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Subject and Methods: Six focus groups were conducted with 35 African and Brazilian women with low
income and living in Lisbon, chosen through purposive sampling. Content analysis was undertaken
through identification of themes and categories.
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Authors' Response to Reviewers' Comments

Dear Editor,

Thank you very much for considering to accept, after revision, our manuscript named
Immigrant women’s perceptions and experiences of health care services: Insights
from a Focus Group Study. We are grateful for the comments provided by the
reviewers; we believe that these improved very much our new version of the manuscript
and further clarified our thinking in this issue. We went through every comment and
here we present our review of the previous version, indicating the changes proposed.

Abstract

Regarding the suggestion “page 1, line 31: "most participants pointed...” (...) it should
be better to use the word "or" ["... legal issues, economic constraints, or health
professionals attitudes."], we changed the sentence as proposed by the reviewer.

Introduction

We recognize the importance of adding some general information about the situation of
immigration in Portugal. Therefore, we added in the Introduction section a description
of the proportion of immigrants and immigrant women in Portugal. Also, to better
clarify the choice of including in this study the two target groups, we referred that the
most representative immigrant women groups in Portugal are from Brazil and
Portuguese-speaking African countries. As regards the specific countries of origin of
African participants, we added this information in the section of Socio-demographic
characteristics of participants.

Taking into account the comments of the reviewers, we added a description of the
Portuguese policy and rights regarding access to health services. We agree that such
information certainly may be helpful for readers from outside Portugal.

We clarified the contribution of gender and migrant status to understanding differences
in vulnerability to health and access to health care. Simultaneously, we took into
account the comment of one reviewer who considered that in page 3, line 14, “this part
is redundant”. SO we revised this sentence. As suggested, references of quantitative
data on access and utilization of health care services of immigrants in Portugal were
added.

Methods and participants

We revised the Methods and participants section and, as one reviewer proposed,
described in more detail the sampling and mode of analysis of data. For better
clarification of the procedure, we explained that in collaboration with the research team,
several non governmental organizations, associations and social institutions working
with immigrant communities identified potential participants according to the inclusion
criteria (being from Brazil or Portuguese-speaking African countries, being 18-45 years
old and residing in Portugal for at least two years). Afterward, the research team
contacted these women in order to invite them to participate, to confirm inclusion
criteria, to present briefly the project and to inform about logistics of focus groups
(location, time, etc.). Women participated in the study according to their availability and
interest to participate. In order to ensure the participation in focus groups, several
telephone contacts were made to each participant, with a last contact made in the day
before the session. [This information was added in the manuscript]. The focus groups
were conducted with the participants who attended to the group sessions. Indeed, as one



of the reviewers underlined, each of the 3 groups with African participants comprised 6
or 7 women, and each of the 3 groups with Brazilian participants included 5 women.

As proposed by one reviewer, we revised the text and specified that informed consent
was obtained before group discussions, in page 5 line 7.

We do agree that it would be interesting to have information about the religion of
participants but unfortunately we did not collect data on this. Due to the sensitive nature
of religion-related questions we avoided exploring this issue in the focus groups as it is
often considered intrusive.

In relation to comment “Page 5, line 55: "Discussions ... between groups were
compared ...." Have there been any discussion between the groups (e. g. between
African and Brazilian immigrant groups)??, in fact there was no discussion between the
groups; we conducted 6 focus groups (3 with African women and 3 with Brazilian
women). In order to clarify the sentence in the manuscript, we revised it explaining that
firstly analyses focused on each focus group separately and then on the comparison
between Brazilian and African groups.

Results

The topic about “alternative medicine” was only slightly mentioned by participants in
the focus groups and we did not explore this in the sessions. So unfortunately it is not
possible to clarify such issues in this study as we did not collect information on what
kind of alternative medicine women were referring to. Although, it would be very
interesting to develop further research to better understand the use of alternative
medicine by women.

“Page 11, line 51 - 53: ". male health professionals have misinterpreted an offered
gesture of gratitude." What does it mean exactly? Do You mean sexual trouble??”.
Indeed, in group sessions several Brazilian women described episodes of sexual
discrimination experienced in Portugal, besides color-based discrimination.

As the reviewer pointed out (“Page 12, line 31 ) the sentence was said by an African
woman and not by a Brazilian, as mistakenly written. Thus it was amended in the
manuscript.

Discussion

Agreeing with the reviewers’ comments that “Many of the findings could also be true
for the host population in Portugal”, we look in the scarce literature in Portugal about
this topic and, in fact, the few studies conducted in Portugal with general population
show similar constraints, namely the complex procedures to make an appointment and
the long waiting time (Santos et al. 2007; Cabral et al. 2002). However, the findings of
our study suggest that these issues may have particular impact for immigrant women as
they frequently have poorer labour protection. In fact, participants stated that they have
full-time jobs with inflexible working hours and it is impossible for them to take a day
off from work. [This information was added in the manuscript].

In respect to the note “Of course quantitative representativeness cannot be achieved in
a study that aims to explore perceptions. Therefore a representative study for the
general immigrant population would not only be difficult to carry out but also would



not serve the same purpose”, we are totally in agreement with the reviewer. What we
meant was that our findings cannot be generalized once a purposive sampling was used,
but this, as the reviewer highlighted, is a characteristic of qualitative methodology.
Therefore we considered to remove the sentence in page 16.

We completely agree with the reviewer (“Diversity management and cultural sensitivity
are parts of the solution. But is an increasing of the utilization of the health system a
solution (page 17, line 12)?). Our results show that promotion of access and utilization
of health care services is important; however further efforts in other areas are needed,
like the promotion of cultural sensitivity and competence of health professionals.

We changed the text according to the reviewers’ suggestions: we removed the extra
spaces and the dot; we checked and changed the reference (indeed the author name in
both cases is Geiger HJ); in Page 22, line 31 (" disparities in access.") we corrected the
sentence and wrote “in” instead of “en”; and revised pages 8 and 15 for grammatical
and vocabulary improvement.

Yours sincerely,

Sénia Dias
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Introduction

The increasing number of immigrants in Europe poses new challenges to hosésount
on how to achieve better social integration for these populations (Eurostat 2006).

Recent data indicates that the proportion of women migrating to Europe has gaoding
becoming higher than men (United Nations 2005). In Portugal, the official datatathat
among immigrants - 6.1% of the total population - 45% is female (SEF 2008). Currently, the
countries of origin of the most representative immigrant women groups in Patadgadazil
and Portuguese-speaking African countries (SEF 2008).

Female migration has been recognized as an important challenge for pulthi@bea
increasing evidence points out that migration can adversely affect healtraht women
(UNFPA 2006; UNFPA/IOM 2006). When arriving in a new country, immigrants oftendac
different social, structural and cultural context which frequently expbses to risk factors with
impact in health status (Dias et al. 2008; Fennelly 2004). Although this applies to oéimdne
women, analysis from a gender perspective highlights that immigrant woeeroee likely to
be in socially disadvantaged situations as poverty, social exclusion, irragoianistrative
situation and poor social and labour protection, rendering them more vulnerable (LEcer et
2007; Pécoud and Guchteneire 2004).

Some researches report that the health risk is partly associated weh lBwcess and
utilization of health services (Politzer et al. 2001; Stronks et al. 2001). Studiegarttiaain
several host countries, even in those where access to health care is gillaranmggant women
do not regularly benefit of the health care services available and often amvaad by
services for information, prevention and treatment (Fennelly 2004; Goddard and Smith 2001;

Scheppers et al. 2006).
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The Portuguese Constitution establishes that all citizens — including iamtsigr have
the right to be attended in National Health Service (NHS) and in principleh lvaadt should be
available to every person according to need, irrespective of nationalitystagyed or any other
criterion. According to current legislation, persons without a NHS card (thidsewva
residency or work visa) or who do not pay social security must pay the full fagerfaces.
However, there are some exceptions: in case of a public health threat, childreb2ipelars of
age, pregnant women and recent mothers, users of family planning programs, yaémplo
registered at a job centre and their dependants, recipients of welfargsbemegindividuals with
legally recognized chronic diseases. Despite of the efforts undertaken, table\data indicate
that migrants residing in Portugal still face difficulties in acoesand utilizing health services
(Goncgalves et al. 2003; Machado et al. 2006). A recent study on health careartifmatng
immigrants in Portugal showed that 17.5% of female participants have never useddém®ates
(Dias et al. 2008).

Although immigrant women are more likely to utilize health care seriia@srhen due
to women'’s longer life span and reproductive health needs (Parslow et al. 2004)e thlsp a
more likely to postpone receiving health care because usually they have femerdi
resources to pay for health care (Jatrana and Crampton 2009; Ranji et al. 2007)u@ideer st
have reported that immigrant women often experience lower levels of educatearque
employment and irregular administrative status, which have been identifiediassba
accessing health care services (Grieco 2002; Marshall et al. 2005). In additiber, ge
inequalities related to social roles and cultural norms may limit womecéssto health care

(Lane and Cibula 2000).
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In summary, a growing body of research has acknowledging that utifizzithealth
services among immigrants is a product of a dynamic interaction betweeplenfaititors.

The increasing proportion of immigrant women worldwide, the reported bamiacsess
and utilization of health care services among this group and the lack of informatios@n the
issues suggest that deeper knowledge is needed. It is important to assess permepinns
and perceived needs concerning health care to better understand the challerfges they
accessing and using health care services. Research on access andrutfiregalth care
services of immigrants has based mainly on quantitative data (Dias et alVi28Ball et al.
2005; Stronks et al. 2001); lack of information on women'’s perspectives on these issues rema
Qualitative research may contribute to deeply understand immigrant womespsgeres on
health care services and explore cultural differences associated sghdbees (Green and
Thorogood 2004).

This study aimed to describe perceptions and experiences related to accedgzatmohuti

of health care services of African and Brazilian immigrant women in artu
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Methods and Participants
To deeply understand migrants’ perspectives on health care services, aivgialita
research method using focus group was chosen. Focus group is recognized as an important
technique for working in a diverse cultural setting, providing rich and valuablenafiom
(Culley et al. 2007). Furthermore, synergistic effects of the group sbtimgout ideas and

discussion that do not arise in individual interviews (Kidd and Parshall 2000).

Sampling and recruitment

Six focus groups were conducted with 35 immigrant women with low income living in
Lisbon, chosen through purposive sampling.

In collaboration with the research team, several non governmental organizations
associations and social institutions working with immigrant communities figeihpiotential
participants according to the following inclusion criteria: being fronziBoa Portuguese-
speaking African countries, being 18-45 years old and residing in Portugaldasiatwo years.
Afterward, the research team contacted these women in order to invite thenictpgtartto
confirm inclusion criteria, to present briefly the project and to inform about ilcg st focus
groups (location, time, etc.). Women participated in the study according to thiab#waand
interest to participate. In order to ensure the participation in focus groups) sefegtzone
contacts were made to each participant, with a last contact made in theataytthekession.

Three focus groups were conducted with each group (African and Brazilian).
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Procedure

At the beginning of each focus group session, participants were fully informedtiadout
purpose of the project, the procedure of data collection and how discussion would be conducted.
Participants were clearly told that they might choose not to participgtatat any moment
during the group session. Anonymity and confidentiality of data were guaramedeadfamed
and voluntary consent was obtained.

A semi-structured topic guide was used to conduct focus group sessions, covering all
relevant topics and allowing the discussion to flow naturally. Focus groupdaeéitated by a
member of the research team and a co-moderator acting as a non-participeverobsch
discussion was audio taped using a digital recorder to maximize dataionlkad help to
transcribe discussions for analysis. Field notes were taken to descrilgeenteemes and body
language of participants. Focus groups were conducted between May and June of 2008. Group
discussions lasted an average of one-and-a-half hour.

After group discussions, a questionnaire was applied for participants’ socagyagrhic
characterization; it included information about age, country of origin, nationatityigration
status, educational level, employment status and length of stay in Portugal.

The study was approved by the Ethical Committee of the Institute of Hygiene and

Tropical Medicine, New University of Lisbon.

Analysis of data
All discussions were transcribed, and transcripts were verified throughapeliot
recordings for accuracy. Data was analyzed according to content amatystdure commonly

used in qualitative methodology (Krueger and Casey 2000; Morgan 2002). The analysis began
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by reading through the transcripts and listening to the audio records, in orderify tdent
relevant ideas and concepts emerged in the group sessions. On the basis of tlettipérsa
initial categories were created that later evolved and changed eventterenalysis.
Afterward, two independent investigators coded and organized data according to these
categories. The opinions of participants on the different themes were anakingdito
account the group agreements and individual contributions. Coded transcripts wevedend
overall there was high agreement between researchers. In the few caseagveement was not
achieved, a discussion was held between all investigators to resolve incoressiénc
interpretation. Firstly, the analyses focused on each focus group separdttigmon the
comparison between African and Brazilian groups.

To maintain participants’ confidentiality, names of individuals and institutiare wot
included in transcripts and all participants are referred as either worpartioipants in this

article. Quotes were chosen to best illustrate the themes emerging teoamdbysis.
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Results

Socio-demographic characteristics of participants

Among participants, 20 were African and 15 were Brazilian (Table 1). Among the
African participants, nine were from Cape Verde, six from Angola, four BamTome and
Principe and one from Guinea. The mean age of African participants was 38.E65[2=68)
while Brazilian participants’ mean age was 30.9 years (SD=7.8).

Three African women and one Brazilian reported to have also Portuguese ngtionalit
Among the others, 13 African women and nine Brazilian reported to have legal stautb. dfe
stay in Portugal varied between 2 and 20 years, with most African women residingré than
10 years in Portugal while all Brazilian women resided for less than 1Q pdiacan
participants reported lower educational level when compared to Braziliagr@dtemajority of

participants (n=33) reported to be employed (18 African and 15 Brazilian women).

Findings of focus group discussions
The content analysis of discussions’ transcripts enabled to describeestiEnd practices
of participants with regard to access and utilization of health care sefimemain themes

emerged are highlighted below.

Patterns of use of health care services
Different patterns of health care services utilization were desctipedghout the focus
group discussions. Several women reported to use health care services in a praventive

regular way, emphasizing the importance of medical care through regulantapgrs. In
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contrast, some women mentioned that they only use health care services whenithdhare
use of health care services for sexual and reproductive health was also dibguysasicipants.
Despite recognizing the importance of medical guidance, several wortezhatzon-regular use
of health care services and uptake of clinical tests in this area. lrufaarfdrican women
described that they rarely attend family planning and prenatal care sefivaen’t attend

family planning, | don’t do that.” (African participant);l go to the doctor at four months of
pregnancy.” (African participant)Other participants also reported the non use of health care
services.

In the majority of focus group discussions, participants mentioned the use ofrdiffere
types of health care services, pointing out several reasons for their opust:df the times |
wait until my husband takes me to the hospital, so | can take all the exams that | needah (Afric
participant); “The assistance at the health centre is excellent (...) howettes hbspital,
honestly, I'm afraid (...) they aren’t so cautious.” (Brazilian participaAt). interesting aspect
raised by Brazilian participants was their frequent use of health gareesan their country of
origin, through medical appointments when they travel to Brazil during vacations aamedi

orientation by telephone (often, they rely on relatives to make this contact).

Comparison between provision of health care in the country of origin and in
Portugal

In all focus group discussions with African women, the provision of health care in
Portugal was considered more efficient than in the country of origin.

Differences between health care in the country of origin and in the host courdry we

mainly explored in group discussions with Brazilian women. In these sessionspaatsic
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pointed out health care strategies that are undertaken in Brazil but, accordirigijpenas,

lack in Portugal: In Brazil the family doctor or nurse goes to our house once a month and check

if everything is in order. (...) At the health centre they have a medical record of my (famil
that's what | call family medicine, and it's not what they do here.” (Brazilian participant).
Brazilian participants also discussed the lower frequency of tests, the pigkeription
of medication and the lack of reliance on alternative medicine in PortUded:test [Pap
smear] is done every two years, but in Brazil we have to do it every six months. yHdoeton
says it is not necessary.” (Brazilian participant); “In Brazil, they don’t prescribesny
antibiotics as it happens here. (...) Brazil is more evolved when it comes taaler

medicine.” (Brazilian participant).

Perceptions of health care services

During discussions, several participants revealed to dislike and fear usitigdaea
services: I'don't like to go to the doctor, | have phobia of hospitals, the smell, | don't like it, |
faint instantly.” (African participant)Mostly Brazilian participants described negative
experiences in health care services expressing mistrust and the perceptiongoigitoof the
delivered health caretlfey put everyone in a large room, there isn’t any privacy. Worse than
having no privacy is to hear other women screaming.” (Brazilian particip&igp, for some
Brazilian participants, preventive medicine is not valued in Portugal. Theylubsbthat

sometimes doctors criticize patients’ initiative to request for testeyamds:When | went to

the doctor and asked her for exams, she questioned everything: ‘Why did you asked for blood

tests? Why do you want to do a mammogram?’ | don’t think they should do that... | felt

criticized.” (Brazilian participant).

10
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Barriers in access and utilization of health care services

An issue frequently discussed by participants in group sessions was theydasriers
in access and utilization of health care services. In general, Bregdrticipants expressed the
difficulties faced in accessing health care serviedsgen you have no documenisind it was
perceptible how this issue may affect the utilization of such serviéeen | was illegal (...) |
had to pay for everything in private medicine.” (Brazilian participant); “When you argalle
they send you to the emergency service. It is no use going to the health centre. afBrazili
participant).In contrast, African participants considered that immigration status had no
implications in access to health care services in PorttBgiore my legal status, | always had
a family doctor, with or without legal documents | always had a doctor for my children and for
me.” (African participant).

Several women pointed out the complex procedures and the long waiting time to make
medical appointmentsit take too much time to make a medical appointment (...) you have to
get a ticket, come back for the appointment, schedule the exam and then come back another
day.” (Brazilian participant).Discussions revealed that for some participants having to miss
work to attend a medical appointment often hinders the use of health care servicea. Wome
suggested that the working hours of the services should be extended in order to overcome time
constraintsiTo attend a medical appointment, | have to miss a day of work. | have two jobs (...)
so | have to compromise both.” (Brazilian participant); “I don’t like to miss worknevieen
I'm ill; if I'm able to stand up I'll go to work.” (Brazilian participant); “There should be a
health centre opened at least until midnight” (African participaBgveral women also

expressed that the cost associated with health care often influences wht#sgbey decide to

11
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use:“Maybe it is better at the hospital because you pay what everyone else pays but at the health
centre you have to pay over 32 Euros.” (African participant).

Another barrier pointed out as affecting women’s use of health care seraseisev
attitudes of health professionals. Several participants complained about tHeewayet treated
by administrative staff:The women who work at the reception have no education; they are very
rude.” (Brazilian participant); “The way they treat us, sometimes they are so arrogant that |
don’t feel like waiting.” (African participant)ln addition, women mentioned constraints in the
doctor-patient relationship emphasizing the lack of attention of dottavent to the health
centre (...) [the doctor] let me in, looked at the paper and didn’t even look at me. Inink t
some attention is needed.” (Brazilian participafturthermore, for some participants health
professionals are insensitive to the condition of being an immidghami: go through many
difficulties here, you may be alone and | think they don’t care about that.” (Brazilian
participant).During the focus group discussions, several women expressed the importance of a
more sensitive approach to immigration-related issues in health caesdarticipants also
argued that health professionals should be trained to deal with cultural diverstiyreindered
that such strategy could increase the utilization of health care services.

Another issue discussed mainly by Brazilian participants was relatedgettbe
stereotypes that frequently health professionals hold with regard to Brazdraen.
Participants described situations where health professionals have impliBdatiaan women
have more diseases than residents and others where male health professionals have
misinterpreted an offered gesture of gratitude.

During group discussions, participants mentioned that they have experienced

discrimination in health care services revealing that those negative expsradten lead to an

12
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under use or even non use of the servitHse nurse said: ‘Damn! You were so much better in
your country and you came here to have your child?’ That comment was very unfortunate and it
was very disturbing.” (Brazilian participant); “I didn’'t get to be attended and | went home
feeling worse (...) so | have never returned there [the service].” (Braziliaincgzant).

In focus group sessions, African women said that usually African immigrants do not
consider the use of health care services importaihis“*happens very often, Africans think that
they are their own doctors.” (African participanfihrough group discussions it was perceptible
the influencing role of cultural factors on women’s use of health care seiSmesral African
participants mentioned that certain attitudes of their male partnerscmucthe use of sexual
and reproductive health services often affect women'’s utilization of such serfVibave a
friend whose husband dislikes the fact of her going to the doctor. Machismo...to show that he is
above her, that he is in charge.” (African participarRgarticipants also referred that
misinformation about their health rights and requirements to use health caressdifficult the
access to these services.

Despite the negative experiences described by most participants, grsmplbf women
considered that the barriers they face as immigrants are the same emecboypteortuguese
women and reported positive experiences on health care services, emphasizing thacepbr

the provided social support.

13
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Discussion

The results of this study suggest different patterns of utilization of hezaktrservices
among immigrant women from using on a regular basis to not using at all, consistémtly w
previous studies (Aroian 2005; Geiger 2006). These results highlight the challenges for
providing health care within a multicultural setting and the need of assuraggated and
comprehensive health care services.

Different opinions were found among African and Brazilian women about the provision
of health care in Portugal compared to the country of origin. Some explanations can be put
forward to explain these results. Some authors refer that women’s perspestitiesdelivered
health care and the degree of satisfaction with the health system agtystrluenced by their
expectations of care and previous experiences in the country of origin (Gurman ked Bec
2008; Sofaer and Firminger 2005). Therefore, it is possible to admit that amongpaatsci
those from countries that lack health care structures may perceive healserséces in Portugal
as of higher quality while others from countries with a more efficientthegfitem may perceive
those services as less competent, like previous studies suggest (Did®@8;aGurman and
Becker 2008).

Participants’ perceptions of health care services in Portugal wererfexjplered in
focus group discussions. Several women revealed to dislike, mistrust andrigaresdth care
services. Other authors have reported that populations tend to mistrust a hesithtisgsts not
familiar (Ingleby et al. 2005; Manfellotto 2002). Culture and ethnicity may gtaimportant
role in producing social perceptions related to health as it creates a unigue p&ibeliefs
about what health means that shapes how symptoms are recognized and interprefiedtsand a

how and when health care services are used (Anderson et al. 2003).
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Barriers in access and utilization of health care services such as legaljrat,
socioeconomic and related to professionals’ attitudes were pointed out byppatticas in
previous research (Fennelly 2004; Scheppers et al. 2006). Mainly Brazilian wonsgsheced
immigration status as a key factor in access to health care sergmohg that frequently
access to services was restricted when they were undocumented. In congtgtAfrican
women considered that there are no difficulties in accessing health cacesanortugal
regardless immigration status. The different opinions on this issue may lyedpartb the fact
that among the sample, African participants reported higher length ahgeaytugal than
Brazilian women. The length of stay has been positively associated with fitegnathe host
country and specifically with knowledge on the health system and utilizatioe betith
services (Dias et al. 2008; Leduc and Proulx 2004). Therefore, it is possible t@sptatlin
our sample African participants are better informed about the health systehe@amidjhts in
access to health care services (access to health care is guaranterdyal)P®hese findings
also suggest the need to increase women'’s awareness about their entidearghthe benefits
of health care services as misinformation about immigrants’ health agttéhe requirements
to use health care services was perceptible among participants, as in pesdéaush (Ingleby
et al. 2005; Manfellotto 2002).

Other barriers mentioned by participants included the cost of health cdoeser
Financial constraints may impede migrants’ access to the optimal hadthscmigrants often
have poor socioeconomic conditions than the majority population (Norredam et al. 2007).
Several participants also complained about the restricted working hours bfdsalservices,

the complex procedures to make appointments and the long waiting time. It idimjeieesote

that such constraints have been also documented in previous studies on utilization calealth
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services among Portuguese citizens (Cabral et al. 2002; Santos et al. 200 ThelNssgeour
findings suggest that these issues may differentially affect inamtigromen as they often have
poorer labour protection. In fact, participants stated that frequently theyuillatmme jobs with
inflexible working hours and it is impossible for them to take a day off from work hwtzs

been referred in other researches (Dias et al. 2008; Fennelly 2004). Indeeghaodsti

suggested that the working hours of the services should be extended in order to overcome time

constraints.

As in previous studies, several participants have identified stereotyped emmuidestory
attitudes of health professionals, which include lack of sympathy, use of dis¢aryilamguage
or even hostile attitudes toward immigrants (Campayo et al. 2006; Michael$e20849.
These factors have been considered as major barriers to the utilizatiofttotaeaservices
because often result in patients’ delay or refusal to seek needed caer @BE1; LaVeist et al.
2000; Lillie-Blanton et al. 2000). According to previous researches, and aspaentscpointed
out, negative attitudes of health professionals may reflect their inabilityal with cultural
diversity and their lack of sensitivity about immigrants’ social and culbslgefs related to
health and health care (Dawson and Gifford 2001; Kwok and Sullivan 2007). An important
component of promotion of access to care for culturally diverse populations is thalcultur
competence of health systems. Interventions to promote such competence like dfaneizigh
professionals to deal with cultural diversity should be developed to improve providéusalcul
sensitivity, to help providing a welcoming health care environment for patientbenedore
improve utilization of health care services and quality of care (Anderson et al. 2088¢c8&urt

et al. 2005).
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The findings also suggest that the choices related to the utilization of heal8eoaces
are mostly framed in the social context through cultural, social and faeslGtheppers et al.
2006) Indeed, previoustudies refer thatultural background has an important influence on
people’s health beliefs and health-related behavidndérson et al. 2003; Kwok and Sullivan
2007)

Our results may have implications for future applied research on the aqiddaalth care
services. Some women expressed high levels of satisfaction with theyetamdaen asked for
details, they described various problems related with health care servicegh&nomenon, also
recognized by other researchers (Staniszewska and Henderson 2004; Wilaam9@8),
suggests that using qualitative research methods is important to studyspakpatiences with
care because these methods rely on listening to patients’ accounts and providetailect
information about their experiences (Avis 1997; Scrimshaw et al. 1997). Such resegrch
benefit the health system and patients as it can lead to ideas about ways in althctahe
could be improved.

Our study had some limitations that should be recognized when interpretinguiltee res
The main limitation is related with those of qualitative methodology. The group dyw&mi
focus groups may inhibit individual expression of opinions and experiences that are not
consistent with those from the majority of participants. Despite the liongtour study
strengthens the current literature with regard to patterns of use andsharaecess and
utilization of health care services among immigrant women, and relevaegststo improve
health care among these groups.

In conclusion, the ultimate goal of health care services administratorsatid he

professionals should be to ensure that all people are able to access and gairfrioemdfi¢s
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health system. Improving access to general health care, including healttiproamd
prevention, is essential to minimising disadvantage from vulnerable subgroupsrhigrant
women, as supporting better integration into the health system may lead to lyeatite
outcomes. Part of the solution to reduce barriers in access to health care fmamsrand
increase its utilization will involve providing more responsive services, whitidies
promoting culturally friendly services and combating discrimination. The neaasrogrants,
particularly women, must be given special attention and therefore s@euifionovative
strategies to promote communities’ participation should be developed. ImmignamiLity’s
involvement in the planning and development of strategies to promote utilization ofdazalth
services may be an essential strategy to improve health outcomes fqgrdpekions and help

to achieve better social integration.

18



O©CO~NOOOTA~AWNPE

Acknowledgements

This work was supported by Fundacao para a Ciéncia e a Tecnologia (IME/SAU-
ESA/81760/2006). The authors wish to thank to all women who participated in the study for
sharing their life experiences, perspectives and opinions. The authors wish toladigeow

valuable feedback and reviews provided by Prof. Gilles Dussault.

Conflict of interests

The authors declare that they have no conflict of interest.

19



O©CO~NOOOTA~AWNPE

References

Anderson LM, Scromshaw SC, Fullilove MT, Fielding JE, Normand J, Task Force on
Community Preventive Services (2003) Culturally competent healthcarensygte
systematic review. Am J Prev Med 24(3S):68-77. doi:10.1016/S0749-3797(02)00657-8

Aroian K (2005) Equity, effectiveness, and efficiency in health care foignamis and
minorities: The essential triad for improving health outcomes. J Cult Divers92(B)6

Avis M (1997) Incorporating patients’ voices in the audit process. Qual Healtt6@G&-81.

Betancourt JR, Gren AR, Carrillo JE, Park ER (2005) Cultural competence ariddaealt
disparities: Key perspectives and trends. Health Aff (Millwood) 24(2):499-505.
doi:10.1377/hlthaff.24.2.499

Cabral MV, Silva PA, Mendes H (2002) Saude e Doenca em Portugal. ICS, Lisboa

Campayo JG, Broto CG, Buil B, Luengpo MG, Caballero L, Collazo F (2006) [Attitudes of
Spanish doctors towards immigrant patients: an opinion survey]. Actas Esp Psiquiat
34(6):371-376

Culley L, Hudson N, Rapport F (2007) Using focus groups with minority ethnic comssiniti
Researching infertility in British South Asian communities. Qual Headth £/(1):102-
112. doi: 10.1177/1049732306296506

Dawson M, Gifford S (2001) Narratives, culture and sexual health: Persoredpéeiences of
Salvadorian and Chilean women living in Melbourne. Health 5(4):403-423. doi:
10.1177/136345930100500401

Dias S, Severo M, Barros H. (2008) Determinants of health care utilization bgramts in
Portugal. BMC Health Serv Res 8:207. doi:10.1186/1472-6963-8-207

Eurostat (2006) Europe in figures: Eurostat yearbook 2006-07. Eurostat, Luxembourg

20



O©CO~NOOOTA~AWNPE

Fennelly K (2004) Listening to the experts: Provider recommendations on the healshohe
immigrants and refugees. Malmo University, Malmo

Geiger HJ (2006) Multicultural medicine and health disparities. N Engl J Med 355(2):216-217

Geiger HJ (2001) Racial stereotyping and medicine: The need for cultural eocgefan Med
Assoc J 164(12):1699-1700

Goddard M, Smith P (2001) Equity of access to health care services: Theory andefriolen
the UK. Soc Sci Med 53:1149-1162. doi:10.1016/S0277-9536(00)00415-9

Gongalves A, Dias S, Luck M, Fernandes J, Cabral J (2003) Acesso aos Cuidados de Saude de
Comunidades Migrantes. Rev Port Saude PuRli¢a):55-64

Green J, Thorogood N (2004) Qualitative methods for health research. Sage Publications
London

Grieco E (2002) Immigrant women. Migration Policy Institute, Washington DC

Gurman TA, Becker D (2008) Factors affecting Latina immigrants' peoospdf maternal
health care: Findings from a qualitative study. Health Care Women Int 29(f&2%07
doi:10.1080/07399330801949608

Ingleby D, Chimienti M, Hatziprokopiou P, Ormond M, Freitas C (2005) The Role offHealt
Integration. In: Fonseca ML, Malheiros J (eds) Social integration and mohititication,
housing and health - IMISCOE Cluster B5, State of the art report. Centro de Estudos
Geograficos - Universidade de Lisboa, Lisboa, pp 101-137

Jatrana S, Crampton P (2009) Primary health care in New Zealand: Who ha3 bieadds
Policy 93(1):1-10. doi:10.1016/j.healthpol.2009.05.006

Kidd P, Parshall M (2000) Getting the focus and the group: Enhancing analyticahrfgous

group research. Qual Health Res 10:293-308. doi:10.1177/104973200129118453

21



O©CO~NOOOTA~AWNPE

Krueger R, Casey M (2000) Focus groups: A practical guide for applied Res&areld (). Sage
Publications, Thousand Oaks

Kwok C, Sullivan G (2007) Health seeking behaviours among Chinese-Australian women:
Implications for health promotion programmes. Health 11(3):401-415.
doi:10.1177/1363459307077552

Lane SD, Cibula DA (2000) Gender and health. In: Albrecht GL, Fitzpatrick R, S@mSC
(eds) The handbook of social studies in health & medicine. Sage Publications, London, pp
136-153

LaVeist TA, Nickerson KJ, Bowie JV (2000) Attitudes about racism, medicsdtumst and
satisfaction with care among African American and white cardiac patiéied Care Res
Rev 57(suppl1):146-161. doi:10.1177/107755800773743637

Leduc N, Proulx M (2004) Patterns of health services utilization by recengramts. J Immigr
Health 6(1):15-27d0i:10.1023/B:JOIH.0000014639.49245.cc

Lillie-Blanton M, Brodie M, Rowland D, Altman D, Mcintosh M (2000) Race, ethnicity aed th
health care system: Public perceptions and experiences. Med Care Res Rev 57:218-235.
doi:10.1177/107755800773743664

Llacer A, Zunzunegui MV, del Amo J, Mazarrasa L, Bolumar F (2007) The contribotia
gender perspective to the understanding of migrants' health. J Epidemiol Community
Health 61(Suppl It)i4-ii10. doi:10.1136/jech.2007.061770

Machado MC, Santana P, Carreiro M, Nogueira H, Barroso M, Dias A (2006) Iguais ou
diferentes? Cuidados de Saude materno-infantil a uma populacéo de imigrahtes. Bia

Lisboa

22



O©CO~NOOOTA~AWNPE

Manfellotto D (2002) Case study 5: From misinformation and ignorance to reocoggitd care:
Immigrants and homeless in Rome, Italy in health systems confront poverty. WHO
Regional Office for Europe, Geneva

Marshall KJ, Urrutia-Rojas X, Mas FS, Coggin C (2005) Health Status and Aodédssalth
Care of Documented and Undocumented Immigrant Latino Women. Health Care Women
Int 26:916—936. doi:10.1080/07399330500301846

Michaelsen J, Krasnik A, Nielsen A, Norredam M, Torres A (2004) Health profedsi
knowledge, attitudes, and experiences in relation to immigrant patients: aqoasé
study at a Danish hospital. Scand J Public Health 32(4):287-295.
doi:10.1080/14034940310022223

Morgan D (2002) Focus Group Interviewing. In: Gubrium JF, Holstein JA (eds) Handbook of
interview research: context and method. Sage Publications, Thousand Oaks, pp 141-159

Norredam ML, Nielsen AS, Krasnik A (2007) Migrants’ access to healthDare Med Bull
54(1):48-49

Parslow R, Jorm A, Christensen H, Jacomb P, Rodgers B (2004) Gender differencessn fa
affecting use of health services: An analysis of a community study of nagdtkand
older Australian. Soc Sci Med 59:2121-2129. doi:10.1016/j.socscimed.2004.03.018

Pécoud A, Guchteneire P (2004) Migration, human rights and the United Nations: An
investigation into the low ratification record of the UN Migrant Workers Convention.
Global Commission on International Migration, Geneva

Politzer R, Yoon J, Shi L, Hughes R, Regan J, Gaston M (2001) Inequality in America: The
contribution of health centers in reducing and eliminating disparities in aocesse.

Med Care Res Rev 58(2):234-248. doi: 10.1177/107755870105800205

23



O©CO~NOOOTA~AWNPE

Ranji UR, Wyn R, Salganicoff A, Yu H (2007) Role of health insurance coverage in women'’s
access to prescription medicines. Women’s Health Issues 17:360-366.
doi:10.1016/j.whi.2007.08.004

Santos O, Biscaia A, Antunes AR, Craveiro |, Junior A, Caldeira R, Charondiere P ()07)
Centros de Saude em Portugal: A Satisfacdo dos Utentes e dos Profissionaéridlinis
da Saude — Misséo para os Cuidados de Saude Primarios, Lisboa

Scheppers E, Dongen E, Dekker J, Geertzen J, Dekker J (2006) Potential barriers tofthe use
health services among ethnic minorities: A review. Fam Pract. 23(3):325-348.
doi:10.1093/fampra/cmill3

Scrimshaw SC, Zambrana RE, Dunkel-Schetter C (1997) Issues in Latino wonatiis he
Myths and challenges. In: Ruzek S, Olesen V, Clarke A (eds) Women'’s health:
Complexities and differences. Ohio State University Press, Columbus, pp 329-347

SEF (2008) Relatério de Imigracéo, Fronteiras e Asilo 2008. Departamento denfrtate e
Formacéo do SEF, Lisboa

Sofaer S, Firminger K (2005) Patient perceptions of the quality of healthesernficnu Rev
Public Health 26:513-519. doi:10.1146/annurev.publhealth.25.050503.153958

Staniszewska S, Henderson L (2004) Patients evaluations of their health caeepiEssion of
negative evaluation and the role of adaptive strategies. Patient Educ Couns 55:185-192.
doi:10.1016/j.pec.2003.09.002

Stronks K, Ravelli C, Reijneveld A (2001) Immigrants in the Netherlands: Equedsatar equal
needs? J Epidemiol Community Health 55(10):701-707. doi:10.1136/jech.55.10.701

UNFPA (2006) A state of the world population: A passage to hope. United Nations Population

Fund, New York

24



O©CO~NOOOTA~AWNPE

UNFPA/IOM (2006) Female migrants: Bridging the gaps throughout theyide.c
UNFPA/IOM, New York

United Nations (2005) Trends in total migrant stock: The 2005 revision, CD-Rom
Documentation. United Nations, New York

Williams B, Coyle J, Healy D (1998) The meaning of patient satisfaction: Amexjbn of

high reported levels. Soc Sci Med 47:1351-1359. doi:10.1016/S0277-9536(98)00213-5

25



Table

Table 1: Socio-demographic characteristics of participants.

Africans Brazilians Total
Total 20 15 35
21-29 2 8 10
Age (years) 30-39 8 4 12
40-45 10 13
_ <6 16 - 16
Educational 7.9 3 ) 3
level (years) 10-12 1 12 13
>13 - 3 3
Immigration Portuguese nationality 3 1 4
status Legal status 13 9 22
Undocumented 4 5 9
2-5 1 11 12
Length of stay 6-10 7 4 1
(years) 11-15 3 ; 3
>16 9 - 9

Employment Employed 18 15 33
Unemployed 2 - 2

status




