for them, with a few occurring in the study
office on the University of Ottawa campus.

With consent from the participants, all interviews were audio-recorded and field notes
were taken throughout. I conducted a formal memoing immediately after each interview, and for
the Arabic-language interviews my Arabic speaking colleague and I would memo together. The
recordings were transcribed in their entirety and the Arabic-language interviews were translated

into English by research assistants.
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Before beginning each interview, we reviewed the consent form with the participant. We
explicitly ensured the participants understood that all of their information is confidential and all
identifying information will be masked and/or redacted. Finally, we ensured participants knew
that the interview is voluntary, they could withdraw their consent at any time, and they did not
have to answer any questions that they did not want to. Several of the interviews with Syrian
women brought up emotional memories related to their experiences as a refugee and with
intimate partner violence. For every interview, we let the women know that they were in control
of the interview and could ask to take a break or end the interview at any time. Participation in
this study posed minimal to no risks, as these were voluntary and confidential interviews. The
only benefits of participating in this study were enjoyment and the opportunity to contribute to
research that seeks to improve care for Syrian women’s SRH needs. Overall, our participants
were happy to participate in the interviews and were enthusiastic about sharing their stories with

us.

2.1.2 Key informant interviews

We interviewed key informants who were direct service providers, mainly health service
provider, for Syrian women or worked for organizations that provided services and care to
Syrian women in the Ottawa community. The intent of key informant interviews was to give
insight into the experiences of those coordinating and providing care to Syrian refugees in
Ottawa.

To recruit key informants, I researched different organizations and health care clinics in
the Ottawa community that provide services and health care to Syrian refugees and sent

professional emails outlining the study and inviting them to participate in an interview.
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Additionally, I used early participant referral and asked all key informants if they had
recommendations on potential candidates for an interview and if they could connect us with
them. After key informants agreed to an interview I emailed them a consent form and asked to
review it prior to the interview where they would express verbal consent to participate.

The interviews were scheduled at a time that was convenient for the participant. I went to
all the participants workplaces for the in-person interviews and all interviews were conducted in
English lasting approximately 60 minutes. The interviews were audio-recorded with the
participant’s consent. The participants were informed that any information they shared about
specific clients would be confidential and identifying information would be masked and/or
redacted. However, we did obtain consent to use their organizations description and their
professional title, such as “registered nurse working at a community health center”, in our
published reports. I informed all participants that they do not have to answer any questions they
did not feel comfortable with and could stop the interview at any time. The participants were not
compensated for their time but will all receive a report of the findings.

Each interview began with gathering basic information about the key informant’s
educational background, position, affiliated organization, and role in Syrian women’s sexual and
reproductive health. I used a guide developed specifically for this project and tailored to each
participant, I then asked open-ended questions to explore their experiences of providing care,
counselling, and/or working with Syrian refugee women. The interviews focused on perceived
facilitators and barriers to providing quality care to Syrian refugee women. I ended the
interviews by asking about ways that SRH services could be improved in the Ottawa community

and more broadly in Ontario.
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Throughout the interviews, I took field notes and immediately after each interview
engaged in a formal memoing exercise to identify themes and reflect on subjective influences.

Myself and research assistance transcribed the interviews in their entirety.

2.2 Data analysis

Qualitative data analysis is an iterative process and began during data collection. The data
for this study are field notes, memos, and interview transcripts. The field notes and memoing
helped us to reflect continuously on the content of the interviews, address personal biases and
subjective influences, and notice themes developing throughout the data collection process.
These analytic techniques helped us to determine when we had reached thematic saturation
(Clarke & Braun, 2012). After 14 interviews with the Syrian women we believe we had reached
thematic saturation, we then completed three more interviews to confirm and at that point we had
enough experiences to be able to highlight Syrian women’s voices and outline their complex
experiences accessing SRH care. The purpose of the key informant interviews was not to reach
thematic saturation but to broaden our understanding of SRH services in Ottawa and gain a range
different of perspectives.

After conducting, transcribing, and reviewing the transcripts, we developed a code book
using a priori (pre-determined) codes from the interview guide, literature review, and research
questions. We then used inductive reasoning throughout the analysis process and derived several
emergent codes from the interview content (Saldafia, 2009). We conducted a multi-phase
analysis of content and themes, assessing for coherence within and between interviews. We

managed the data with ATLAS.ti software. For in-depth interviews, we initially assessed them
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separately from the key informant interviews, but in the final analytic phase we integrated the

findings and paid specific attention to concordance and discordance.

2.3 Theoretical framework

This study was conducted within an interpretivist paradigm using a practical action
research approach. Interpretivist interactionism is a type of qualitative research that uses
participants’ lived experiences to articulate a more complex story of how these experiences
connect to larger public issues and responses (Lewis-Beck et al., 2004). Practical action research
and more specifically community-based action research is used to “generate contextual
knowledge about specific community needs that dominant research practices ignore” (Bradbury,
2017, p. 13). The intent of this framework is to affect social change and advocacy by giving
primacy to participants’ experiences. Syrian women’s access to sexual and reproductive health
care has not been investigated in this way in Ontario and this type of framework gives the
participants the opportunity to decide what barriers and issues are priorities to them and their
community in Ottawa. Finally, action research requires that findings be disseminated in ways
that promote capacity-building and social change. This is in part why we connected with
community partners and the key informants so that those who directly provide care to this

population can be empowered to utilize the findings of this research.

2.4 Ethical Considerations
This study received approval in June 2019 from the Social Sciences and Humanities
Research Ethics Board at the University of Ottawa (File #04-19-3906). The letter of approval

from the University of Ottawa REB can be found in Appendix A.
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Chapter 3: Article 1
I have drafted this manuscript as an original research article for submission to Contraception.
The manuscript adheres to the structural, formatting, and length requirements of this peer-

reviewed journal, except for the referencing style which remains APA.
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Abstract

Objectives: The Syrian civil war has displaced more than 11 million people. Since 2015 Canada
has welcomed 40,081 Syrian refugees. We aimed to explore Syrian refugee women’s
experiences accessing sexual and reproductive health (SRH) services in Canada’s capital city,
Ottawa.

Study design: We conducted 17 in-depth interviews with Syrian refugee women and 12 key
informants, mainly healthcare providers. We managed our data using ATLAS.ti and performed
content and thematic analyses using inductive and deductive techniques.

Results: Overall, Syrian refugee women participants were satisfied with their SRH care in
Ottawa. When accessing SRH services our participants identified strong preferences for having a
woman provider and more Arabic-speaking clinicians and interpreters. Adjusting to different
societal norms during the perinatal period in Canada that differ from those in Syria posed
challenges for accessing maternal health care. Contraception counselling was often not culturally
informed and did not meet Syrian women at their baseline knowledge level.

Conclusions: Syrian refugee women face a number of challenges accessing SRH services in
Ottawa. Identifying ways to cultural competency/humility training within Ontario’s health care
system, incorporate more Arabic-speaking women providers into the health system, increase
funding for interpretation services, and create culturally tailored SRH educational resources and
opportunities appear warranted.

Implications: Despite Ottawa’s efforts to create systems that are responsive to the needs of
newcomers and refugees, generally, and Syrian refugees in particular, more needs to be done to
advance culturally resonant, high quality, SRH services. Our study points to specific policy and
structural reforms that could better meet the SRH needs of Syrian refugee women.

Keywords: Canada, contraception, immigrants, maternal health, refugees, sexual and
reproductive health
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1. Introduction

Since the Syrian civil war began in 2011, 5.6 million Syrian refugees have fled and been
displaced into surrounding countries, with the majority in Turkey, and the remaining in Lebanon,
Jordan, Iraq, and Egypt (UNHCR, Government of Turkey, 2020). Nearly 20% of all refugees are
women between the ages of 18 and 59 (UNHCR, Government of Turkey, 2020). Syrian women’s
access to sexual and reproductive (SRH) health care was unquestionably affected by the conflict
and subsequent displacement (Benage et al., 2015; Giimiis Sekerci & Aydin Yildirim, 2020;
Masterson et al., 2014; West et al., 2017).

Canada has accepted 40,081 Syrian refugees since November 4, 2015 and they have been
resettled in 36 cities across the country; half are government-assisted refugees (GARs) with the
remaining as mainly privately sponsored refugees (PSRs) and a few thousand blended visa
office-referred refugees (Government of Canada, 2017a). The province of Ontario accepted
11,400 Syrian refugees into six cities, Windsor, London, Ottawa, Toronto, Kitchener, and
Hamilton (Government of Ontario, 2018). The health care costs for Syrian refugees in Ontario is
paid for through the Interim Federal Health Program (IFHP) for 12 months after which they
transfer to the Ontario Health Insurance Plan (OHIP) (Government of Ontario, 2018). Ottawa,
the nation’s capital, has a long legacy of supporting refugees, and after mounting a large
community effort they were able to accept 1,112 Syrian refugees (Carriere, 2016).

The initial research in Canada on the health of Syrian refugees focused on preparing for their
arrival by assessing for communicable diseases, anticipating their health needs, and focusing on
chronic health conditions (Hansen et al., 2016; Hansen & Huston, 2016; Oda et al., 2017; Pottie
et al., 2018). As of 2021, there has been minimal research on the SRH needs of Syrian refugees
in Canada; the research that has been done focuses mainly on maternal health and avoids topics
such as contraception, abortion, or sexual health, topics that are often ignored in migrant
women’s reproductive health research (Gagnon & Redden, 2016).

Prior to the arrival of Syrian refugees, the SRH research on immigrant and refugee women in
Ontario identified access challenges related to language barriers, gender dynamics,
misconceptions or lack of knowledge about contraception, lack of access to culturally sensitive
interpreters and providers, and women’s autonomy in decision making (Newbold & Willinsky,
2009; Redwood-Campbell et al., 2008; Wiebe, 2013). A refugee health clinic in Toronto found
that 26.8% of women had unmet contraceptive needs (Aptekman et al., 2014) and in 2011, a
clinical guideline was created for immigrant and refugee health in Ontario, which emphasized
the importance of immediately screening for contraceptive needs (Pottie et al., 2011).

In Canada, the maternal health research on Syrian refugees indicates that Syrian women faced
challenges with maternal depression and accessing mental health services (Ahmed et al., 2017).
Health care providers for pregnant Syrian refugees identified issues with language barriers,
cultural differences in medical practices, managing traditional gender dynamics, and navigating
the health care system (Winn et al., 2018). In Toronto, Ontario, researchers found that Syrian
refugee women face language and social disconnection barriers to accessing health care services,
experience chronic health issues exacerbated by trauma, have unmet expectations of health care
in Canada, and desire more gender-appropriate services (Guruge et al., 2018). In Ottawa,
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contraception was in the top five assessment diagnoses for Syrian refugees in 2016, shortly after
their arrival (Darwish & Muldoon, 2020).

Although efforts have been made to research Syrian refugees’ health in Ontario and Ottawa,
Syrian women’s voices have been minimal and an exploration into their experiences accessing
SRH care is absent. This study aims to fill this gap in the literature and explore Syrian refugee
women’s experiences accessing SRH services in Ottawa, Ontario, with the intent of identifying
barriers to comprehensive care and offering insight for health care providers on the unique SRH
needs of this population.

2. Methods

For this multi-methods qualitative study, from July to December 2019, we conducted 17 in-depth
interviews with Syrian refugee women and 12 interviews with key informants living in Ottawa,
Ontario. We recruited self-identified Syrian refugee women if they were between the ages of 15-
45, immigrated to Canada on/after November 4, 2015, reside in Ottawa, Ontario at the time of
the interviews, had received any form of SRH care, and were sufficiently fluent in Arabic,
English, or French to complete an interview. We recruited key informants who provide health
and social services to Syrian women in the Ottawa community.

2.1 Recruitment

We recruited our participants using a community-based multi-modal strategy including
connecting with and advertising through community health organizations (CHCs), refugee
organizations, various health care clinics, Arab community centers, and community housing for
refugees. We also posted ads on social media, engaged in early participant referral, and utilized
key informants (see below) to advertise within their networks. We distributed advertisements in
Arabic, English, and French. Once we made contact with a participant, we confirmed eligibility,
emailed the consent form, and booked an interview time that was convenient for the participant.

We recruited key informants by reaching out to organizations in the Ottawa community that
provide health services to Syrian refugees and sending email invitations to participate in an
interview. In addition to using publicly available information and personal networks, we used
early participant referral and asked all key informants if they had recommendations on potential
candidates for an interview.

2.2 Data collection

LC, a master’s student in the Interdisciplinary Health Sciences program at the University of
Ottawa and a registered nurse, conducted all of the interviews. For interviews in Arabic, we
worked with a PhD student in the same research group who served as an interpreter. Interviews
lasted on average 60 minutes and we conducted them in-person or over the phone. AMF, a
medical anthropologist and medical doctor, who has extensive research experience in the field of
SRH for refugee populations and in the Middle East and North Africa, provided guidance
throughout the study.

Interviews with Syrian women began with questions about the participant’s demographics and

immigration experience. The next section focused on the participant’s SRH health history
including her experiences with contraception, abortion, maternal health services, and cervical

28



cancer screening prior to immigrating to Canada, including in Syria and after displacement. We
then explored the women’s knowledge of and attitudes toward SRH. Finally, we focused on the
participant’s experiences in Ontario, and specifically in Ottawa, with SRH services and asked all
participants to reflect on how these services could be improved. Key informant interviews began
with gathering basic information about the participant’s role in Syrian women’s SRH. We then
explored their experiences of providing care, counselling, and/or working with Syrian women.
The interviews focused on perceived facilitators and barriers to providing quality SRH care to
Syrian refugee women.

With consent from the participants, we audio-recorded all interviews and took notes throughout.
A formal memoing process took place immediately after each interview to identify themes and
reflect on positionality. For the Arabic-language interviews, LC and the interpreter would memo
together. We offered the Syrian women a CAD40 gift card to Shoppers Drug Mart.

2.3 Data analysis

Data analysis began during data collection and was an iterative process. Members of the research
team transcribed all audio-recordings in their entirety and translated Arabic-language interviews
into English. The field notes and memoing helped us to reflect continuously reflect on the
content of the interviews, address subjective influences, and identify themes that emerged during
the data collection process. These analytic techniques helped us to determine when we had
reached thematic saturation (Clarke & Braun, 2012). After 14 interviews with Syrian women we
believed we had reached thematic saturation; we conducted three additional interviews as
confirmation.

We used ATLAS.ti software to manage our data and LC developed a codebook using a priori
(pre-determined) codes from the interview guide, literature review, and research questions. We
then used inductive reasoning throughout the analysis process and derived several emergent
codes from the interview content (Saldafia, 2009). We conducted a multi-phase analysis of
content and themes. We initially analyzed the two study components separated; we integrated the
results from the interviews with Syrian women and key informants in final analytic phase,
paying specific attention to concordance and discordance.

The University of Ottawa Research Ethics board approved this study. In the results section we
will use illustrative quotes from participants to highlight the three main themes from this
research related to Syrian women’s experiences utilizing SRH health services. We masked or
redacted all identifying information and use pseudonyms for all participants.

3. Results

3.1 Participant characteristics

The 17 Syrian women we interviewed were between the ages of 18 and 41 years old. The
majority of participants were married (n=12) or widowed (n=3). Over half of the women were
married before the age of 18 (n=9). Most of our participants had children (n=15), with the
majority having three or more children (n=13). Our participants were mainly government
sponsored refugees (n=12). Before their arrival to Canada, our participants sought refuge in
Jordan (n=10), Turkey (n=3), Lebanon (n=2), and Iraq (n=1). We provide more detailed
demographic information for the Syrian women in our study in Table 1.
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All of our 12 key informants worked with Syrian refugee women in Ottawa, and most were
direct health service providers (n=10). These providers were nurse practitioners (n=3), family
physicians (n=2), registered nurses (n=2), a midwife, a dietician, a psychotherapist, a
resettlement worker, and a health care administrator. Our key informants mainly came from
organizations that were tailored to refugees such as CHCs, family health teams (FHTs), and
resettlement agencies. A few worked in private practices and had personal motivations that led
them to care for Syrian women, such as being a refugee themselves or speaking Arabic. Our key
informants had a wealth of refugee health knowledge and many had been involved in the
preparation and planning for the arrival of Syrian refugees to Canada in 2015.

3.2 Syrian women refugees have strong preferences for characteristics of their sexual and
reproductive health care providers

Participants reflected differently on SRH care providers in comparison to general health care
providers, and frequently asserted that it was either mandatory or highly preferred that their
provider was a woman and preferably Arabic-speaking. Although an Arabic-speaking woman
provider was most preferred, participants repeatedly noted they would choose gender over
language. Syrian women’s reasoning behind preference for a woman provider involved personal
comfort. Some participants also cited compliance with religious conventions as a reason for
wanting a woman practitioner; other participants specifically stated that requiring patient-
provider gender-alignment was a misinterpretation of Islam.

The Syrian women we interviewed felt that their request for a woman provider was well
respected and accommodated for in Ottawa. Mina, aged 25 explained, “They always make sure —
they always ask you the first things first, would you like a female or male?” However, a few of
our participants did have to advocate more insistently for a woman provider.

Giving birth in hospital was the greatest challenge to ensuring a woman provider because the
gender of on-call staff and learners could not be predicted. Participants’ reactions to this
uncertainty ranged from understanding and acceptance, to distress and discomfort. Ayla, aged
33, gave birth in the hospital and described her experience, “When she told me about a group and
men may come in, I said ‘I wish I didn’t get pregnant. How can men come in? How will I
deliver?’”

Both Syrian women and key informants discussed how the gender of interpreters also affected
SRH care. Marwa, aged 29, was having an intrauterine device (IUD) inserted and had a male
interpreter for her appointment. Marwa describes the procedure,

I was embarrassed a little. He [the interpreter] was behind the curtain when they put it in,
telling me to move, lift my leg, and so on. It’s normal, but I was embarrassed. Like he
wasn’t looking, only talking...I was honestly embarrassed. I wished for a woman.

A concern expressed by key informants was that constantly referring Syrian women to a woman
provider for SRH needs could delay and affect continuity of care. Even with these concerns our
key informants were very supportive of Syrian women’s preferred provider characteristics. A
man nurse practitioner at a CHC explained,
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I think that in general women prefer to have reproductive health knowledge from other
women and especially women that speak their language. If there’s cultural and language
concordance I think that that actually improves people’s understanding and uptake.

3.3 Syrian women struggled to adjust to differences in care during the perinatal period
Overwhelmingly, our participants reflected positively on the clinical and medical care that they
received in Ottawa, but they struggled with the social and cultural norms surrounding delivery.
Yasmine, age 33, gave birth in Ottawa and reflected on her experience,

The treatment is elegant; the doctors are very respectful. I used to tell the nurse that was
responsible for me that she was like an angel. But, in Syria, we’re used to the mother and
the sister being there; [ was scared on my own. What will I face there?

The majority of the women we interviewed echoed Yasmine’s compliments and fears. They
found delivery in the hospital isolating and without the robust family and community supports
they are used to in Syria. Many of the women we interviewed were either separated from their
families or had lost them in the conflict.

Language barriers added to their feelings of fear and isolation. When in the hospital giving birth,
Syrian women did not have access to an interpreter for their entire stay, which led to
miscommunication and the inability to express one’s self. Dalal, age 30, described her
experience with a Caesarean section,

When I first gave birth, [the physician] spoke to me in English. So, I spoke to him in
English because I did not have anybody. After he took all my information, and prepared
me for the surgery, an Arab guy came to help me with [interpretation]. He asked if
needed help and I said yeah because I did not know what was going on. He asked, ‘what
are you doing here?’ I said delivery. He told me, ‘no you’re doing tube tying.’ I told him
I'm not coming for that. I came for delivery.

Dalal had spoken to the physician in English, even though she was not proficient in the language,
because there was no interpreter present. She then ended up being unaware that she had
consented to tubal ligation after her Caesarean section.

Many of our participants also expressed being overwhelmed as a newcomer by the expectations
of perinatal care in Canada. Elham, age 41, explained,

Here in Canada, [for pregnancy], a lot of appointments, a lot appointments, a lot of
appointments. [ don’t drive, so I go [on the] bus for everything. So they are very, very
nice doctors but a lot of blood tests, a lot of ultrasounds, a lot of appointments.

Several participants also expressed perplexity around medical paradigms that they were not

accustomed to. Alaa, age 33, said “Treatment and medicine are different here, like I had to sign
to give permission for a blood transfusion and they asked me how I would like to deliver...like in
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water?”. Key informants noticed this confusion when trying to explain confidentiality to Syrian
women, especially in relation to SRH issues.

Finally, the postpartum period was challenging for our participants who had given birth in
Canada because they were used to extensive community support for several weeks after delivery.
Wafaa explained, “I don't have anybody here. Just me, my kids and husband. And my neighbors,
thank God.” Living in communities with other Syrian refugees was an essential facilitator to our
participants’ wellbeing in the perinatal period.

3.4 Baseline contraception knowledge is low and preferences are culturally shaped, so
counselling needs to be different

Most of our key informants emphasized that Syrian women’s baseline knowledge of
contraception was significantly lower than most Canadian-born individuals. Although our Syrian
participants did not have Canadian-born referents, the Syrian women we interviewed explained
that SRH is not taught in Syrian schools and almost all of our participants did not learn that
contraception existed until after the birth of their first child. Marwa explained what normally
happened in Syria, “After I gave birth I started knowing [about contraception]. I went to the
doctor and [she] gave me a lecture and started telling us.” Key informants explained that Syrian
women from rural communities usually had even less knowledge of and access to contraception
that their urban counterparts.

Many of our participants had misconceptions related to contraception use. A main concern being
that contraception could cause infertility, specifically if started before the birth of the first child.
Mina, our only participant who was married without children explained her experience accessing
contraception counselling in Ottawa,

I was a little bit afraid because it was my first experience and the cultural background tells
you that — here's the ignorance part — people think that having taken [oral contraceptive pills]
for a few years will affect your fertility. It took a lot of courage for me to actually get going
and keep going. [My doctor] really explained to me how they work and that it won’t affect
anything for my health as well.

Due to fear from misconceptions, Syria women had trouble being consistent with contraception
use, and needed extra encouragement from their providers during contraception counselling. Our
participants were specifically very hesitant when it came to hormonal forms of contraception,
most notably oral contraceptive pills (OCPs). Their main concerns were the side effects such as
weight gain, mood changes, fatigue, and lack of menstruation. A few participants did try OCPs
because it was often the first suggestion by their health care provider, but most did not continue
use for long which resulted in unwanted pregnancies. Fatin describes her perception of OCPs,
“[T[he pills would make women angry, so I didn’t take it for the sake of my kids and my
family.”

Our key informants also noted these challenges when providing contraception counselling to

Syrian women. A family physician, who often received referrals for contraception counselling
with Syrian women, said, “the counselling for a lot of these women is inadequate.”
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4. Discussion

Syrian refugee women’s barriers to accessing comprehensive SRH care in Ottawa, Ontario is
impacted by several factors related to being a newcomer, cultural norms, and health system
inequities. Our participants clearly expressed that provider characteristics, most notably gender
and proficiency in Arabic, are very important to Syrian women accessing SRH services.
Perinatal research in Canada has shown that immigrant women are used to women providers for
maternal health and found it challenging in Canada to receive this care from men (Brar et al.,
2009). Research on Syrian refugee women in Toronto indicated that gender of the interpreter was
also a barrier to accessing health care (Guruge et al., 2018). Although health care providers in
our study were concerned that referrals made to accommodate these preferences could delay care
and impact continuity of care, a systematic review in Australia showed that accommodating
preferences for providers can significantly impact the uptake of SRH services among culturally
and linguistically diverse women (Mengesha et al., 2016). Supporting more Arabic-speaking
women to seek careers in health care and interpretation services would be an ideal way to ensure
Syrian refugee women are receiving the comprehensive SRH care they desire.

Immigrants and refugees are generally very satisfied with the maternal health care they receive in
Global North countries, but face challenges adjusting to the different maternal health
expectations, while coping with minimal social support and difficulties navigating unfamiliar
health care systems (Boerleider et al., 2013). One way some of our participants mitigated these
challenges was by connecting with other Syrian refugee women that were living in
neighbourhoods and buildings mainly populated by Syrian families. A Canadian scoping review
indicates that community engagement, spousal relations, and self-care are critical for immigrant
women to have positive maternal health outcomes, and recommend a multidimensional approach
to maternal health, including targeted prenatal support groups for immigrant populations
(Khanlou et al., 2017). Expanding these efforts to include a range of SRH issues may be
warranted.

Childbirth is a vulnerable time for women and our participants faced heightened vulnerability
due to insufficient interpretation services while in the hospital coupled with the loss of power
when communicating through an interpreter. This combination resulted in several Syrian women
not being able to advocate for themselves in the delivery room and intensified feelings of fear
and isolation during an already stressful life event. As highlighted by our key informants, there
are insufficient Arabic-speaking women providers and interpreters in Ottawa. According to
Boerleider and colleagues, provision of care in women’s native language is the most important
facilitator for accessing SRH services (2013), but securing funding for professional interpretation
services has been problematic in Ontario communities for decades (Newbold et al., 2013).

Research from Canada and globally show that there is often an unmet need for contraception
among refugee populations after resettlement (Aptekman et al., 2014; Chan et al., 2018; Guruge
et al., 2018; Inci et al., 2020). In our study, we found that Syrian refugee women have knowledge
gaps and misconceptions and health care providers were unprepared to conduct culturally-
informed contraceptive counselling. Our result echo findings from other Canadian studies that
indicate that fears and misconceptions, specifically around hormonal forms of contraception,
lead to unmet contraceptive needs in newcomer populations (Wiebe, 2013). In Ontario,
immigrants and refugees often express that there are gaps in their SRH knowledge and
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consequentially struggle to understand health teaching during appointments; and when they seek
out information they cannot find educational classes that start at their baseline level of
knowledge (Maticka-Tyndale et al., 2007; Newbold & Willinsky, 2009).

The International Federation of Gynecologists and Obstetricians recently released an article
calling out the minimal research and training on cultural competency when providing SRH care
to migrant and refugee women (Endler et al., 2020). Clearly, contraception counselling needs to
be more targeted and culturally informed for Syrian refugee women in Ottawa, and it would be
important to inquire about their knowledge, attitudes, and behaviours before proceeding with
counselling. Our participants also desired tailored educational opportunities to learn about SRH
with other Syrians or culturally similar women.

Over the last several decades Ottawa, and Canada more broadly, has championed accepting
refugees (Carriere, 2016) and the research on refugee women'’s health continues to recommend
that cultural competency and interpretation services need to be permanently integrated into the
health care system (Higginbottom et al., 2015; Redwood-Campbell et al., 2008; Zivot et al.,
2020). When the Canadian government accepted Syrian refugees in 2015, they committed to
only 12 months of funding, and once again there has been no permanent financial support
established, especially for costly interpretation services. More recent research proposes a team-
based approach to mitigate Syrian refugee women’s barriers to SRH care (Winn et al., 2018),
such as supporting CHCs, facilities that have increased access to interpretations services, and
often a more diverse range of providers. CHCs in Ottawa advocate for refugees and try to
support Syrian women’s needs, but they have limited capacity due to the increased volume,
budget cuts, and private practices refusing to accept refugee families. Finally, when Syrian
refugees arrived clinical guidelines were quickly established by researchers and practitioners
(Pottie et al., 2018), but SRH care was largely ignored and there has yet to be a culturally
informed clinical care guideline created for Syrian refugee women’s SRH in Ontario.

4.1 Limitations

This qualitative research study is able to give voice to Syrian refugee women’s attitudes,
behaviours, and experiences accessing SRH care in Ottawa. However, these results are not
generalizable to other groups of refugees, and although experiences may be similar, they are not
generalizable to Syrian refugees living in other Ontario communities. We did have a variety of
income and education levels in our participants, but only one unmarried participant. For future
research, studies in other Ontario cities that accepted Syrian refugees could be conducted to
compare experiences. Finally, our study team did not include any members from Syria or from
the Syrian refugee community in Ottawa. Although members of the study team reflected on their
positionalities throughout the life of the project, these positionalities undoubtedly influence our
interpretation.

4.2 Conclusions

It is clear that Syrian refugee women face barriers when accessing SRH services in Ottawa,
Ontario. These challenges were intricately connected to being a newcomer and the vulnerability
associated with accessing and receiving SRH care. Syrian women’s experiences coupled with
insights from their health care providers indicated a significant need for cultural
competency/humility training within Ontario’s health care system, more Arabic-speaking women
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providers, increased funding for interpretation services, and culturally tailored SRH educational
opportunities.
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Table 1: Characteristics of Syrian refugee women participants in our study (N=17)

Characteristic
Age during study period
18-25
26-35
35-41
Number of children during study period
0
1-2
3-4
5-6
Marital Status
Unmarried
Married
Widowed
Separated
Age at marriage
14-16
17-19
20+
ND
Refugee status
Government assisted refugee (GAR)
Privately sponsored refugee (PSR)
Country of displacement
Jordan
Lebanon
Turkey
Iraq
ND
Language interview conducted in
Arabic
English

n
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Abstract

Background: The Syrian civil war has displaced more than 11 million people, 20% of whom are
women between the ages of 18 and 59. Canada has welcomed 40,081 Syrian refugees since
2015. The majority of Syrian women that arrived were mothers. We explored Syrian women’s
experiences with and connections between maternal health, mental health, and motherhood since
immigrating to Ottawa, Canada.

Methods: We conducted a multi-methods qualitative study that involved 17 in-depth interviews
with Syrian refugee women and 12 key informants living in Ottawa, Ontario. The interviews
explored Syrian women’s sexual and reproductive health experiences, which included
discussions on maternal health and motherhood as a newcomer. We analyzed our interviews for
content and themes using inductive and deductive techniques.

Results: The Syrian women we interviewed reported that their maternal health was highly
impacted by previous traumatic experiences of pregnancy and delivery in countries of
displacement. They also found motherhood in Canada to be stressful due to social isolation,
cultural differences, and heightened responsibilities. Our interviews with both Syrian women and
key informants indicated that Syrian refugee women in Ottawa have unmet need for postpartum
mental health support.

Conclusions: The maternal health experiences of Syrian refugee mothers show a clear need to
prioritize this populations’ mental health, mainly by increasing their social supports, especially
from those within their community. It is also crucial that maternal health care providers
understand the context that Syrian women have come from to guide their care in a trauma- and
culturally-informed manner.
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1. Introduction

The Syrian civil war displaced more than 11 million people; over 6 million now reside in
countries outside of Syria in both refugee camps and urban and rural areas (UNHCR,
Government of Turkey, 2020). Nearly 20% of Syrian refugees are women between the ages of
18 and 59 (UNHCR, Government of Turkey, 2020) and their sexual and reproductive health
(SRH) has been highly affected by displacement and resettlement. Since November 4, 2015,
Canada has welcomed 40,081 Syrian refugees and they have resettled in 36 cities across the
country (Government of Canada, 2017a). Canada’s capital, Ottawa, Ontario, has accepted 1,112
Syrian refugees and is well known for championing refugee resettlement initiatives (Carriere,
2016). The majority of Syrian women that arrived in Canada were already mothers (Government
of Canada, 2017a) and many have gone on to have subsequent children.

Researchers interviewed Syrian women living in Aleppo just before the Syrian civil war began
and they found that women perceived their communities and neighbourhoods to be crucial
factors in their health and well-being (Ahmad et al., 2019). Another study conducted pre-conflict
indicated that Arab women throughout the Middle East, including Syria, were experiencing high
rates of postpartum depression which was associated with lack of support, experiences of
violence, increased expectations of motherhood, and patriarchal kinship (Yount & Smith, 2012).
This backdrop gives insight into the health challenges Syrian women may face in both
displacement and resettling in a new country.

According the United Nation Population Fund (UNFPA), gender-based violence towards
displaced Syrian women and girls is a major issue (Saadallah & Baker, 2016). Further, there is
an emerging trend of obstetric violence which appears to disproportionately affect refugee
women seeking care in neighboring countries (Heidari & Moreno, 2016). One study in Lebanon
found that the majority of Syrian women (64.6%) who had experienced conflict related violence
and non-partner sexual violence chose to not seek medical care for reproductive health issues
(Masterson et al., 2014).

There have been two research studies conducted on Syrian women’s experiences of maternal
health care in Canada. One focused on health care professionals’ barriers to providing maternal
health services (Winn et al., 2018) and the other looked at Syrian refugee women’s maternal
depression (Ahmed et al., 2017). The latter found that half of the participants had depression and
anxiety symptoms (Ahmed et al., 2017). More recently, Guruge and colleagues engaged with 58
Syrian women in multiple focus group discussions throughout the Greater Toronto Area looking
at their access to health care. Their research highlighted that Syrian women faced many chronic
health issues exacerbated by trauma from the conflict, faced significant language and system
barriers, and had unmet expectations of health care in Canada; the researchers also briefly
touched on the need for gender-appropriate services for reproductive health (Guruge et al.,
2018).

Several studies in Canada comparing the maternal health of migrant women to Canadian-born
women indicate that migrant women report higher levels of postpartum depression (PPD) and are
at greater risk of having psychosocial issues missed by the health care system (Gagnon,
Dougherty, et al., 2013; Kingston et al., 2011). Urindwanayo and colleagues identified that
immigrant women in Canada face increased maternal mental health issues due to structural
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barriers in the health care system, including the lack of culturally competent care/cultural
humility, lack of social support, and poverty (Urindwanayo, 2018). A potential reason that PPD
is so prevalent in refugee populations could lie in flawed psychiatric evaluations (Brown-Bowers
et al., 2015). Brown-Bowers and colleagues (2015) investigated this within the Canadian context
and propose:

The sociopolitical location of refugee and asylum-seeking women during pre-migration
and post-migration is central to their experience of birthing and motherhood. Our
understanding of their postpartum distress depends upon the extent to which we consider
this sociopolitical matrix. (p. 321)

A Canadian scoping review highlighted that there are no clinical guidelines on maternal health
care for immigrant women in Canada (Khanlou et al., 2017). We conducted our study to explore
Syrian refugee women’s experiences of SRH services in Ottawa, Ontario. During the interviews
and subsequent analysis, the connection between Syrian women’s experiences of maternal health
and their perceptions of motherhood and mental health as a newcomer to Canada emerged as a
prominent and unexpected theme. In this article, we explore these important intersections and
describe the three main themes we identified from the maternal health domain of this study.

2. Methods

In 2019, we conducted a multi-methods qualitative study that involved in-depth interviews with
17 Syrian refugee women and 12 key informants living in Ottawa, Ontario. To be eligible to
participate self-identified Syrian refugee women between the ages of 15-45 needed to have
immigrated to Canada on/after November 4, 2016, reside in Ottawa at the time of the interview,
and received any form of SRH services in Ontario. All key informants had experience providing
services to Syrian refugee women in the Ottawa area.

2.1 Recruitment

We used a community-based multi-modal recruitment strategy and posted ads on/in social
media, health care clinics, refugee organizations, community housing for refugees, and religious
institutions. We then utilized early participant referral and our key informants’ connections to
obtain more participants. We distributed all advertisements in English, French, and Arabic. To
recruit key informants, we reached out to several key health centers and organizations in Ottawa
that support refugees. We then sent formal email invitations to potential participants and after
each interview asked them to connect us with colleagues they think would be appropriate to
participant in this study. For all interested participants we confirmed eligibility, sent consent
forms via email, and scheduled an interview for a mutually convenient time.

2.2 Data collection

We conducted the in-depth interviews with the Syrian women in English and/or Arabic; they
lasted approximately 60 minutes. The study coordinator, LC, a master’s student and registered
nurse conducted all of the interviews for both study components. An Arabic-speaking member of
our broader research group served as an interpreter for the Arabic-language interviews. AMF, a
medical doctor and medical anthropologist with a doctorate in Middle Eastern Studies, provided
guidance throughout the data collection and analysis process. We audio-recorded all interviews
with participants’ consent and took field notes throughout.

44



We used a semi-structured interview guide with open-ended questions for all interviews. For the
Syrian women each interview began by obtaining background information and demographics,
such as age, education level, family composition, and immigration journey. We then moved on to
inquiries about their SRH histories. In the main component of the interview, we asked women to
share and compare their experiences accessing and receiving SRH services in Syria, in
displacement, and in Ontario. We focused on maternal health, contraception, abortion, and
cervical cancer screening, but women could discuss any SRH experiences they thought relevant.
Finally, we asked all participants how SRH services could be improved for Syrian refugee
women living in Ottawa. Each participant received a CADA40 gift card to Shoppers Drug Mart.

The key informant interviews began with participants outlining their professional backgrounds
and the services and/or care they provided to Syrian refugee women in Ottawa. Throughout the
interviews we focused on facilitators and barriers to providing quality SRH care to Syrian
women. We did not compensate key informants.

2.3 Data analysis

Data analysis began during data collection and was an iterative process. Formal memoing was a
critical part of the analytic plan and occurred immediately after each interview to address
positionality, identify and mitigate subjectivities, and begin identifying themes. Members of the
research team, including LC, RH, and ZE transcribed each interview; RH and ZE translated
Arabic-language interviews into English. The audio recordings, transcripts, memos, and field
notes comprise the data for this study.

We created a codebook specifically for this study using a priori (pre-determined) codes based on
a review of the literature and the interview guide. Throughout the analysis process, we identified
several emergent codes, specifically around motherhood and mental health. We managed our
data using ATLAS.ti software and LC led the analysis of interviews from both study components
for content and themes (Clarke & Braun, 2012). For the in-depth interviews with Syrian refugee
women, we suspected we had reached thematic saturation on our main research questions after
14 interviews; we conducted three additional interviews to confirm our findings. For key
informants, we wanted to obtain a range of perspectives. However, common themes emerged
early on in the data collection process. We initially analyzed the in-depth interviews and key
informant interviews separately; in the final analytic phase we brought the two study components
together with an eye toward identifying concordance and discordance.

2.4 Ethical considerations

The Social Sciences and Humanities Research Ethics Board of the University of Ottawa
approved this study. We have removed or masked all personally identifying information of
participants. We use pseudonyms for our in-depth interview participants.

3. Results

3.1 Participant characteristics

Over a four-month period in 2019, we conducted interviews with 17 self-identified Syrian
refugee women; they ranged in age from 18 to 41. Most participants were government assisted
refugees (n=12) and the remaining were privately sponsored refugees (n=5). The majority of our
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participants after being displaced from Syria lived in Jordan (n=10), followed by Turkey (n=3),
Lebanon (n=2), and Iraq (n=1). Overwhelmingly our participants were married or had been
married (n=16), and around half were married before the age of 18 (n=9). Almost all our
participants had children (n=15), with the majority (n=13) having three or more at the time of the
interview. Our participants reflected a range of education and socioeconomic levels.

Our 12 key informants all worked closely with Syrian refugee women in their professional
practices; given the focus of our study most worked in a health care setting. Our key informants
comprised nurse practitioners (n=3), family physicians (n=2), registered nurses (n=2), a midwife,
a dietician, a psychotherapist, a resettlement worker, and a health care administrator. The
majority had expert knowledge of refugee health and were involved in community efforts to
prepare for Syrian refugees in Ottawa.

3.2 Syrian women have experienced traumatic maternal health care due to conflict and
displacement

Syrian women in our study who had accessed maternal health services in countries of refuge
described experiences of discrimination and abuse that were deeply traumatizing. Almost all
participants spoke about how unwelcomed their pregnancies were when they lived as refugees in
displacement settings. Dalal, age 30, who fled her Syrian home in the night after it was bombed,
ended up in Jordan and she explained what is was like being pregnant while living there: “They
do not like Syrian women getting pregnant and delivering. Because they think we came as
refugees meaning we’re not allowed to get pregnant.”

Not only did the women we interview face discrimination and verbal abuse while accessing
maternal health services, several of them also faced physical abuse and neglect from health care
professionals. Fatin, age 29, described her Cesarean section:

In Turkey, especially those who give natural births, they hit them. They used to give
women a really hard time during birth, they hate Syrians. The surgery was fine, but they
wouldn’t listen to me when I told them I was in pain. They would tell me I was fine.

When asked about giving birth in Syria, most of the women we spoke with described their pre-
conflict experiences with nostalgia and fond memories. Several women gave birth in the midst of
the conflict and faced extremely precarious and traumatizing situations. Yasmine, age 33,
described her birth in Syria after the onset of the conflict:

I gave birth in miserable conditions. There was shooting [at us] and the birthing
began...My husband told [the border guard] that my wife is giving birth and I want to
take her to the hospital. They said take her out but we’re not responsible if someone
shoots you. I remained in pain until 5 at dawn and my mother-in-law said she'd birth me.
We had to sterilize the tools, boiling water on gas. I gave birth with a flashlight, [there
wasn’t] electricity.

Despite these maternal health experiences, several of the Syrian women in our study described a
strong desire to have another child that they often referred to as a “Canadian baby”. One of our
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key informants, a nurse practitioner, conceptualized this observation in the context of the trauma
Syrian women experienced. She explained:

This one individual that we have, that we still see here, has gone through so much
trauma. Has lost kids to war. Has had kids in the past that she had to abandon for
whatever reason and so having a kid is therapeutic for her because... it’s the guilt, she is
recovering from that guilt. And it could be bringing her joy and helping her forget about
the past.

When asked about their experiences with maternal health care in Canada, many Syrian women
were just grateful that they were receiving care that was not abusive. However, several of our
key informants felt that because Syrians were “easily pleased”, providers were not delving into
deeper issues. One family physician summed it up, “People are not doing culturally appropriate
and trauma-informed reproductive health histories.”

3.3 Syrian mothers experienced high levels of isolation and stress raising children in Ottawa
According to our participants, Syrian women are used to being surrounded by robust community
and family support, especially when pregnant, in the postpartum period, and childrearing. When
asked about their maternal health, the Syrian women we interviewed often talked about the
challenges they faced raising their children in Canada and how the stress of this impacted their
maternal health. Syrian women felt isolated in their homes in Ottawa without their communities
and those feelings were especially heightened during the winter months.

Syrian women often had to be at home because they were the caregivers for their children and
could not afford daycare. This resulted in missing out on many of the support programs offered
by the government in the first year after arrival. Nadja, age 29 and a privately sponsored refugee,
described her first year in Canada:

In the beginning it was very hard to meet new people. They speak [a] different language
and different life, and everything is different. I am alone with six children and everybody
is young. It is hard in the beginning but I met my sponsors, my friends, and they helped
me a lot to understand how the life is here. They teach me how to speak English because
the first year I didn’t go to school, because of my daughter. She is with me at home.”

Strong female familial relationships were central to Syrian women’s maternal health and
conceptualization of motherhood, but many of the women we spoke to had to leave behind
mothers, mother-in-laws, sisters, and women cousins. This amplified their sense of isolation and
left them with no one to turn to for questions or guidance. Elham, age 41, was a widow as a
result of her husband being kidnapped and killed in Syria. She fled Syria with her mother and
young children, but Canada was unable to accept her mother for immigration. She was pregnant
at the time of the interview and explained how challenging it was without her mother:

So that’s why being here, it’s very nice, but very difficult because of my mom. I have a
friend but it’s not, it’s not the...it’s not like your family. With the one I’'m pregnant with
right now, it’s a high-risk pregnancy. So having two kids at the age that they move and
stuff. It’s like you need somebody, but it’s just difficult. It’s hard.
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Syrian women described high levels of stress with childrearing in Canada. Some of the stress
was related to isolation and lack of support. However, the women we interviewed also explained
that they felt child rearing in Canada came with an unreasonable amount of responsibility placed
upon mothers by society. Wafaa, age 32, described her perception of the concept of motherhood
in Canada as a Syrian refugee,

Life is good here. But you feel it's sometimes hard...there's more responsibility here. You
feel like [children] need more care and attention. In terms of school, studying, and the
rules here. [In Syria], you don't feel these rules. You feel like life is easier there.

3.4 Postpartum mental health needs to be prioritized amongst Syrian refugee women

From the Syrian women we interviewed, two explicitly expressed that they were struggling with
post-partum depression and an additional four women experienced general mental health issues.
They attributed most of their mental health issues to the trauma experienced during the conflict
and displacement, which was exacerbated by the isolation and stress of adjusting to life in
Canada. Elham, age 41, said this when asked about her reproductive health:

It’s just being in Syria and problems, like I said, stress and anxiety, they are the worst.
They will either make you good health if you have good experience and bad health if you
have bad experience in your life. And me, a lot of bad experience from my husband
passing away, from my mother-in-law not being here to help me, and by not having my
family. By not knowing a lot of people, coming to a new country and place from what
you are used to. That just brought my reproductive health down.”

One participant very openly disclosed her struggles with postpartum depression after she gave
birth in Canada. Dalal described in her own words what it felt like:

I gave birth in October and the winter came with it. | was suffocated. | kept thinking |
will be alone and stayed home without school. | was alone at home. | was tired.

She reached out to her family physician and they gave her a prescription for anti-depressants, but
her husband picked up the prescription for her: “He went to the pharmacist [who] was also Arab.
He told my husband that he does not recommend this medication because, ‘she is fat and it will
make her even fatter, and secondly, she will remain 15 days until she can get off it.””” After this
interaction, Dalal’s husband refused to get the medication.

Participants described living in communities with other Syrians in Ottawa as very supportive
toward mental well-being. However, our participants still struggled with being separated from
immediate family. Alya, age 33, had five young children and when asked about her social
supports she said:

I have my neighbors I love, the Syrians. We are all Syrians here and love each other, but

some stuff you cannot talk about to your neighbor, or friend. It has to be with your sister.
I can't say everything.
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One of our key informants, a psychologist, echoed this concern in the context of postpartum
depression she noticed in her patients. She explained, “I wouldn’t call it postpartum depression
because I think it’s just the lack of support that they are used to having, because neighbours are
not the same as having your whole family around you for 40 days [postpartum].”

Another key informant, a dietician, elucidated further on Syrian women during the perinatal
period and why they may not be getting the support they need. She said, “So prenatally um, and
postnatally, they are...I get a sense...it’s not that I get a sense, I do see that the women will
always put the needs of their family first, food wise and everything else.”

4. Discussion

Syrian refugee women have come to Canada with experiences and expectations of socio-cultural
norms that undoubtedly affect their maternal health, mental health, and role as mothers. A report
by Immigration, Refugees and Citizenship Canada evaluated the first year after the Syrian
refugee resettlement and noted that Syrian refugees, especially government assisted refugees,
had significantly more complex health needs, specifically related to trauma, than anticipated and
this had not been properly communicated to the organizations and health care professionals
preparing for their arrival (Government of Canada, 2017b). Canada’s lack of preparation to
support Syrian’s mental health, and the disproportional effect on Syrian mothers, is surprising
because there is an abundance of research on the higher rates of maternal depression in migrant
populations (Ahmed et al., 2017; Hynie, 2018; Khanlou et al., 2017). Additionally, two reports
by the UNFPA looking at the needs of Syrian women and girls conceptualized the crucial
relationship between violence, mental, and reproductive health, and called out the need to
integrate these areas in any primary health care response (Baker, 2014; Saadallah & Baker,
2016).

To begin to understand how Syrian women prioritize their maternal well-being and experiences
of motherhood in Canada, it is important to understand the judgements they faced before their
arrival and while in displacement. One researcher who looked at the “restrained motherhood” of
Syrian refugee women living in Lebanon described her observations:

The state adopts and perpetuates a xenophobic and reductive narrative that paints a
picture of reckless, negligent, promiscuous, immoral, uncalculating, and broken women,
who have fallen too far from the virtue of motherhood, while actively neglecting and
dismissing the sexual and reproductive health needs and conditions of Syrian refugee
women. (Yasmine & Moughalian, 2016).

Studies from Jordan and Lebanon report high rates of PPD, upwards of 50%, amongst Syrian
women and call out the immediate need to screen and better support childbearing Syrians
(Mohammad et al., 2018; Stevenson et al., 2019). This evidence supports our findings and
highlights again the need to prioritize Syrian women’s maternal mental health. Indeed, if Syrian
women were already having these challenges in displacement, it should have been anticipated
that the rates of PPD would only increase when immigrating to a country that is not culturally
similar to Syria and where Arabic is not an official language.
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A Canadian critical review on refugees’ mental health after resettlement challenges providers to
not just focus on “pre-migration factors” such as the conflict and displacement, but recognize the
important role of “post-migration factors” such as social isolation, language skills, and
discrimination (Hynie, 2018). These “post-migration factors” fall in line with our Syrian
mothers’ stressors while living in Canada and should be addressed along with the trauma of their
“pre-migration factors” to comprehensively manage their maternal mental health needs.

One review in the United Kingdom posited that up to 42% of migrant women face PPD,
compared to 10-15% of native-born women, and propose that all migrant women should be
considered high-risk for PPD (Collins et al., 2011). The common risk factors they outlined were
similar to our findings: stressful life events, lack of social support, and cultural adjustment
(Collins et al., 2011).

Finally, a book funded by the Canadian government to review the Syrian Refugee Resettlement
project, has a chapter entitled “Stress in Refugee Resettlement: Syrian Mothers’ Strains and
Buffers during Early Integration” (Milkie et al., 2020). The authors explained that a chapter was
dedicated to this topic because refugee mothers are often neglected in research and their well-
being impacts entire families, especially children (Milkie et al., 2020). They found from their
research, “A first-and-foremost stressor for Syrian mothers was the huge loss of a home,
neighbourhood, extended family, and country that they felt fundamental to mothering.” (p. 135)

4.1 Implications for policy and practice

Most Syrian refugees have lived in Canada for several years and their immediate health needs
have largely been attended to. The Canadian health care system now needs to turn its attention to
their less “obvious” needs and focus on the broader social struggles Syrian’s are facing adjusting
to life in Canada. Those working with Syrian refugees need to consider how important a strong
community is to their well-being, and especially raising a family. Creating more opportunities
for Syrian mothers to connect with each other is critical to them finding empathy and support
from those who understand their journey; this falls in line with the recommendations from Milkie
and colleagues on “buffers” to Syrian mothers’ stressors (Milkie et al., 2020). Advocacy for
prenatal and mother-baby support groups of individuals in “similar circumstances” is one
potential avenue for support, although advertising campaigns would be critical because
immigrant women are far less likely to attend these types of groups than Canadian-born women
(Higginbottom et al., 2015).

From our research and other Canadian studies it is clear that there is a need for improved cultural
competency/cultural humility training for maternal health care providers, especially in
identifying different ways refugee women present with maternal mental health issues
(Higginbottom et al., 2015). A review from the United Kingdom recommended that practitioners
screen for isolation, social supports, and recent stress from a culturally sensitive lens to detect
more cases of PPD in migrant women (Collins et al., 2011). Educational workshops for health
care providers are needed to teach them about Syrian women’s pre-migration stressors such as
obstetrical violence, discrimination toward pregnancy, and the massive loss of family and
community, as well as their post-migration stressors of social isolation, stigma, and language
barriers. Finally, these educational and advocacy efforts need to highlight the complex
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intersections that exist between mental health, motherhood, and maternal health for newcomers
to Canada.

4.2 Limitations

This study is a starting off point for further research on Syrian refugee women’s experiences
with maternal health and motherhood in Canada. We conducted this small-scale qualitative study
in Canada’s capital city and it is not generalizable. However, we are confident that our findings
would be transferable beyond Syrian refugee women living in Ottawa.

4.3 Conclusions

While trying to be a mother in Canada, Syrian women carry with them experiences of trauma,
abuse, displacement, the absence of family, and unaddressed mental health issues. It is clear from
our Syrian women participants and key informants that more attention needs to be paid to Syrian
refugee women’s maternal mental health and more needs to be done to support them to adjust to
the stressors of motherhood in Canada. This support needs to be trauma-informed and culturally
resonant. Syrian mothers have given up so much of themselves to put their families first, it is
important that the health system prioritizes taking care of them.
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Chapter 5: Discussion

There are clear themes that have emerged from this study indicating that Syrian refugee
women living in the Ottawa area face complex challenges when it comes to their sexual and
reproductive health and utilization of services. The in-depth interviews with Syrian women and
interviews with key informants highlight that these factors stem from Syrian women’s past
experiences and cultural context, Canada’s health care response to Syrian refugees, and Syrian
mothers adjusting to the expectations of Canadian culture. This final chapter integrates the
results of the two articles and explores broader themes. It will outline the priority issues for
Syrian refugee women’s SRH and suggest improvements to services and supports in Ottawa.
Finally, the chapter will discuss future directions for research, limitations to this study, a

reflection on the author’s positionality, a statement of contribution, and a conclusion.

5.1 Integration of results

When comparing the two articles written for this study, one investigates pragmatic health
system barriers and facilitators that Syrian women experienced when accessing SRH services as
a newcomer to Ottawa. The second article takes a more in-depth look into how Syrian women
perceive their own SRH, which ultimately most women described through their experiences of
maternal health and motherhood. Although very different foci, the articles have some
overarching themes that tie them together: SRH educational opportunities were not culturally
sensitive to the baseline knowledge and needs of Syrian women; Syrian women desired to
receive care, education, and support from/with other women in their community; and past

experiences of trauma, gender-based violence, increased expectations of motherhood, and
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leaving behind family have left Syrian women with many unaddressed maternal mental health

1ssues.

5.1.1 Gender-based violence and gaps in SRH knowledge

Prior to arriving to Canada, when Syrian women were displaced from the conflict,
gender-based violence was on the rise including early marriage, intimate partner violence, sexual
assault, and obstetric violence, and it had detrimental effects on Syrian women’s access to and
knowledge of SRH care (Heidari & Moreno, 2016; Masterson et al., 2014; Saadallah & Baker,
2016). It was evident from this study that Syrian refugee women in Ottawa had gaps in their
knowledge of SRH. Our participants were the first to admit these gaps existed, and expressed a
desire to have more SRH knowledge for themselves and their children. Many of the women we
interviewed identified that their lack of knowledge was the result of marriage at an early age, a
lack of SRH education in Syrian schools, and SRH being a culturally taboo topic.

More than half (n=9) of our participants were married before the age of 18 and most
participants disclosed that they had almost no knowledge of SRH before marriage. Although it
has been a difficult statistic to evaluate, an article that combined all the available reports
estimated approximately a 10% increase in early marriage — marriage under the age of 18 — and
attributed it to the added stressors of the Syrian conflict (Sieverding et al., 2020). El Arab and
Sagbakken indicate that the increase in early marriage after the Syrian conflict was a result of
factors such as economics, protection and safety, honour, and tradition (El1 Arab & Sagbakken,
2019). They then go on to outline the repercussions of early marriage on reproductive health,
such as minimal SRH knowledge, lack of access to education, and lack of agency, which resulted

in young women having poor access to SRH services (El Arab & Sagbakken, 2019). Nearly half
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of our participants (n=8) were very adamant that since they now live in Canada their daughters
will not get married until they are at least 18, and they wanted them to have more SRH
knowledge before marriage than they had. This is echoed in a qualitative study from Jordan
where Syrian refugee women were generally against early marriage, but also understood the
societal pressures that perpetuated it (Cherri et al., 2017). Early marriage and its consequences
on SRH affected our participants’ access to and knowledge of SRH services in Ottawa, and is an
important factor for health care providers to consider when providing SRH counselling.
Additionally, knowing that Syrian mothers want their daughters to have more SRH knowledge
before marriage creates an ideal opportunity for the health care system to respond to this need.
In combination with early marriage, other forms of gender-based violence such as
intimate partner violence (IPV) have increased for Syrian refugee women as a result of conflict
and displacement (Usta & Masterson, 2012). After fleeing Syria, many women lived in
precarious conditions and stayed in violent relationships because they were fearful that reporting
or leaving would put them in even more dire circumstances (Heidari & Moreno, 2016). In
Ottawa, Syrian women are still in those relationships and are now living in a new country where
they do not speak the language or understand the systems, which further compels them to stay
with their partners. Two of our participants spoke directly about physical violence they
experienced within their marriages and many more recalled stories from friends and family who
experienced IPV. Our key informants indicated that IPV was anecdotally more prevalent
amongst their Syrian refugee patients. An observational study using the 2012 Jordan Population
and Family Health Survey concluded that women who married as minors and experienced I[PV

had an 87% increased odds of unmet contraceptive needs (Clark et al., 2017). IPV prevents
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women from seeking SRH knowledge and care (Heidari & Moreno, 2016), thereby exacerbating
the SRH knowledge gap that already exists for this population.

There is an emerging global trend of obstetric violence that disproportionately affects
refugee women seeking obstetrical care while living in another country (Heidari & Moreno,
2016). Several of the Syrian women in our study that had given birth while in displacement
(n=6) described detailed stories of abuse, neglect, discriminatory remarks, and denial of
analgesic during labour and delivery in hospital. Our participants expressed extreme fear of
giving birth in their countries of displacement and some sought out unsafe abortions and/or
contraception they could not afford to avoid a birth. Experiences of obstetric violence will
undoubtedly have an effect on trust of SRH care providers, and a study in Lebanon found that the
majority of Syrian women (64.6%) who had experienced conflict related violence and non-
partner sexual violence chose to not seek medical care for reproductive health issues (Masterson
etal., 2014).

Sexual and reproductive health education and preventing gender-based violence are
intimately linked. UNFPA “believes that every Syrian woman and girl has the right to have
access to affordable reproductive health care and be effectively protected from gender-based
violence”, and health care providers play a major role in accomplishing this goal (Saadallah &
Baker, 2016, p. 2). In Ontario, health care providers need to be educated on the context of
gender-based violence that Syrian refugee women experience and understand how this will
impact their utilization of SRH care, ability to process SRH education, and reception of the care

that is provided.

5.1.2 Maternal mental health and trauma
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Outlined in Chapter 4 and from the research provided above, it is clear that Syrian
refugee women have experienced multiple forms and layers of trauma in their lives. Our
participants’ experiences of trauma, which impacted many aspects of their SRH, are intimately
linked to gender-based violence, conflict, displacement, and immigration. One area of SRH that
our participants especially highlighted as being affected by trauma was their maternal mental
health. In total six participants discussed explicitly how their mental health, especially in the
context of motherhood, has suffered. Two of our participants were clinically diagnosed with
postpartum depression (PPD). Studies from Jordan and Lebanon report high rates of PPD,
upwards of 50%, amongst Syrian women and call out for the immediate need to screen and better
support childbearing Syrians (Mohammad et al., 2018; Stevenson et al., 2019).

In the MENA region, mental health is relatively stigmatized and there is often low mental
health literacy (Elyamani et al., 2021; Zolezzi et al., 2018). Our key informants spoke about the
challenges of breaking through these barriers around mental health with their Syrian patients.
Ahmed and colleagues conducted a qualitative study assessing maternal depression in Syrian
refugee women from Saskatchewan and discovered that most Syrian women did not have the
knowledge and vocabulary to describe their mental health symptoms and would often state they
were bored or tired, rather than depressed (Ahmed et al., 2017). Our key informants similarly
noticed that Syrian women would somaticize their depression and frequently present with vague
complaints of chronic pain; only after several visits did providers realize that they were actually
struggling with their mental health.

In Canada, when comparing the maternal mental health of migrant to Canadian-born
women research indicates that migrant women report higher levels of PPD, yet they are at greater

risk of having psychosocial issues missed by the health care system due to providers not
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understanding different cultural presentations of mental distress (Gagnon, Dougherty, et al.,
2013; Kingston et al., 2011). Urindwanayo and colleagues identified that immigrant women in
Canada face increased maternal mental health issues due to structural barriers in the health care
system such as lack of cultural competency, but the main contributing factors are usually social
isolation and poverty (Urindwanayo, 2018). Additionally, Higginbottom and colleagues, from a
systematic review, identified other potential causes of PPD for immigrant women such as,
negative experiences with health care providers, increase in childcare demands, lack of
opportunity to share feelings, and lack of recognition and diagnosis (Higginbottom et al., 2015).

Loss of home, family, and social supports were noted by our participants and are cited in
the research as the main sources of grief for Syrian mothers in Canada, who felt they could not
provide adequate “mothering” without these essential connections (Milkie et al., 2020; Zivot et
al., 2020). A critical review conducted in Canada investigated refugees mental health after
resettlement, and challenged providers to look beyond “pre-migration factors” such as trauma
from conflict and displacement, but recognize the important role of “post-migration factors” such
as social isolation, language skills, and discrimination (Hynie, 2018).

Finally, a critical health psychology perspective suggests that PPD is so prevalent in
Canadian refugee populations because of misguided psychiatric evaluations (Brown-Bowers et
al., 2015). They propose:

The sociopolitical location of refugee and asylum-seeking women during pre-migration

and post-migration is central to their experience of birthing and motherhood. Our

understanding of their postpartum distress depends upon the extent to which we consider

this sociopolitical matrix. (p. 321)
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5.1.3 Adjusting to a different health care system and SRH culture

Accessing SRH care tends to be a vulnerable experience for most individuals, and being a
newcomer from a country with a significantly different language and culture, would only make
the experience more daunting. The Syrian women and key informants we interviewed identified
many system and cultural challenges that impeded access to SRH care. Some of the barriers were
more concrete such as wait times, increased volume of required appointments, and
transportation/navigation difficulties. They also identified more abstract and psychosocial
barriers such as adjusting to privacy/confidentially norms, expectations around maternal health,
and a drastically different culture around SRH in general.

A health care system adjustment that our participants found immensely frustrating was
the referral system. In Syria’s health care system, to see a specialist provider it is not necessary
to see a general practitioner for a referral, and one can just book an appointment directly with a
specialist. In Canada, to see a specialized provider you have to see a general practitioner first,
and then they decide if a referral to a specialized provider is necessary; one cannot self-refer. A
Canadian study investigated Syrian refugees self-reported unmet health care needs, and among
the top two most frequent unmet needs was seeing a specialist (39.3%) (Tuck et al., 2019). When
it came to SRH care, our participants did not understand why they needed to see their general
practitioner first before seeing an obstetrician gynecologist (OB/GYN). Two participants waited
over a year to get an appointment with an OB/GYN to have an IUD/IUS inserted and then ended
up getting pregnant during this time.

When it came to prenatal care, our participants described the Canadian health care system
as very cumbersome, including volume of appointments, transportation to appointments, and

lack of childcare. When comparing their perinatal experiences to living in Syria our participants
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explained that there were far fewer appointments, their communities/neighbours would take care
of their children, and they did not have to travel in cold weather. A large retrospective study in
Sweden comparing refugee women’s maternal health to Sweden-born women showed that
refugee women were at higher risk of poor self-reported maternal health, gestational diabetes,
still births, preterm delivery, and low birth weight (Liu et al., 2019). They explained that in
Sweden refugees immediately have full rights to maternal health care, but concluded that equal
rights were not sufficient to guarantee equal access (Liu et al., 2019). A Canadian literature
review reported that immigrants face barriers to accessing maternal health care including lack of
information and awareness of services, insufficient supports to access services, and ‘discordant
expectations’ between patients and their service providers (Higginbottom et al., 2015).
Discordant expectations were mentioned by several of our participants. Due to the two-tiered
nature of the Syrian health care system, our participants who had accessed the private system
were accustomed to requesting something of their health care provider and receiving it
immediately without hesitation. This was not the case in their interactions with Canadian
providers and Syrian women often left their appointments feeling very unsatisfied and unsure
why the appointment was necessary.

Postnatal care was also problematic, our participants explained that in Syria women are
used to staying at home and being cared for by their families and communities for several
months after giving birth. In Canada you are expected to have frequent check-ups for both infant
and mother starting the first week after giving birth. Prior to the conflict, the majority of Syrian
women had prenatal care (71.9%), but the 2001 Syrian Family Survey indicated that only 29.9%
of Syrian women received postnatal care (Bashour & Abdulsalam, 2005). The unfamiliarity with

postnatal care could explain why our participants found Canada’s extensive postnatal care
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schedule to be overwhelming. Moreover, as newcomers to Canada there are many other factors
that affect Syrian women’s ability to prioritize postnatal care,

[Postpartum immigrant women] are required to cope concurrently with migration

stressors and new parenthood, both contributing to higher levels of loneliness and stress

that is further exacerbated by time restrictions for financial support, prolonged family
reunification processes, and uncoordinated government services that serve the postnatal

period. (Khanlou et al., 2017, p.8)

The concept of confidentially and privacy was explored with our participants as a
potential barrier to accessing SRH services. Our participants overall had high levels of trust in
Canadian health care providers and believed they would adhere to Canada’s strict privacy rules,
especially when they compared it to their previous experiences in displacement and/or in Syria.
This sentiment is echoed by a qualitative study on postpartum depression amongst Syrian
refugees in Saskatchewan, in which some women expressed concern about people in their
community discovering they were seeking help for a mental illness, but they felt strongly that
privacy concerns were far less of an issue in Canada than in other MENA countries, and did not
consider this to be a significant barrier to SRH care (Ahmed et al., 2017). Key informants
provided a different perspective on confidentiality/privacy with this population. They often
wanted to have private conversations with Syrian women, specifically around SRH, but struggled
to do so because their husbands or children often interpreted for them and if they used an
interpreter that was a man, their husband would insist on being in the room. A Syrian study
indicated that 13% of Syrian women did not use contraception due to their husband’s
disapproval, and 27% of women stated their husband was the final decision maker for

contraception use (Roudi-Fahimi et al., 2012). As discussed in Chapter 3, the importance of

62



having more Arabic speaking women healthcare providers cannot be understated when it comes

to ensuring privacy for SRH care.

5.1.4 Insufficient access to culturally and linguistically tailored SRH information and services

Accessing culturally and linguistically tailored SRH information was noted by Syrian
women and key informants in our study to be a significant challenge. Syrian women held many
SRH misconceptions and sought out most of their SRH information through informal networks
in own community, usually because this was the cultural norm, but also sometimes because they
could not find other sources in Arabic. Barriers to accessing other sources of information were
most commonly related to language, and further many participants felt that most SRH
educational opportunities did not meet them at their baseline level of knowledge and did not
address the beliefs they held about SRH.

As described in Chapter 3, most Syrian women had misconceptions about contraception
and relied heavily on SRH information from familial matriarchal relationships. A qualitative
study in Lebanon found that adolescent girls experienced anxiety and fear when they first
menstruated due to inadequate SRH information (El Ayoubi et al., 2021). They also noted
discordance between young women relying mainly on their mothers for SRH information yet
mothers being very reluctant to speak about SRH to their daughters (El Ayoubi et al., 2021). This
mirrors the experiences of many of our participants. A few of our participants disclosed that they
were told very little from their mothers about what to expect on their wedding night and several
believed their husband would kiss them and they would become pregnant. This can further
explain why they felt that the available SRH educational opportunities in Ontario were above

their baseline level of knowledge.
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When further investigating misconceptions, many of our participants knew their SRH
knowledge was incorrect, but still struggled to dispel long held cultural fears, specifically the
fear that contraception could make you infertile. In Ontario, immigrants and refugees often
express that there are gaps in their SRH knowledge and consequentially struggle to understand
health teaching during appointments (Maticka-Tyndale et al., 2007; Newbold & Willinsky,
2009). These gaps in knowledge lead to fears and misconceptions, specifically around hormonal
forms of contraception, which results in high levels of unmet contraceptive needs amongst
newcomer populations in Canada (Wiebe, 2013). Most of the available SRH information for
adults in Ontario often functions under the assumption that everyone had SRH education while in
elementary and high school. Further, it would not specifically address certain misconceptions
that Syrian women may hold because they are not common beliefs in Canadian culture. Having
linguistically and culturally tailored SRH educational classes or resources was something our
participants and key informants expressed a strong desire for.

Lastly, having a language barrier was mentioned most by our participants as one of the
main barriers to accessing SRH information and services. In the primary health care setting,
where most SRH care occurs, Pottie and colleagues found that increased interpretation services
and communication support had the highest impact on improving care for refugees (Pottie et al.,
2014). Interpretation services and language classes for Syrian refugees were available in their
first year of arrival to Canada, but the Syrian Outcomes Report noted that many Syrian mothers
were not able to take advantage of these services in the first year because of insufficient
childcare and this resulted in husbands often being the only family member sent to the classes

(Immigration, Refugees and Citizenship Canada, 2019). Refugee women’s health is
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disproportionately impacted by their language deficit, especially when it comes to SRH care.
Zivot and colleagues explain:
[W]omen are often required to take their children, partners, or family members along
with them to medical appointments to act as translators. This practice may affect consent,
confidentiality, and transparency, particularly when seeking services or information for
issues that may be personal or stigmatized such as sexual and reproductive health, sexual

or gender-based violence, or mental health (Zivot et al., 2020, p.13).

5.2 Suggestions for improving SRH services for Syrian women

Our study has identified several barriers that Syrian refugee women face when accessing
and receiving SRH services in Ottawa, Ontario. These barriers are physical, psychosocial, and
cultural, and all intersect to make SRH care inequitable for this vulnerable population.
Inadequate access to interpretation services, especially after the first year in Canada, was the
most significant barrier to SRH that our participants and key informants identified, and the
evidence shows that Syrian women were disproportionately affected by the lack of language
services and it is clear they needed interpretation support past the first year of resettlement
(Immigration, Refugees and Citizenship Canada, 2019). Our key informants stressed that when it
comes to healthcare, and specifically SRH care which requires a heightened level of
confidentially, interpretation services should not have a time limit for funding and need to
always be provided to make sure that information is understood fully without the need for
familial interpreters.

Our key informants expressed a need for more cultural competency training for health
care providers, especially in regards to SRH care for Syrian refugee women to understand better

their beliefs, misconceptions, and origins of knowledge. Endler and colleagues, with support

65



from the International Federation of Gynecologists and Obstetricians (FIGO), wrote an article
outlining how international guidelines and recommendations have a ‘willful indifference’
towards the SRH needs of refugee populations and have for the most part failed at the provision
of care for this population (Endler et al., 2020). FIGO has created several initiatives to improve
medical school curriculum and residency training for obstetrical gynecologists that include
human rights and bioethics curriculum, as well to advocate that these programs be included in
the international minimum requirements for OB/GYN education (Endler et al., 2020). When
using a trauma-informed lens it is important to teach cultural humility, which moves beyond
cultural competency and encourages health care providers to celebrate cultural identities without
having to understand all aspects of a certain culture (Kimberg & Wheeler, 2019). It also asks the
provider to recognize the power and privilege dynamics associated within cultures and then
understand that culture will significantly affect how patients interact with the health care system
(Kimberg & Wheeler, 2019). In our study, it was mainly nurse practitioners managing the SRH
care of Syrian refugees in Ottawa because of their utilization within CHCs. Due to their
prevalence as providers for newcomers, it would be very pertinent that nurse practitioner
education include increased cultural competency/humility training, especially in relation to
newcomer populations.

The intersections between maternal health, motherhood, and mental health for Syrian
refugee women dominated the interview discussions in this study and ended up being a very
strong emergent finding. It was clear from our participants that feeling supported in motherhood
as a newcomer was essential to having optimal maternal health. Ahmed and colleagues found
that a protective factor for Syrian refugees’ maternal health in Saskatchewan was strong social

supports with an emphasis on emotional support around the time of birth, and suggested
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interventions such as gendered and culturally tailored support programs (Ahmed et al., 2017).
The results of an ethnographic study in Canada recommended population interventions to
improve migrant women’s maternal-child health, and social inclusion interventions such as
support groups with other newcomers were identified as major sources of resilience (Gagnon et
al., 2013). Our participants also identified having Syrian neighbours as a critical part of their
maternal health culture, and fortunately Ottawa did place the majority of GARs in
neighbourhoods together.

When considering the importance of social support groups, our participants spoke about
the desire to have SRH educational classes or prenatal classes with other Syrian women. Some of
the more highly educated Syrian women we talked to said they were very interested in
facilitating these groups and felt that traditional prenatal classes through local health units did not
address the specific needs or beliefs of Syrian women. Torres and colleagues analyzed the use of
independent “multicultural health brokers” for perinatal care of immigrants in Alberta (Torres et
al., 2013). These health brokers, or essentially community health workers, were able to offer
linguistically and culturally informed care, not available within the traditional health care system,
and that was empathetic to the broader issues faced by newcomers (Torres et al., 2013). This is
an idea that could be implemented in Ontario to provide more tailored and accessible maternal
health care to Syrian women.

An overarching tenant of providing health care to any population is that it be trauma-
informed, but this is specifically relevant to Syrian refugee women due to the inordinate amount
of trauma they have faced. Trauma-informed care firstly recognizes the prevalence of trauma in
any community and then uses a strength-based approach that prioritizes the feeling of safety for

the patient and provider (Kimberg & Wheeler, 2019). The San Francisco department of public
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health outlines the principles and competencies of trauma-informed care as “trauma
understanding, cultural humility and responsiveness, safety and stability, compassion and
dependability, collaboration and empowerment, resilience and recovery” (Loomis, 2014, p. 4).
Providing this type of care to Syrian refugee women is especially critical when it comes to their
SRH because many of them faced trauma when accessing this type of care in countries of
displacement. Kimberg and Wheeler (2019) dedicated a chapter in their textbook to trauma-
informed maternity care which explains the importance of being flexible and supportive of the
mother’s desires for her birth.

So far when looking at the initiatives to mitigate the barriers that Syrian refugee women
face when accessing SRH care, it appears that they need to be community-based and involve
Syrian refugees as central stakeholders. Veronis describes the successful work of Ottawa’s Local
Immigration Partnership (OLIP) which was an initiative by the federal government in 2008
(Veronis, 2019). Local immigration partnerships’ mandate is “supporting and enhancing
settlement service provision and coordination through a community-based, collaborative, and
intersectoral approach” (Veronis, 2019, p. 393). OLIP was able to coordinate with CHC’s and
create the Ottawa Newcomer Health Center (ONHC) which was a key participant in our study
and was accessed by many of the Syrian women we interviewed. The ONHC had a well-laid out
plan for refugee’s health assessment that always included a ‘well woman visit’, as assessment
that specifically addresses SRH needs which are historically neglected upon resettlement. CHC’s
often have a wide variety of health care providers, creating more choice of practitioner, and their
flexible funding allows for access to more services including interpretation services. This model
of care is optimal for refugees, but unfortunately when talking with our key informants at the

ONHC and other CHCs, every year it is a battle to maintain funding, especially for interpretation
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services. The Ontario government needs to recognize the importance of and increase funding to
community-based health care organizations which are critical for refugees to receive

comprehensive and accessible health care that addresses all their needs, including SRH care.

5.3 Significance and future directions

This research represents the first primary data collection study in Ontario on the SRH
needs of Syrian refugee women, and the first study in Canada that focuses on more than maternal
health. This study is also unique in that it combined the voices of both Syrian women, often
excluded in the current research, and key informants who provide SRH care to Syrian women in
Ottawa. The findings for this study will help fill the gap in the literature and can act as a starting
point to investigate the SRH needs of Syrian women living in other regions of Canada.

We have three main strategies to disseminate this research. The first is publishing both
journal articles that comprise Chapter 3 and 4 of this manuscript in peer-reviewed journals. The
second is by disseminating a report to health care providers using our key informants. This report
will give a brief overview of the gaps in SRH care for Syrian women in Ottawa and suggestions
for improvements to care. This dissemination step is critical because we know that frontline
workers do not always engage in academic literature and need more accessible avenues. Finally,
we will present this research at academic and practitioner conferences both locally and
nationally. The content from Chapter 3 has already been presented at the Interdisciplinary
Student Research Conference on Healthcare (ISRCH) at the University of Ottawa and accepted
for an oral presentation at the Integrating Sex and Gender in Health Research Symposium at the

University of Ottawa.
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5.4 Limitations

There were several limitations to this study. Initially, during recruitment, we connected
with very few Syrian women and as we predicted, establishing trust in their community was
essential to our successful recruitment. We were able to prove our trustworthiness through the
support of one of our key informants who was a midwife that almost exclusively catered to
Syrian women in Ottawa. Once she connected us with a few Syrian women and they talked
amongst their own networks they decided we could be trusted. After that we had no shortage of
interest in study participation. We had a goal of 20 participants, but we reached thematic
saturation after 14 interviews and already had 3 more interviews scheduled that we completed for
a total of 17 interviews.

After our challenges of initial recruitment in Ottawa and issues with availability of an
interpreter, we were not able to repeat this study in London, Ontario, as we had planned to. We
were hoping to compare the results of Syrian women living in Ottawa to those living in London.
This does impact the transferability of this research and the ability to triangulate results. It is
recommended that future studies with more resources interview Syrian refugee women from
various communities in Ontario to compare and contrast their experiences.

Another limitation was the level of heterogeneity of our participants. Fortunately, our
participants’ socioeconomic status and education levels relatively varied. We had participants
with no education past Grade 8 to participants with graduate level education. We had a
somewhat reasonable mix of GARs (12) to PSRs (5), although it would have been beneficial to
have more PSR interviews. Our main drawback was that we conducted only one interview with
an unmarried participant and therefore were not able to gain adequate insight on the challenges

this subsection of Syrian women face when accessing SRH care in Ottawa. We were also unable
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to recruit an obstetrician gynecologist from the Ottawa area for a key informant interview, which
would have added more nuanced SRH insights.

This small-scale qualitative master’s thesis study is able to give voice to Syrian refugee
women’s attitudes, behaviours, and experiences when accessing SRH care in Ottawa, but these
results are not generalizable to other groups of refugees, and although experiences may be
similar, they are not generalizable to Syrian refugees living in other Ontario communities.
However, we are confident that the themes we identified are valuable and meaningful, and likely

are somewhat transferable to other communities in Ontario.

5.5 Positionality and reflexivity

When conducting qualitative research, the experiences of the researcher can greatly affect
the results. An important process in qualitative research is acknowledging and addressing one’s
positionality through reflexivity practices. Positionality is intersectional and shaped by our racial,
ethnic, and gendered experiences, and additionally as a researcher, our position of power and
privilege (Muhammad et al., 2015). These positionalities affect our decision-making in research,
knowledge creation, and representation of participants voices (Muhammad et al., 2015). For a
study such as this, when addressing researcher positionality in the context of race and culture,
Milner recommends four practices for reflexivity: researching the self, researching the self in
relation to others, engaging in reflection and representation, and shifting from self to system
(Milner, 2007).

Throughout this research project I actively participated in reflexive memoing to engage
with my intersectional positionalities. I worked personally on acknowledging my racial and

cultural biases while reaching out to my Arab colleagues and supervisor for guidance to make
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sure that I was understanding the cultural context of interviews and relaying it correctly through
my writing. That being said, the heightened aptitudes that come with being an insider cannot be
fully replicated, Muhammad and colleagues write, “Indigenous insiders may more easily hear
hidden voices with their shared emotional connections, therefore being able to move beyond
‘ventriloquy’ to contextualize the research” (Muhammad et al., 2015, p. 14).

Although I engaged in many practices to acknowledge my positionality and bias, I found
my positionality to be the most challenging aspect of this research. I am an Anglophone
Caucasian woman of European descent and I do not ethnically, religiously, or linguistically
identify with my participants. I learned an immense amount from the Syrian women I
interviewed and my colleagues, but I truly feel that someone with a closer cultural connection to
this population could have done more justice to this research. As a registered nurse, I do believe I
brought a unique perspective to this study that is valuable, but I will never be able to fully
empathize with my participants in a way that I believe would have been helpful for the

interpretation of the results.

5.6 Statement of contribution

I completed this study under the supervision of Dr. Angel M. Foster. It was completed in
partial fulfillment of the requirements for my Master of Interdisciplinary Health Science in the
Faculty of Health Sciences at the University of Ottawa. I conceptualized and designed this study,
created the study tools, conducted and transcribed — with interpretation and translation assistance
— the interviews, and wrote both journal manuscripts.

Dr. Angel M. Foster oversaw and reviewed all steps in the research process. She helped

me with the initial design of the project to make it feasible and culturally informed. She edited
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my research proposal and assisted with the REB approval process. Dr. Foster reviewed my
interview guide and codebook, as well as following along with interview data throughout data
collection. We connected regularly to review emerging themes and discuss my memoing.
Finally, she edited this document and helped me prepare both manuscripts for publication.

I prepared for this research project through my graduate courses, a qualitative research
workshop conducted by Dr. Foster, that taught me how to use ATLAS.ti, code for themes, and
interview skills. As part of our research team, we had weekly group meetings that explored the
different elements of qualitative research design, we learned about SRH in a research context,
and were exposed to other student’s research projects and ideas. Additionally, as part of my
directed study course, I was the Study Coordinator for a qualitative research study that
investigated access to mental health services for women living in violence against women
shelters. Personally, my experience as a registered nurse caring for Syrian refugee women’s SRH

needs in a primary health care setting was highly valuable.

5.7 Conclusion

Syrian refugees have lived in Canada in for over 5 years and although their most
immediate health needs have been well attended to, Syrian women are still facing several
complex barriers to accessing and receiving comprehensive SRH services. These challenges are
intertwined with being a newcomer and the vulnerabilities associated with accessing and
receiving SRH care. Understanding Syrian women’s perceptions and experiences of the barriers
they face is critical to creating SRH services that are equitable in the Ottawa area.

Syrian refugee women’s experiences coupled with insights from key informants

highlighted how Syrian women’s experiences of trauma, gender-based violence, loss of family
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and community, language barriers, and cultural preferences and traditions were all compounding
factors that created barriers to them accessing SRH services and also achieving SRH wellness.
Within Ottawa’s health system, there is a significant need for cultural competency
training, an increased pool of Arabic speaking woman providers, permanent and stable funding
for interpretation services, and culturally tailored SRH educational opportunities. Creating more
community-based opportunities for Syrian women to connect, teach and learn with each other,
and share their experiences of SRH is critical to them finding empathy, comfort, and support

from those who understand their journey.
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