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ABSTRACT 
 

Background 

 

Globally there continues to be an increase in the number of voluntary and non-

voluntary migrants. In 2019, the UK records show that 3.1 million visas were issued to 

immigrants for various purposes including study, work, family unification and a range 

of other reasons (Migration Statistics, 2020). Against this background, there has been 

limited study of voluntary immigrant parents’ experiences of child healthcare services 

in Northern Ireland. 

Aim of the Study 

The aim of the study is to explore the experiences of immigrant parents in relation to 

their engagement with child healthcare services and specifically to understand Middle 

Eastern voluntary immigrant parents’ experiences of child healthcare services in 

Northern Ireland. 

Method  

First, a systematic review of the literature on voluntary immigrant parents’ experiences 

was undertaken. Second, a qualitative study exploring Middle Eastern parents’ 

experiences was carried out in Northern Ireland. Purposive sampling was used to recruit 

voluntary immigrant parents from the Middle East (n=28). The recruited parents were 

interviewed using a semi-structured interview method between March and August 

2019. Inductive thematic analysis of the interview data was carried out using the model 

of Braun and Clark (2006). Deductive analysis of the data was undertaken using the 

Immigrant Health Service Utilization theoretical model devised by Yang and Hwang 

(2016). NVivo 11 software was used for data management.  
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Results 

The thematic synthesis identified three principal themes: navigation, trust and balance.  

The results of the qualitative study showed that immigrant parents experienced 

difficulties while attending child healthcare services. These barriers were systematic 

and were related to the context of immigration and factors outside parents’ control and 

involved governmental requirements and the healthcare system, such as language and 

cultural barriers and unfamiliarity with healthcare services which impaired access to 

child healthcare services for immigrant parents. Most of the participants reported 

positive experiences with the healthcare system resulting from parents’ and healthcare 

professionals’ communication and interaction, successful navigation and reaching a 

balance within the new and unfamiliar healthcare service.   

 

Conclusion 

This study adds an understanding of Middle Eastern voluntary immigrant parents’ 

experiences of child healthcare services in Northern Ireland. Overall, the findings show 

that voluntary Middle Eastern immigrant parents were satisfied with the healthcare 

services in Northern Ireland. Even so, most of the participants had experienced 

difficulties with the registration process when they encountered it for the first time. 

This problem was compounded by language and cultural barriers for several of the 

participants. It is recommended that proper support and guidance with the initial 

registration process should be provided and that culturally competent healthcare 

services will enhance voluntary immigrant parents’ future access and outcomes.  
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“Medicine aspires to a culture replete with the trust of doctors by patients. At all times, 

patients must have confidence that their doctor will act in their interest and their interest 

alone. Nothing can protect patients like trustworthy physicians: no laws, no regulations, no 

fine print in the insurance policy, no watchdog federal agency, no patients’ bill of rights, and 

certainly no union contract. Trust cannot be acquired through negotiation across a 

bargaining table. It must be earned. And the only way to earn it is to be trustworthy”.  

                                                                                                                (Cohen, 2009, p 292) 
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CHAPTER ONE 

1.0 Introduction 

This chapter explains the context for this PhD thesis. The aim and objectives of the study are 

set out first, followed by sections that define and contextualise the key concepts addressed in 

the study: immigrants, migrant health issues and healthcare access. These concepts are further 

considered from the perspective of voluntary Middle Eastern immigrants in Northern Ireland.  

Aim of the study 

The aim of the study is to explore the experiences of immigrant parents in relation to their 

engagement with child healthcare services and specifically to understand Middle Eastern 

voluntary immigrant parents’ experiences of child healthcare services in Northern Ireland. 

Study objectives 

(1) To conduct a systematic review of the literature on what is known about voluntary 

immigrants’ experiences of child healthcare.  

(2) To explore voluntary immigrants’ experiences of child health services through qualitative 

research in Northern Ireland with a convenience sample of Middle Eastern voluntary 

immigrants.  

(3) To situate the findings of this study in the context of the wider literature on immigrant 

healthcare usage, especially in relation to child healthcare.

 

1.1 Migration  

There is an increase in the international migration rate worldwide.  In 2019, 272 million 

people lived outside their country of birth, an increase of 14 million from 2017. These data 

include 48% female migrants and an estimated 38 million migrant children across the world 

(United Nations, 2019).   
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Lescarbot stated that “Three things drive men to seek lands far away and to leave their 

homes; the desire to find something better; when a region is full to bursting of people; 

divisions, disputes and quarrels” (Lescarbot, cited in Alonso, 2011). Alonso (2011) 

commented that the type of migration varies just like the causes of migration. The features of 

migration ambitions driven by economic poverty are not similar to migration as a means of 

achieving people’s wish to obtain higher educational qualifications, and migration for 

winning a more secure and lucrative job is not the same as migration driven by the need to 

flee from violence, harassment and discrimination (Alonso, 2011). The means of migration 

are as varied as the motives behind each story and strongly influence the methods of 

resettlement of immigrants. For example, the reasons for migration, means of migration and 

settlement in a new country vary widely for people who move for work or study purposes, in 

comparison with people displaced as a result of violence or persecution (Alonso, 2011).  

Internationally, an immigrant can be known as an asylum seeker, a refugee, a student migrant 

or a worker migrant. Asylum seekers and refugees are non-voluntary immigrants who are 

forced to flee from their country of birth for various reasons: “a person who, from fear of 

persecution for reasons of race, religion, social group, or political opinion, has crossed an 

international border into a country in which they hope to be granted refugee status” (UN, 

1951). Alternatively, student, worker or family reunification migrants are voluntary 

immigrants who hold legal permission and the relevant visas to enter their new host country.  

There are clear differences between these immigrant groups in relation to the context and 

nature of their migration and consequently in relation to their status and entitlements in the 

new host country. This can include rights to healthcare, the right to work and financial 

support from the government. For example, asylum seekers when arrived in the new country 

provides support and guidance on how to access various services through social care services, 

while, voluntary immigrants have to learn and collect this information by themselves.  
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In this current study, the focus is on voluntary immigrants, defined as those who migrated 

voluntarily without any force and who intended to reside in the host country for not less than 

a year (UN, 2006). Norredam (2011) and Filimonau and Mika (2019) referred to this 

population as ‘labour immigrants’ or ‘student immigrants’. The definition offered by the UN 

(2006) of “person[s] moving from one country to another with the intention or possibility of 

staying for some time, often a year or more” can be applied to this group.  

 

1.2 Immigrant health issues  

The previous literature has identified immigrants as a ‘vulnerable’ group from a health 

perspective because of a variety of issues such as infectious diseases, sexually transferred 

diseases, drug misuse and accidental injuries. On occasions, this has resulted in either a pre-

or a post-migration health screening process being implemented (Mladovsky, 2007; 

Jayaweera, 2010). However, not all immigrant populations have experienced health 

disadvantages in their way of migration; Mackenbach et al. (2005) reported that immigrants 

had a lower rate of chronic disease than local people, especially in comparison with European 

and North American populations.  

In 2016 the United Nations Children's Fund (UNICEF) announced that 11 million children 

were living outside their country of birth as refugees or migrants. The literature focusing on 

immigrant children’s healthcare access and the experiences of their parents in this regard is 

limited. Children from immigrant families were found to be at the highest level of risk due to 

limited access to healthcare services and preventive care and to contagious diseases 

(Carrasco‐Sanz et al., 2018). Migrant children born in low-income countries were more likely 

to suffer from infectious diseases, hepatitis B and tuberculosis than European children (De 

Vito et al., 2016). The commonest reasons for hospital admission for children aged under one 
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year and born outside European countries were malnutrition, infectious and opportunistic 

diseases, dysfunction of internal organs and congenital disorders (Sabbatani et al., 2007). 

Other studies have reported that child immigrants were found to be in need of dental and oral 

care more than local children (Quach et al., 2015) and that due to unfamiliarity with new 

lifestyles and environments, immigrant children were additionally susceptible to serious 

accidental injuries requiring hospital admission (Mayer et al., 2006).   

Inequalities have been reported in immigrant healthcare access internationally (Holzmann et 

al., 2005) due to language and cultural barriers, limited understanding of the healthcare 

system and structure and, for undocumented migrants, financial barriers and fear of expulsion 

from the country. Studies carried out in England and Scotland on refugees’ and asylum-

seeker parents’ experiences of the various services offered by the National Health Service 

(NHS) have found that non-UK-born immigrants have experienced difficulties with access to 

healthcare services because of ethnic inequalities (Commission for Healthcare Audit and 

Inspection, 2008; Marmot et al., 2010).  

The right of access to the highest level of healthcare for all people was established by the 

World Health Organization(WHO) Constitution in 1946 and reinforced in 1978 by the Alma 

Ata Declaration (WHO; 1978) and again by the WHO in 1998. The United Nation (UN) 

Declaration of Human Rights states that “Everyone has the right to a standard of living 

adequate for the health and wellbeing of himself and her/his family, including food, clothing, 

housing and medical care …” (UN, 1948). This requires governments and public authorities 

to put in place policies and action plans for accessible healthcare for all. Understanding the 

experiences of vulnerable groups such as immigrants in accessing healthcare services is 

therefore crucial.  

It is important to differentiate between ethnicity, culture and race when considering the 

healthcare of individuals. (Alshawish et al., 2013). The term ‘ethnicity’ has its origin in the 

https://onlinelibrary.wiley.com/doi/full/10.1111/cch.12538?casa_token=UU-Z4lpgGGEAAAAA%3Ai722rC9q7qtp8x7ARj3WPBwcsu6cjfNt9ZwDInhX_zM5pu3XcLShB48OOUgJtTwgw7A-6EF8yiqEXQT4#cch12538-bib-0025
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Greek word ethnos which means ‘nation’ or ‘people’. There are three ways in which 

individuals acquire ethnicity: parental origin, self-identification and appearance (Oldroyd et 

al., 2005). Eriksen (2002) defined ethnicity as the relationship among members of groups 

who are ranked and known by their characteristics inside the community. The UK 

Department of Health defined ethnicity as “complex, multifaceted and subjective” and 

determined by “a shared history; a common cultural tradition; a common geographical origin; 

descent from common ancestors; a common language; a common religion; and a distinct 

group within a larger community” (Department of Health, 2011: 18). Ethnicity has also been 

recognized as the main factor in social status which is linked to many manifestations of 

disparity (Krieger, 2005).  

Ethnicity and race have common characteristics in social classifications but they are not 

synonymous (Taylor & Field, 2007). These categories are based on biological standards 

which are misleading and inaccurate in the context of health as there are small genetic 

differences between racial groups (Taylor & Field, 2007). ‘Race’ has been used in medical 

studies and defined as a biological model describing a specific group of people (Taylor & 

Field, 2007) with common characteristics which can distinguish them from others, such as 

the colour of their skin and their body shape. The visibility of personal appearance is the 

main characteristic of race and is determined by genetic ancestry whereas ethnicity is defined 

as a shared background, language and culture (Taylor & Field, 2007). There are differences 

between studies in defining ethnicity; for example, in the social sciences, ethnicity is 

preferred over race as a descriptor (Turney et al., 2002).   

Culture is defined in the literature as a “shared set of values, assumptions, perceptions and 

conventions, based on a shared history and language, which enable members of a group or 

community to function together” (Schott & Henley, 1999: 2). Culture is the way in which 

people behave, think and value, and this makes it difficult to measure; it is also neither 
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changeable nor standardised (Campbell et al., 2000). Ideas, beliefs, values, attitudes, 

behaviour and knowledge are characteristics of a shared culture which is socially constructed 

and held by a specific group, and it is manifested through social experiences and in the way 

that new generations grow up through education and selection (Taylor & Field, 2007). 

Hegyvary (2006) stated that the importance of including ethnicity and race in previous 

studies of local populations was that differences in disease and illness are related to complex 

combinations of cultural factors, but differences in healthcare connected to race and ethnicity 

need particular awareness from healthcare staff. Insufficiencies in the measurement of 

ethnicity have been identified as the main limitations to “investigation into ethnic inequalities 

in health and how they might be structured through social and economic disadvantage” 

(Nazroo, 2003). There is a need to address ethnicity and culture-related injustice and their 

outcomes in order to build a wide-ranging society and to establish an effective and communal 

health service (Zenilman et al., 2001). Ethnicity can therefore influence immigrants’ health 

and healthcare access (Bhopal, 2004). For instance, differences in religious beliefs and 

culture affect people’s perception of illness and risk factors (Hjelm et al., 2003). Ethnicity is 

related to particular expectations, attitudes and beliefs about the interaction between 

immigrants and healthcare professionals in addition to the healthcare system itself (Said & 

Wielandt, 2002). The impact of ethnic factors can be worse with the impact of language 

barriers on immigrants’ health and could increase their rates of morbidity and mortality. 

 

1.3 Immigrants and healthcare access in the UK  

According to the Office of National Statistics (ONS), the UK population in 2019 was 

estimated to be 66,796,807, with population growth over the previous twelve months being 

0.5%. The non-UK-born population was 9.5 million (ONS, 2019). In addition to birth and 

death rates, a factor influencing the UK population is international migration. In 2019, 3.1 
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million UK visas were granted, of which 72% were visitor visas, 12% study visas (short visas 

excluded), 7% work visas, 2% family visas and 7% for other reasons (Gov.UK, 2020). In 

Northern Ireland, the total population in 2018 was 1,882,000. Net migration into Northern 

Ireland (from countries outside the UK) for the year 2017/18 was 3,918 persons (NISRA, 

2019). In 2019 the principal reasons why immigrants from outside the UK arrived in 

Northern Ireland were work purposes (45.4%), to unite with family (30.5%) and education 

(12.45%). These small net migration numbers contributed to McKee’s (2016) description of 

Northern Ireland as an ‘ethnically homogenous’ country. 

Immigrant access to healthcare in the UK is organised in various ways depending on whether 

recipients are voluntary immigrants, asylum seekers or refugees, or temporary visitors. In 

2015, the UK government and Department of Health decided to prevent what was called 

‘health tourism’ by requiring non-EEA applicants (European Economic Area) to pay an 

immigration health surcharge (IHS) when applying for a visa to remain in the UK for more 

than six months (UKVI, 2020). IHS fees are currently £400-624 per person, per year, 

depending on visa type and age. Immigrants who pay the IHS, typically voluntary 

immigrants, are permitted to access healthcare services just like UK residents, although, also 

like UK residents, they have to pay for specific services such as prescriptions, dental 

treatment and assisted conception services (UKVI, 2020). On arrival in the UK, immigrants 

and their dependents must register with the nearest general practitioner (GP) to their home. 

This process starts by contacting the GP practice, making an appointment and completing an 

application form. Medical cards will then be issued for all family members which enable 

them to access and register with other health services such as dentists. The NHS in the UK is 

a government-funded health service and its main principle is equitable access for everyone 

living in or visiting the country. In Northern Ireland, immigrants (visa holders and other 

immigrant groups) have the same rights to access healthcare services as in the rest of the UK.    
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1.4 The Middle East: geography, population and healthcare systems 

The region known as the Middle East extends from the eastern Mediterranean to North Africa 

and eastward to Iran. The term ‘Middle East’ was coined in the 1850s by the British India 

Office in order to make a distinction between Arab countries and India. The term was first 

used publicly in September 1902 in the National Review, a British journal, in an article 

entitled ‘The Persian Gulf and International Relations’.  

The countries which comprise the Middle East are Bahrain, the United Arab Emirates (UAE), 

Egypt, Iran, Iraq, Israel, Jordan, Kuwait, Lebanon, Oman, Palestine, Qatar, Saudi Arabia, 

Syria, Turkey and Yemen as shown in Figure 1.1 Map of the Middle East 

 

           Figure 1.1 Map of the Middle East  

 

 

In 2020, the UN estimated the population of the Middle East at nearly 411 million. Several 

distinct populations reside in the Middle East and their boundaries do not necessarily match 

the national boundaries: they include Arabs, Turks, Persians, Jews/Israelis, Kurds, Assyrians 

(Chaldo-Assyrians), Arameans-Syriacs, Egyptian Copts, Armenians, Azeris, Maltese, 
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Circassians, Greeks, Turcomans, Shabaks, Yazidis, Mandeans, Georgians, Roma, Gagauz, 

Berbers, Mhallami and Samaritans (Shoup, 2011). The majority of people in the Middle East 

are of the Muslim faith and there are five main languages in the area, Arabic, Persian, 

Turkish, Berber and Kurdish (Shoup, 2011). The countries located in the Middle East range 

economically from very poor countries (Yemen and Palestine) to extremely rich countries 

(Saudia Arabia, Qatar and the UAE) (Alvaredo et al., 2019).  

There are clear differences among Middle Eastern countries’ healthcare systems in regard to 

accessibility, availability and the quality of care provided. Healthcare systems around the 

world have to develop to adjust to changes in the environment, in disease patterns, in 

demographics and other factors (WHO, 2006). Population size, wealth, human resources and 

the presence of conflicts inside countries also have a great impact on their healthcare systems 

(Parkash et al., 2015). In recent years, the demand for healthcare in the Middle East has risen 

as a result of increasing incomes and modern lifestyles: the impact of this increasing 

modernization is an increase in the prevalence of conditions such as obesity, cancer, diabetes 

and heart disease (Parkash et al., 2015). The WHO announced that non-communicable 

disease would become a main issue in the next five years, increasing the region's disease 

level by 60% (WHO Economic Group Report, 2015).  

In 2010, the WHO published a report which announced support to Middle Eastern countries 

to apply for a Universal Health coverage. This included providing a universal, accessible and 

affordable health service for all Mediterranean countries (EMRO, 2013), aiming to enhance 

the healthcare system in the region and reach the highest level in healthcare provision by 

2030 (WHO, 2017). Recently, maternal and child healthcare services in Middle Eastern 

countries were provided with support from the UN Children’s Fund and Population Fund 

(UNICEF/UNFPA) with the intention of reducing maternal and child mortality rates, 
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decreasing the spread of communicable diseases, enhancing vaccination programmes and 

eliminating poverty (WHO, 2013).  

Although the healthcare systems and structures in Middle Eastern countries are similar, there 

are significant differences in how health services are provided in each country (EMRO, 

2013). The unstable situation in the Middle Eastern countries caused by financial and 

political crises has greatly influenced the healthcare systems and the availability of these 

services for people (Sharara & Kanj, 2014; Raslan et al., 2017, Mòdol, 2019). For instance, in 

Iraq, maternal and child health remains a key issue: it was estimated that 15% of newborn 

babies had low birth weight and neonatal deaths were higher than the deaths of children aged 

five, despite the implementation of a system which helped poor families and provided them 

with supplementary food (World Food Programme, 2006). Although the Iraqi Ministry of 

Health applied a new health policy through the family healthcare model to develop primary 

and secondary care, the human resource expansion failed to link needs, plans and training 

programmes (Al Hilfi et al., 2013). Similarly, the political situations in Palestine and Syria 

(Sharara & Kanj, 2014) and financial problems in Iran and Jordan have greatly affected 

healthcare services in those countries.  

There are very obvious differences between Middle Eastern healthcare systems and structures 

compared with the UK: for example, there is no family physician/GP in the Middle Eastern 

system. Instead, an individual attends a public health clinic (no appointment required) and 

within a day can see a doctor, have a blood test done, receive medication and obtain a referral 

and access to a specialist doctor (Al Hilfi et al., 2013; Al-Yousf & Al-Mazrou, 2002). 

Additionally, accessing private healthcare services in the Middle East is also comparatively 

cheaper than accessing private healthcare services in the UK (Globe Media Ltd, 2014).  It is 

therefore clear that the experiences of Middle Eastern voluntary immigrant parents of 
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accessing child healthcare services in Northern Ireland will be very different from how 

services were provided in their home countries.   

 

1.5 Health and social care services in Northern Ireland 

In Northern Ireland, the Health Department, one of nine government departments, is 

responsible for the delivery of both health and social care services. The Health and Social 

Reform Act of 2009 restructured the delivery of health and social care in Northern Ireland to 

cover the needs of the whole population in the province and reduce the number of complex 

organizations. This resulted in the establishment of the Health and Social Care Board and five 

health and social care groups which provide primary and secondary health and social care: 

the medical and allied group, the social service inspectorate, the nursing and midwifery 

advisory group, dental services and pharmaceutical advice and services (Public Health 

Service, 2016). Health and social care services in Northern Ireland are provided by six health 

and social care trusts (HSCTs): the Belfast HSCT, the South Eastern HSCT, the Southern 

HSCT, the Northern HSCT and the Western HSCT, and ambulance services provided by the 

Northern Ireland Ambulance Service (Health and Social Care Trust, 2020). The Belfast 

HSCT is the biggest trust.  

In Northern Ireland, there is a wide range of primary care services for individuals, families 

and communities which are accessed through GPs (Kouvonen et al., 2014). There are over 

350 GP practices in Northern Ireland (HSC NI, 2020). In 2010, the ‘Healthy Child, Healthy 

Future’ (HCHF) programme commenced in Northern Ireland aiming to provide universal 

access to vaccinations, growth and development reviews, and support and advice for all 

families with children. Although children’s health information in Northern Ireland is recorded 

on an electronic child healthcare system from birth until the age of sixteen, studies of the 

experiences of child healthcare in the region to date have mostly focused on local parents’ 

http://www.dhsspsni.gov.uk/healthychildhealthyfuture.pdf
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and children’s experiences of mental health services (Irvine, 2020; Teggart & Linden, 2004) 

or palliative care (Kerr et al., 2020) or have focused on specific diagnostic groups such as 

children with cerebral palsy(https://www.qub.ac.uk/research-

centres/NorthernIrelandCerebralPalsyRegister/). The current author is not aware of any 

studies of immigrant parents’ experiences of child healthcare services in Northern Ireland.  

Given the known risk factors associated with immigrant child health, the differences in 

government support for voluntary and non-voluntary immigrants, the impact of ethnicity, 

culture and race on healthcare, and the significant differences between healthcare service 

structure and delivery between the Middle East and the UK, it is important to understand the 

experiences of Middle Eastern voluntary immigrant parents when accessing child health 

services in Northern Ireland. Such knowledge will provide insights into access to and receipt 

of child healthcare services by this population and allow reflection on whether current 

services meet needs and expectations. 

 

1.6 Thesis outline  

Chapter 1 This thesis begins with the current chapter which sets out the context for this 

work.   

Chapter 2 is a systematic literature search and thematic synthesis focusing on the 

experiences of immigrant parents’ when accessing child health services. This chapter 

describes the systematic search strategy used to identify published studies and critically 

evaluates the literature located. The chapter concludes with a discussion of the limitations of 

previous studies, gaps in our understanding of this issue and implications for future research 

and healthcare practice. 

Chapter 3 provides details of the research methodology which informed the design of a 

qualitative study investigating Middle Eastern voluntary immigrant parents’ experiences of 

https://www.qub.ac.uk/research-centres/NorthernIrelandCerebralPalsyRegister/
https://www.qub.ac.uk/research-centres/NorthernIrelandCerebralPalsyRegister/
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child healthcare services in Northern Ireland. The rationale is provided for the qualitative 

approach used, the sampling method, the study setting and the data collection and analysis 

methods employed. The theoretical framework which guided the design of the study is 

outlined and discussed. The chapter concludes with a description of ethical safeguards and 

how rigour was maintained throughout the study.   

Chapter 4 presents the findings which emerged from the inductive analysis of data collected 

in the study described in Chapter 3. A thematic analysis approach was employed (Braun & 

Clark, 2014).  

Chapter 5 is a deductive analysis of data collected in the study described in Chapter 3, using 

Yang and Hwang’s (2016) theoretical framework of immigrant healthcare utilisation. This 

analysis contextualises the experiences of Middle Eastern voluntary immigrant parents 

resident in Northern Ireland with what is known internationally about immigrant healthcare 

utilisation.  

Chapter 6 offers a discussion of the findings from the inductive and deductive analyses, and 

also links the results with the published studies systematically reviewed in Chapter 2. Finally, 

the strengths and limitations of the study are acknowledged and discussed. 

  

Chapter 7  provides an introduction to the chapter, then the contribution of the study and key 

findings highlighted. Following the study recommendations for policy, practice and future 

study.  
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Chapter 2: Systematic review of the 

literature 
Immigrant parents’ experiences of child healthcare services  

in the new host country1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
1  Karim, N., Boyle, B., Lohan, M. and Kerr, C., (2020). Immigrant parents’ experiences of accessing child 
healthcare services in a host country: A qualitative thematic synthesis. Journal of Advanced Nursing. 
Systematic literature review. 
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CHAPTER TWO 

 

2.0 Introduction 

According to the UN (2017), a person who moves from their country of birth for a period 

more than one year will be categorized as a long-term immigrant and the new host country 

will be considered as their usual place of residence. By 2017, approximately nine million of 

the estimated 258 million people worldwide living in a country other than that of their birth 

were resident in the UK (UN, 2017). Their health and that of their children is of ongoing 

concern (Abubakar et al., 2018; Johnson et al., 2004). 

There are two broad groups of immigrants into the UK. The first groups are asylum seekers 

and refugees who have left their native countries because of adverse conditions. Asylum 

seekers are people who claim refugee status on the basis of their personal circumstances, 

whereas refugees are people who are recognised by the country of asylum under the terms of 

the Geneva Convention of 1951. The second group generally come to the UK by their 

personal choice, generally to study or to work.  For the purpose of this paper, the term 

‘immigrants’ will not include refugees or asylum seekers and will refer only to those who 

come to a new country voluntarily. When considering healthcare experiences, it is crucial to 

distinguish between immigrants and asylum seekers or refugees, as they may have different 

citizenship rights according to their immigrant status, including the right to access healthcare 

services (Bloch, 2000).  

According to the UK Home Office, asylum applications reached 33,718, of which 68% were 

refused entry, with 35% of these refusals returned on appeal. After application, asylum 

seekers will receive support from the National Asylum Support Services (NASS) 

(Immigration and Asylum Act, 1999). The NASS provides basic needs such as free 

healthcare services, education, temporary housing and financial and guidance support. After 
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the claim is granted and individuals are permitted to remain in a new country, refugees will 

have the same rights as the indigenous population. In addition, there is another category of 

refugees who may enter a new country under international programmes, such as the UN’s 

Gateway programme. These refugees are accepted before entering a new country and also 

have the same rights as the local population. Refugees and asylum seekers, because of their 

circumstances in, and indeed after, entering a new country, can expect to encounter adverse 

health issues and this has been the subject of some research interest (Johnson et al., 2004; 

O’Donnell et al., 2007).    

Immigrants, unlike refugees and asylum seekers, tend to have good health when first entering 

a new country (Johnson et al., 2004) but a decline in health while settling into a new host 

country has been reported (Johnson et al., 2004). Although there is ongoing research into the 

experiences of refugees and asylum seekers of health services within the UK, there has been 

limited research which has considered immigrant parents’ experiences of child healthcare 

services (Johnson et al., 2004; O’Donnell et al., 2007; WHO, 2017 Markkula et al., 2018).    

These universal healthcare services in the UK are free of charge and can be accessed by 

anyone living in the UK, regardless of immigration status. Universal healthcare services for 

young people include primary healthcare such as vaccinations, developmental check-ups and 

dental services, in addition to other specific healthcare provision for disabled children aged 0-

18 years. People who immigrate voluntarily (students and those with work permit visas) are 

required to pay the Immigration Healthcare Surcharge (IHS). This enables individuals to have 

free access to GP and hospital services, but additional payment is required for dental, optician 

and prescription costs (Jayaweera & Quigley, 2010). 

Published healthcare research does not always differentiate between those who have entered a 

country as asylum seekers/refugees or as voluntary immigrants (Hjren & Bouvier, 2004). As 

a result, it is unclear whether immigrants face similar experiences when accessing and using 
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healthcare services, as the majority of previous research studies have failed to differentiate 

the unique circumstances of immigrant populations. Research must be directed at the 

immigrant parents and their experiences of healthcare services, including child healthcare 

services. This systematic review will critically review published studies which have 

examined immigrant parents’ experiences of child healthcare services in new host countries.  

 

Research question 

What are the experiences of immigrant parents accessing healthcare services for their 

children in a new host country? 

 

2.1 Method 

2.1.1 Search Strategy 

The PICo framework (Population, Phenomena of Interest, Context; The Joanna Briggs 

Institute 2014, p.12) was used to assist in structuring the review question and the following 

concepts were identified: population, immigrant parents; phenomena of interest, parents’ 

experiences; and context, child healthcare services in the new host country. This helped to 

search and find keywords which more exactly matched the aim of the review. The initial 

search was developed using keywords and their related Medical Subject Heading (MeSH) 

terms. The electronic databases Cumulative Index to Nursing and Allied Health Literature 

(CINAHL), Medline, PubMed, Psych INFO and Web of Science were searched for research 

published between January 2000 and October 2018. Terms were combined using the Boolean 

logic operators ‘AND’ and ‘OR’. The search strategies applied to each database are set out in 

Appendix 2.1:  Search strategy (CINAHL search through EBSCO), Appendix 2.2: Search 

strategy (Medline), Appendix 2.3: Search strategy (Web of Science) and Appendix 2.4: 

Search strategy (Psych INFO). 
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2.1.2 Inclusion and exclusion criteria 

Studies were included if they were published in English, in a full-text format in peer-

reviewed journals, between January 2000 and October 2018 and focused on 

migrant/immigrant parents’ experiences of all types of universal child healthcare services 

such as health visiting, developmental assessment or provision of additional healthcare. 

Studies were included which focused on ‘migrant’ and ‘immigrant’ parents’ experiences, as 

despite the definition of immigrants adopted for this review, these terms are used 

interchangeably in the published literature.  

As previously highlighted, this review sought to understand the child healthcare experiences 

of immigrant parents rather than those of refugees or asylum-seeker parents. The rationale for 

this was that the right to access state-provided healthcare services and organizational support 

varies depending on the migration status of the individual. Because this review sought to 

understand the experiences of immigrant parents, studies which focused on refugees and 

asylum-seeker parents’ experiences were excluded from this review as the healthcare 

experiences of these populations were likely to be different to those who had migrated 

voluntarily (Johnson et al., 2004). Furthermore, immigrants might incur a monetary cost 

before accessing healthcare services, which might result in different experiences of accessing 

these services, compared with refugees and asylum seekers who typically can access free 

state-provided healthcare. Finally, studies which explored immigrant parents’ experiences of 

paediatric palliative care were excluded as it was anticipated that families in receipt of 

palliative services might have very different healthcare experiences compared with those in 

receipt of ‘universal’ healthcare services. 
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2.1.3 Study selection 

The systematic search yielded 148 studies. Retrieved studies were exported into RefWorks 

(ProQuest, 2012) and duplicates were removed. Two reviewers screened study titles and 

abstracts. Studies retained for full-text review (n=44) were then examined by a single 

reviewer. After applying the inclusion and exclusion criteria, 35 studies were excluded as 

they focused on either asylum seekers, refugees or undocumented migrants, considered 

service provider opinions, or were not published in English. Nine studies met the inclusion 

criteria and were included in the review. The selection process is shown as Figure 2.1. 

 

Figure 2.1 PRISMA study selection flow diagram  (adapted from Moher et al., 2009) 
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 2.1.4 Data extraction  
 

Data extraction was performed independently by two reviewers using a study-specific data 

extraction form. The data extraction form was piloted by focusing on migrant/immigrant 

parents’ experiences of all types of universal child healthcare services in two studies. 

Following the piloting of the form, several modifications were made to improve the accuracy 

and consistency of data extraction. The final form extracted data relating to the author, year 

of publication, study aim, participants, study methods and design, data collection and data 

management, results, and strengths and limitations of each study. Data extraction was 

completed by two reviewers (see Appendix 2.5). Any differences in interpretation between 

the reviewers were resolved by discussion within the research team. 

 

2.1.5 Quality appraisal 

The included studies (n=9) were scrutinised by two reviewers using the quality appraisal 

checklist for qualitative studies (CASP, 2014). This checklist consists of ten criteria which 

helped to appraise studies using the following framework: study aim, methodology, research 

design, recruitment strategy, data collection, data analysis, reflexivity, ethical considerations, 

findings and the value of the research. Each criterion was rated ‘yes’, ‘no’ or ‘can’t tell’. 

Studies which were considered of high quality were those which addressed the majority of 

the items in the checklist, particularly recruitment strategy, reflexivity, data analysis and 

clarity of findings. Studies which failed to address recruitment strategy, reflexivity, data 

analysis or clarity of findings were considered as having medium or lower quality. 

 

2.1.6 Study synthesis 

The thematic synthesis model proposed by Thomas and Harden (2008) was adopted to 

analyses all the studies included in the review. This model involves three unique stages. First, 
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line-by-line coding of the data presented in the results section of each of the included studies. 

Second, similar codes were grouped to help create several descriptive themes. The researcher 

ensured consistency by continually reviewing the coding process to determine similarities 

and differences in codes. Finally, three reviewers analysed and synthesized each descriptive 

theme to answer the review question, which helped in achieving ‘going beyond’ the content 

of the original studies. By repeating this process with each descriptive theme, higher 

analytical themes emerged.  

2.2 Results 

2.2.1 Study characteristics of included studies 

A systematic search of the literature was conducted using guidance (Booth, 2016) and 

reported using ENTREQ guidelines (Tong et al., 2012) followed by a qualitative thematic 

synthesis based on the method described by Thomas and Harden (2008). Studies included in 

the review were qualitative, so applying ENTREQ guidelines helped the researcher to report 

the stages which were most commonly associated with the synthesis of qualitative studies, 

searching and selecting qualitative research, quality appraisal and methods for synthesising 

the qualitative findings. Thomas and Harden’s (2008) method was specifically designed to 

synthesize qualitative data such as those generated from the experiences of the parents in 

these studies to facilitate healthcare improvements (Tong et al., 2012). Nine qualitative 

studies were eligible for inclusion in the review. The characteristics of these studies are 

summarised in Table 2. 1). Participant numbers in the included studies ranged from 11 to 52. 

Participants typically were fathers and mothers, with one study interviewing a grandmother 

as well as parents (Garg et al., 2017). One study included parents, service providers and 

children (Sime, 2014) and one study interviewed only fathers (Ny et al., 2008). Participants 

came from a range of countries and were typically recruited through centres which serve 

immigrants.  
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The included studies were conducted in the US, Sweden, the UK and Australia. All nine 

studies sought to explore or identify immigrant parents’ experiences of child healthcare 

services, parents’ experiences of primary care (Clark, 2002; Berlin et al. 2010; Ragavan et 

al., 2017; Garg et al., 2017; Mangrio & Persson 2017), parents’ perspectives of healthcare for 

children with health needs (Son et al., 2018), parents’ perspectives on their children’s health 

status after immigration (Sime, 2014; Condon & McClean, 2016) and fathers’ experiences of 

maternal and child healthcare services (Ny et al, 2008). Different data collection methods 

were employed: three studies used focus-group interviews (Ny et al., 2008; Sime, 2014; 

Condon & McClean, 2017), four studies used semi-structured interviews (Berlin et al., 2010; 

Mangrio & Persson 2017; Ragavan et al., 2017; Son et al., 2018), one study used in-depth 

interviews and a focus group (Garg et al., 2017) and one study used unstructured interviews 

(Clark, 2002). Quality appraisal was conducted using the qualitative appraisal checklist 

(CASP, 2014), and identified four studies as high quality (Clark, 2002; Garg et al., 2017; 

Ragavan et al., 2017; Son et al., 2018), four as medium quality (Ny et al., 2008; Berlin et al., 

2010; Condon & McClean 2017; Mangrio & Persson, 2017) and one study of lower quality 

(Sime, 2014). A summary of the quality appraisal of each study is presented in Table 2.2. 
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Table 2. 1 Characteristics of included studies 

Author(s), 

Year, Country 

 Study aim  Study design Study sample characteristics  Data collection 

methods 

Study results  

Clark, 2002 

US 

To explore Mexican-

origin mothers’ 

experiences of 

children’s health care 

services. 

Qualitative study,  

Ethnographic 

method 

- Immigrant mothers who were 

(Hispanics, Mexican Americans or 

Latinas) aged 19-35 years old, 

- Most participants were educated.   

- Income: lower and middle- income 

status. 

-Years living in the country: not 

reported. 

Half of the participants were first-

generation immigrants; the other half 

was up to the sixth generation but 

considered themselves ethnically 

Mexican or Latina.  

The standard 

ethnographic 

method, unstructured 

interviews.  

Mothers reported difficulty in accessing child 

 healthcare services in relation to their 

acculturation and the distance between home 

and the clinic. Other barriers affected mothers’ 

experiences such as language barriers and a lack 

of health insurance.  

Nyet al., 2008 

Sweden 

 

To describe how men 

from the Middle East 

experience maternity, 

child healthcare and 

becoming a father in 

Sweden.   

Qualitative study  -16 Middle Eastern immigrant 

fathers. 

-Level of education: three 

participants with a university degree 

and six currently in employment. 

- Income: not reported 

- Years living in the country: 1-3 

 

Focus-group and  

individual interviews   

Three main themes and their sub-themes 

emerged; meeting empathetic professionals, 

finding a new position within the family, and 

experiencing social demand. Sub-themes were 

perception of information, a sense of security, 

modifying advice, supporting during pregnancy 

and delivery and being a father and man,  

becoming integrated, being a burden to your 

wife and not being a suitable model for your 

children. 

Berlin et al., 

2010 

Sweden 

To construct a 

theoretical model that 

could promote further 

understanding of the 

variety of experiences of 

Qualitative study, 

Grounded theory 

methodology 

- 21 immigrant parents from Africa, 

the Middle East and South Europe 

- Level of education: not reported 

-Income: not reported 

 Interview  The theoretical model generated by the authors 

explained the interactions between parents and 

PCHC nurses and demonstrated the variations in 

parental perceptions of child health check-ups. 

The model contained the following themes; 
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Author(s), 

Year, Country 

 Study aim  Study design Study sample characteristics  Data collection 

methods 

Study results  

parents of foreign origin 

regarding their 

interaction with the 

nurses at PCHC 

services. 

- Years living in the country: 1-22 watchfully checking for rapport, checking 

demeanour (open demeanour - parents feel 

secure, unclear demeanour - parents feel 

confused, closed demeanour - parents feel 

vulnerable), checking signs of judgement, giving 

feedback - parents feel accepted, exploring - 

parents feel insecure, fault-finding - parents feel 

questioned, parents’ experiences with the child’s 

health check-up, rapport possible - feeling 

convinced, rapport uncertain - feeling hesitant, 

parents’, rapport impossible - feeling unwilling 

Sime, 2014 

Scotland 

To examine the lived 

experiences of migrant 

children and their 

parents post-migration, 

including their views of 

statutory health 

provision 

Qualitative study  - 57 immigrant children with parents 

from Bulgaria, Czech, Poland, 

Romania, Lithuania and Slovakia. 

- Level of education: not reported. 

- Income: not reported. 

-Years living in the country: not 

reported 

Focus group and 

family case study. 

Themes presented by parents and the children of 

their experiences of using healthcare services 

were migrant children's and parents’ experiences 

and views of service provision in Scotland, lack 

of adequate information, differences in the 

provision, the language barrier and transnational 

use of health services. 

Mangrio & 

Persson 

2017 

Sweden 

To explore non-

European 

immigrants parents’ 

experiences of Sweden’s 

Child Health Care 

system. 

Qualitative study 19 immigrant parents from 

Afghanistan, Chile, India, Iraq, 

Kurdistan, Kuwait, Lebanon, 

Pakistan, Palestine, Venezuela and 

Vietnam. 

- Level of education: not reported 

- Income: not reported 

- Years living in the country: not 

reported. 

Parent interviews. Parents experienced difficulties accessing child 

healthcare such as language barriers, barriers to 

and facilitators of care, culturally specific 

barriers to care. 



 

27 

 

Author(s), 

Year, Country 

 Study aim  Study design Study sample characteristics  Data collection 

methods 

Study results  

Ragavan et al., 

2017 

US 

To explore Asian 

immigrant parents’ view 

of well-child visits 

experiences 

 

Qualitative study - 51 immigrant parents from China, 

Vietnam and India 

- Age of participants: 18-55  

- Level of education: most of the 

participants were educated. 

- Income: parents were employed. 

- Years living in the country:1-22 

Semi-structured 

interviews. 

Six themes emerged: well-child visit attendance; 

well-child visit quality; social influences; 

culturally concordant health care providers and 

clinics; culturally sensitive care; and improving 

well-child visits for Asian immigrant families. 

Garg et al., 

2017 

Australia 

To describe and explain 

parental experiences of 

accessing developmental 

surveillance and 

anticipatory guidance 

for children 

Qualitative study - 39 immigrant parents and one 

grandparent from Vietnam, England, 

Afghanistan, Peru, Philippines, 

Australia, Cambodia, Iraq, India, 

Brazil, Middle East (Arabic 

speakers) and Caucasian 

- Level of education: different levels 

of education from primary school, 

UG degree, PG degree. 

- Income: not reported 

- Years living in the country: 6-35 

Focus groups and in-

depth semi-

structured interviews 

Parents’ experiences raised several themes:  

parental concerns about their child health and 

development; sources of information and 

support for parents, ‘If I get help it’s going to be 

easier for me’; lack of knowledge about the 

health system and community health services, 

the Blue Book, ‘Nobody told me’; choice of 

provider; parents’ understanding of the CFHN 

role; parents’ understanding of the GP role; the 

importance of language; parents’ previous 

experiences with CFHNs and GPs; Comparison 

with other health systems; increased awareness 

over time. 

Condon & 

McClean, 

2017 

UK 

To explore parents’ 

views on maintaining 

children’s health 

following migration 

Qualitative study - 28 immigrant parents from 

(Romania, Roma, Somali, Poland, 

Pakistan). 

-level of education: most of the 

parents were educated. 

Income: Low income as most parents 

were unemployed, mothers at home 

and student. 

- Years living in the country: 10 

years. 

Focus group Immigration effect on parents’ health and their 

children was clear from parents’ perspectives. 

Two themes discovered socio-economic 

wellbeing and maintaining a healthy lifestyle. 
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Author(s), 

Year, Country 

 Study aim  Study design Study sample characteristics  Data collection 

methods 

Study results  

Son et al., 

2018 

US 

To explore how Asian 

immigrant parents of 

CSHCNs view their 

child’s health-care 

access, quality, and 

utilization 

Qualitative study - 22 Asian families (from Vietnam 

and China) with children with special 

needs. 

- Level of education: different levels 

- Income: low  

- Years living in the country: 4-34 

   

Semi-structured 

interviews 

Most parents experienced difficulties accessing 

child healthcare services for their child-specific 

needs such as language barriers, barriers to and 

facilitators of care, culturally specific barriers to 

care. 
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Table 2.2  Critical appraisal table of the included studies (CASP, 2014) 

 
 

CASP 2014 

questions 

 

 

1. Was there a 

clear 

statement of 

the aims of the 

research? 

2. Was a 

qualitativ

e 

methodol

ogy 

appropria

te? 

3. Was the 

research 

design 

appropriate 

to address 

the aims of 

the 

research? 

4. Was the 

recruitment 

strategy 

appropriate 

to the aims 

of the 

research? 

5. Was 

the data 

collected 

in a way 

that 

addressed 

the 

research 

issue? 

 

6. Has the 

relationshi

p between 

the 

researcher 

and 

participant

s been 

adequately 

considered

? 

7. Have 

ethical 

issues been 

taken into 

considerati

on?  

 

8. Was the 

data 

analysis 

sufficiently 

rigorous? 

9. Is 

there a 

clear 

stateme

nt of 

findings

? 

10. 

How 

valuabl

e is the 

researc

h? 

 

 

 

 

 

 

Quality appraisal  
 

 

Clark, 2002 Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes   High  

- There was a clear 

statement of aim, 

objective, data 

collection and 

analysis  

- The researcher 

identified their role 

- The study had 

ethical approval. 

Ny et al., 

2008 

Yes  Yes  No  Can’t tell  Yes  Can’t tell  Yes  Yes  Yes  Yes   Medium 

- There was no clarity 

in the recruitment 

process. 

- There was not 

sufficient detail of the 

ethical approval for 

the study.  

Berlin et 

al., 2010 

 

Yes  

 

Yes  

 

Yes  

 

Can’t tell  

 

Yes  

 

Yes  

 

Yes  

 

Can’t tell  

 

Yes  

 

Yes  

 

Medium  

- The study did not 

provide any evidence 

regarding the 
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CASP 2014 

questions 

 

 

1. Was there a 

clear 

statement of 

the aims of the 

research? 

2. Was a 

qualitativ

e 

methodol

ogy 

appropria

te? 

3. Was the 

research 

design 

appropriate 

to address 

the aims of 

the 

research? 

4. Was the 

recruitment 

strategy 

appropriate 

to the aims 

of the 

research? 

5. Was 

the data 

collected 

in a way 

that 

addressed 

the 

research 

issue? 

 

6. Has the 

relationshi

p between 

the 

researcher 

and 

participant

s been 

adequately 

considered

? 

7. Have 

ethical 

issues been 

taken into 

considerati

on?  

 

8. Was the 

data 

analysis 

sufficiently 

rigorous? 

9. Is 

there a 

clear 

stateme

nt of 

findings

? 

10. 

How 

valuabl

e is the 

researc

h? 

 

 

 

 

 

 

Quality appraisal  
 

 

recruitment strategy 

or why other people 

from the same group 

were not recruited. 

- The researchers did 

not explain their role 

critically on potential 

Sime, 2014 Yes  Yes  Can’t tell  Can’t tell  Yes  No  No   Can’t tell   Yes  Yes  Medium  

- There was no 

discussion about why 

this method was 

used. 

- There was no clear 

recruitment process. 

- The role of the 

researcher is not clear 

in the data collection 

or potential bias 

during data analysis. 

Condon & 

McClean  

2016 

Yes  Yes  Can’t tell  Yes  Yes  Yes  Yes  Yes  Can’t 

tell  

Yes  Medium  

- There was no 

clarification of the 

appropriateness of 

the research method 
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CASP 2014 

questions 

 

 

1. Was there a 

clear 

statement of 

the aims of the 

research? 

2. Was a 

qualitativ

e 

methodol

ogy 

appropria

te? 

3. Was the 

research 

design 

appropriate 

to address 

the aims of 

the 

research? 

4. Was the 

recruitment 

strategy 

appropriate 

to the aims 

of the 

research? 

5. Was 

the data 

collected 

in a way 

that 

addressed 

the 

research 

issue? 

 

6. Has the 

relationshi

p between 

the 

researcher 

and 

participant

s been 

adequately 

considered

? 

7. Have 

ethical 

issues been 

taken into 

considerati

on?  

 

8. Was the 

data 

analysis 

sufficiently 

rigorous? 

9. Is 

there a 

clear 

stateme

nt of 

findings

? 

10. 

How 

valuabl

e is the 

researc

h? 

 

 

 

 

 

 

Quality appraisal  
 

 

within the aim of the 

study. 

- No clear statement 

of findings 

Mangrio & 

Persson, 

2017 

Yes  Yes  Can’t tell Yes  Yes  Can’t tell  Yes  Yes  Yes  Yes  Medium  

- No clarity or 

justification of the 

research design  

- No clarification of 

the recruitment 

process. 

 

Garg et al., 

2017 

 

 

 

 

 

 

  

Yes  Yes  Yes  Yes  Yes  Can’t tell  Yes  Yes  Yes  Yes  High  

- There was a clear 

justification of why 

they used the specific 

design method for the 

study. 

- The researchers’ 

role was clear in data 

collection, analysis 

and no highlight of 

any potential bias. 

- Clear recruitment 
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CASP 2014 

questions 

 

 

1. Was there a 

clear 

statement of 

the aims of the 

research? 

2. Was a 

qualitativ

e 

methodol

ogy 

appropria

te? 

3. Was the 

research 

design 

appropriate 

to address 

the aims of 

the 

research? 

4. Was the 

recruitment 

strategy 

appropriate 

to the aims 

of the 

research? 

5. Was 

the data 

collected 

in a way 

that 

addressed 

the 

research 

issue? 

 

6. Has the 

relationshi

p between 

the 

researcher 

and 

participant

s been 

adequately 

considered

? 

7. Have 

ethical 

issues been 

taken into 

considerati

on?  

 

8. Was the 

data 

analysis 

sufficiently 

rigorous? 

9. Is 

there a 

clear 

stateme

nt of 

findings

? 

10. 

How 

valuabl

e is the 

researc

h? 

 

 

 

 

 

 

Quality appraisal  
 

 

process. 

Ragavana 

et al., 2017 

Yes  Yes  Yes  Yes  Yes  Can’t tell  Yes  Yes  Yes  Yes  Medium  

- There was a clear 

statement of aim, 

objectives, data 

collection and data 

analysis. However, 

there was no clear 

ethical consideration 

for the study. 

Son et al., 

2018 

 

 

 

 

 

 

 

 

Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  High  

- There was a clear 

statement of aim, 

objective, data 

collection and 

analysis  

- The researchers 

identified their role. 

- The study had 

ethical approval. 
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    2.2.2 Descriptive themes 

Five descriptive themes were identified from the codes generated following line-by-line 

analysis of included studies. Codes were generated by comparing and contrasting the results 

of the included studies, noting similarities and differences (Thomas & Harden, 2008). Similar 

codes were subsequently grouped together allowing descriptive themes to emerge. These 

themes are discussed in detail in the following sections. 

 

2.2.2.1 Theme 1: Seeking information and reassurance that child health and 

development is on track  

Reassurance about a child’s development was found to contribute to parents’ willingness to 

search for information and to utilize child healthcare services (Garg et al., 2017; Ragavan et 

al., 2017; Son et al., 2018). Garg et al. (2017) described experiences following access to 

developmental follow-up and preventive services for children: thirty-nine parents and one 

grandparent were interviewed using semi-structured interviews. The results demonstrated that 

parents access child healthcare services to understand if the development of their children is 

normal or abnormal: 

“just to know that they’re on track, they’re going the right way” (Garg et al., 

2017, p.5).  

Parents believed that determining that their child’s development was on track at an early age 

would prevent their child from experiencing future health issues and also help them to 

address their child’s development needs. Furthermore, the majority of parents were aware of 

the importance of keeping records of their child’s development and of comparing their child’s 

weight and height with standardised growth charts, which helped them to assess child 

development milestones: 
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“It’s a good thing … it shows the baby’s development – their weight, their length 

…” (Garg et al., 2017, p.6). 

Berlin et al. (2010) explored immigrant parents’ experiences and understanding of their 

interactions with community nurses. The results showed that parents used repetitive 

questioning of healthcare staff to address their lack of understanding so that they could 

provide better care to their children: 

 “When I ask the …., It’s not because I am stupid and ignorant, it’s because I 

want a little more information and explanations, so I can make things better for 

my children” (Berlin et al., 2010, p.5 ). 

Parental reassurance regarding their child’s normal development was influenced by the 

quality and clarity of the information which they received from healthcare staff.  Ragavan et 

al. (2017) asked Chinese, Vietnamese and Indian immigrant parents about their experiences 

of well-child visits, which included regular developmental assessments for healthy children. 

Most parents believed that child health assessment would allow them to obtain more 

information about their child’s development and help prevent any health-related problems in 

the future. However, a number of parents believed that healthcare experiences had not met 

their prior expectations and believed that assessments were “too simple”. 

“The routine checkup here is too casual. … Very careless. In China, visits include 

a lot of examinations and doctors provide detailed explanations on everything. 

But here, they only check your weight [and] height” (Ragavan et al., 2017, p.3).  

Consequently, Ragavan et al. (2017) concluded that providing parents with the appropriate 

information and guidance is crucial for providing reassurance about child health and 

development. Son et al. (2018) explored how Asian immigrant parents in the US evaluated 

the quality of community social healthcare nurses, concerning access and the utilization of 

services. They interviewed 22 Asian parents of children with special needs. The results 
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showed that the parents experienced a lack of appropriate information and guidance on how 

to access healthcare services. From the parents’ perspective, professional carers should have 

detailed knowledge of relevant healthcare and support services, to help parents access these 

services: 

“They (doctors) don’t guide us with any directions.” (Son et al., 2018, p.7) 

The participants in that study believed that it was the doctor’s responsibility to provide them 

with important information and to educate them about their children’s check-up and the 

importance of well-child assessments (Son et al., 2018).  

The studies included in this review highlighted that providing written and verbal information 

to parents was required and appreciated by parents. Parents preferred clear verbal information 

about child healthcare services and how they can navigate these services when needed: 

“But I don’t think all mothers read the book, so it would have been good with 

more oral information about.” (Mangrio & Persson 2017, p.6)    

However, healthcare staff’s opinions regarding the quality of the information provided to 

parents can differ from the reality of the quality of information as perceived by parents 

(Clark, 2002; Sime et al., 2014).   

 

2.2.2.2 Theme 2: Seeking information and reassurance from ‘people like me’ about 

child healthcare and development   

The desire of parents to seek information and reassurance outside child healthcare services 

was identified in a number of studies included in this review (Sime 2014; Son et al., 217; 

Garg et al., 2017). A lack of information and guidance about child healthcare services and 

being unfamiliar with healthcare services in a new country motivated parents to obtain 

information from other sources. These sources included members of the local community, 
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parents who had a child with a similar health condition, their spouse, or older relatives inside 

the family (Sime 2014; Son et al., 2017; Garg et al., 2017). For example, in the study by Son 

et al (2018), parents obtained information from other parents whose child had similar health 

issues, shared experiences and associated complexities. This enabled parents to better 

advocate for their child and to obtain reassurances regarding their child’s health and 

development from people in a similar situation: 

 “It’s even more difficult when we need to find ways to help our children. 

Therefore, we as parents rely on help from each other”. (Son et al., 2017, p.11) 

Two studies highlighted that unfamiliarity with services and the way services operate resulted 

in parents sharing their experiences within their communities (Son et al., 2017; Garg et al., 

2017). Son et al. (2017) found that when parents of special-needs children became familiar 

with services, they quickly accepted that healthcare professionals have the ability to support 

and direct them to better care for their children: 

 “when they do check my son who has special needs like this they can at least 

recommend or refer me to specialists instead so that I can be more aware” (Son 

et al., 2017, p. 9). 

Immigrant parents used relationships inside their communities to navigate the healthcare 

system and to find suitable services for their children when required 

“Mostly the parents of special education [children] tell each other what is good 

for the children. We are like a sorority ... We communicate with each other. If 

there is any entertainment for the children, we take our children and go together 

to help them. Besides, the Chinese community is not big and only in [major city]. 

Therefore, we rely on the support from each other and the friendship among us” 

(Son et al., 2017, p.11).  
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Similarly, Sime (2014) explored immigrant mothers’ previous experiences and the difference 

in healthcare provision in a new host country and found that parents seek out the opinions of 

others within their community to support the health needs of their children. Sime (2014) 

suggested this might be normal for parents from a different cultural background as they feel 

that it is natural to obtain information, including medication information, from non-

professional sources. For example, mothers in the study by Sime (2014) said:   

“I called my friend because her son had a similar problem, and I borrowed from 

her the cream that she got in Poland and that helped ” (Sime, 2014, p.86).  

Similarly, Garg et al. (2017) found that parents trusted the advice and guidance of their close 

relatives: 

 “I trusted my mothers’ instinct”( Garg et al., 2017, p.4).  

Although parents who do not live close to relatives and friends may have a lack of basic 

information and knowledge about their child’s normal development, this was shown to be 

especially true of first-time parents:  

“because my mum was not here, so I have no family out here … it was my first 

pregnancy and I didn’t know where to go” (Garg et al., 2017, p.5).  

Additionally, participants clearly stated that they accessed or took advice from older people 

who had greater life experience:  

“ talk to friends and get older people’s opinion״ (Garg et al., 2017, p.6).  

In conclusion, the literature which supports this theme highlights that immigrant parents will 

access information and advice from a range of sources to obtain reassurance regarding their 

child’s health and development. The sources that parents access include people within their 

community, people in similar circumstances and older people. There are several potential 
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risks associated with seeking information from these sources, especially if the information 

obtained may not be accurate, which may present potential risks to child wellbeing.  

2.2.2.3 Theme 3: Comparison between child healthcare services in the home and host 

countries 

Utilizing child healthcare services in a new country can produce a sense of uncertainty for 

parents. The review findings suggest that parents compared new exposure to child healthcare 

services with prior experiences of similar services in their home country (Sime 2014; 

Mangrio & Persson, 2017; Ragavan et al., 2017; Son et al., 2018). This process of 

comparison can lead to either positive or negative evaluations of the current experience of 

using child healthcare services. Mangrio and Persson (2017) conducted 19 interviews with 

non-European immigrant parents. They explored immigrant parents’ experiences of Swedish 

child healthcare services and reported that parents compared services between their home and 

new host country’s child healthcare services. They found that language barriers, cultural 

differences and the need for information and guidance from healthcare staff played an 

important function in determining whether parents were satisfied with the healthcare services 

in a new country (Mangrio & Persson, 2017). The participants preferred services offered in 

the new host country as they felt that these new services were of higher quality:  

“In Sweden, it is not like in our home country. It is not unpleasant and terrible 

like it is in my home country” (Mangrio & Persson, 2017, p.4). 

The participants felt that their children should live in the country which provides them with 

free and equal access to child healthcare services which were not available in their home 

country: 

 “In my home country, the healthcare you get depends on money and which 

doctor you have and if you are poor you don’t get the same treatment as the rest. 

My children should grow up here, and there is a big difference here compared to 
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my home country, and I am very confident. It wouldn’t have been the same health 

care in my country”. (Mangrio & Persson, 2017, p.4) 

Furthermore, Son et al. (2017) reported that parents perceived free access to specific 

healthcare services as supportive and it helped them to meet their disabled child’s healthcare 

needs more effectively. However, parents in that study were disappointed with the long 

waiting time to obtain the insurance required to permit free healthcare access for their child:  

“It [the wait] was a big problem ... we had to wait for a long time, almost half a 

year. Waiting is an issue. When we first noticed [the child’s] problem, he was 20 

months old. Because of the very long wait, we applied [for services] as soon as 

possible. For autism, you need to treat and intervene as early as possible to be 

effective. The sooner the better. Therefore, this is a problem here we waited for 

half a year.” (Son et al., 2017, p.8)  

Although these findings support the conclusions arrived at by Mangrio and Persson, (2017), 

the results cannot be generalized because of the differences between the funding of US 

healthcare and other regions, especially the UK. Sime (2014) concluded that parents of ill 

children preferred the healthcare system in their home country as it provided greater choice 

and more rapid access to services for their sick children:  

“Well, in Bulgaria it's organised better because you can get access to a specialist 

quicker almost the next day. The bad thing in Bulgaria is that there is a big 

mixture between things you pay for. And here [in the UK] you don't pay for 

things, but it's difficult to get an appointment, and you wait a long time.” (Sime, 

2014, p.89). 

Sime (2014) reported that immigrant parents ״use transnational health services״ especially 

Eastern European immigrants, which implies that many immigrant parents have the means to 

travel to their home country, affording them the benefits of using both home and host country 

healthcare services. Collectively, parents’ previous interactions with different child 
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healthcare providers enable them to differentiate between services and to decide which 

service experience was preferred.                                                                                                                                                                             

2.2.2.4 Theme 4: Effective communication 
  

Communication was a recurring and important concept in the literature reviewed. Limited 

communications with and within child healthcare services act as a barrier to service 

utilization and can lead to health disparities (Clark, 2002; Berlin et al., 2010; Mangrio & 

Persson, 2017; Garg et al., 2017; Son et al., 2018). Language issues were the most common 

barrier which influenced communications and interactions between participants and 

healthcare staff. Immigrant parents with limited language proficiency had repeated issues 

when communicating with healthcare staff, resulting in them receiving limited information 

about their children’s health and development (Clark, 2002; Berlin et al., 2010; Garg et al., 

2017; Son et al., 2018).  

Berlin et al. (2010) reported that effective interactions with staff provide both parties with the 

opportunity to understand and resolve any issues or misunderstandings that may exist. This is 

supported by the following extract from the study. 

 " She [the nurse] asks questions and seems to understand ... it’s a two-way thing 

between u.” (Berlin et al., 2010, p.6)  

Limited communications with healthcare professionals may make parents feel uncertain 

and can result in parents’ reluctance to ask important health-related questions:  

“It gets complicated for us if nobody really tells us. I should ask him; how far can 

I go with my questions to you? Should I do that?” (Berlin et al., 2010, p.6) 

Participants in the same study reported an inability to participate in a conversation with 

staff because of their limited understanding of English:  



 

41 

 

“sometimes you know my English is not good and there is nowhere [no 

opportunity] for discussion. If you go to the doctor, the family doctor, they all 

speak fluently.” (Berlin et al., 2010, p.7) 

Similarly, Son et al. (2018) reported that mothers had poor communication with the 

staff because of their limited language proficiency:  

“Many mothers cannot speak English, hence cannot communicate with the 

doctors in the hospital.” (Son et al., 2018, p.9) 

Unfamiliarity with medical terminology can also limit parents’ understanding of their child’s 

health care issues and requirements and can limit parent/staff communications. Participants 

reported that even with a limited understanding of English, they require information in clear 

English, avoiding medical jargon:  

“They told me she had to stay in the hospital until the bacteria grow in their 

culture. Why do we have to stay here? I want an explanation. You’re putting us 

through misery …” (Clark, 2002, p.70)  

Similar findings were reported by Son et al. (2018, p.13) who found that child healthcare 

staff tended to use medical terminology to mothers and avoided providing clear explanations: 

 “In fact, the doctor has never confirmed to me that he’s autistic. They use some 

medical terms. I didn’t know whether he has autism or Asperger’s syndrome, not 

until I received his IEP [individualized education plan, prepared independently of 

medical staff by the school system]. Not until I received his IEP evaluation report 

in Chinese when he was in seventh grade ... I found out he’s autistic” (Son et al., 

2018, p.13) 

To facilitate immigrant and healthcare professional communications, interpreters are 

frequently employed within healthcare services. This initiative is designed to enable parents 

and healthcare staff to communicate more effectively and to assist parents to understand the 

information provided by healthcare professionals. However, even when interpreters are 
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available, this does not always help parents to understand the information provided by 

professionals. Participants in the study of Son et al. (2018, p.13) felt lost with the 

interpreter’s interpretations: 

 “So I am trying to find more services for him because my English is too bad. It is 

really hard for me” (Son et al., 2018, p.13)  

Using interpreters for parents with a limited understanding of English has both positive and 

negative effects, which can impact on the care experience and relationships with healthcare 

providers. Son et al. (2018) found that participants were afraid of misinterpretation, 

particularly when they understand only a little English. This can create a barrier to future 

communication and have negative implications for future access to child healthcare services: 

 “I do understand a bit of English. But sometimes the interpreter doesn’t interpret 

correctly what the doctor is saying, so then I become disappointed so then I don’t 

want them.”  (Son et al., 2018, p.13) 

In contrast, Mangrio and Persson, (2017) found that their participants were satisfied with 

interpreters and the way that this facility enhanced their understanding of health-related 

information:  

“My wife gets a translator as soon as I am working, and through that way, she 

gets a lot of information and understands.” (Mangrio & Persson, 2017, p.5) 

Sharing information and participating in direct conversations with staff when asking specific 

questions is crucial for parents. Berlin et al. (2010) reported that parents were anxious about 

the nurse’s ability to provide specific information or treatment for their child, especially when 

the nurse asks questions which they judged to be "pointless questions". Limited opportunities 

for question clarification led to understanding difficulties for parents:  
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“They can’t just ask; they have to tell us more about why they are asking 

questions like this” (Berlin et al., 2010, p.5)  

This review has found that creating effective communications is crucial for parents to help 

them to better understand their child’s health and development needs. However, there are 

various factors which can impact on immigrant parents’ communications and interactions 

with the healthcare staff, including language and translation barriers.    

 

2.2.2.5 Theme 5: Cultural isolation and perceived discrimination 

Differences in cultural beliefs, staff behaviour and previous experiences can lead to cultural 

isolation and parents perceiving that staff have discriminated against them. Immigrant parents 

prefer to consult with healthcare professionals whom they judge to be culturally competent in 

terms of language, ethnicity and beliefs: 

 “Why did I choose a Vietnamese doctor? … Of course, the language. … The 

second thing is the culture. There are some foods that only Vietnamese feed their 

children. I don’t know if the American doctor understands this.” (Ragavan et al., 

2017, p.5) 

In that study, Chinese and Vietnamese parents preferred to access services with “culturally 

concordant staff”; staff whom they feel close to in terms of language familiarity and similar 

cultural beliefs and behaviours: 

“We had to go to a Chinese clinic with Chinese doctors – we had problems 

speaking to a foreign doctor.” (Ragavan et al., 2017, p.5) 

In addition, parents’ previous experiences with different healthcare providers can produce a 

sense of uncertainty and a lack of trust between parents and staff, which might also result in 

parents feeling a sense of discrimination. Participants in the study of Son et al. (2018) 
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reported that parents who feel discrimination were unclear if this is due to the ethnicity of the 

parent or the fact that the child has special health needs: 

 “I dislike [the major urban medical centre] very much. There is open 

discrimination by the doctor. I’m not sure whether it is against the Chinese or 

[my] child’s autism. It’s blunt and lets you feel it.” (Son et al., 2018, p.11)   

Immigrant mothers suggested that doctors required extra training and knowledge about other 

cultures and their unique healthcare needs:  

“Children’s doctors should go through training where they learn about the 

culture, the most common diseases in India, what comes in our genes and blood, 

what is our average height, and what kind of preventive things we do.” (Ragavan 

et al., 2017, p.5)  

A lack of understanding and limited interactions with healthcare staff reinforces a feeling of 

perceived cultural differences resulting in parents becoming reluctant to accept the 

professional skills and abilities of staff. Berlin et al. (2017) developed a theoretical 

framework to understand immigrant parents’ experiences concerning their interactions with 

nurses. They found that parents felt that nurses sometimes question their parenting skills and 

do not respect them:  

“When you’re there and ask something, maybe you get their look or answer ... 

their answers give us an idea that no, this ... you are not to do this, you must do 

this”. Furthermore, “Some things feel like, yes but I already know this, and when 

they sit and tell you, it makes you feel that they think we don’t know anything and 

we know quite a lot...Unfortunately, this is what they think!” (Berlin et al., 2017, 

p.5) 

Consequently, the study reported that parents felt discriminated by the staff when they felt 

unwelcomed by them. Berlin et al.’s (2010) participants reported feeling unwelcomed by 

nurses in child healthcare services:  
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“If the PCHC nurse is negative, you feel unwilling instead of wanting to learn, 

you feel much more ashamed and feel, OK, well, if we go back it’ll be the same ... 

that’s what they [PCHC nurses] think about us.” Berlin et al., 2010, p.7)  

Furthermore, differences in clothing associated with various ethnic and immigrant 

populations are linked to cultural barriers which can also create feelings of perceived 

discrimination (Garg et al., 2017). Immigrant mothers felt discriminated against because of 

their specific clothing: 

“… because of my outfit or because of my [head]scarf … .” (Garg et al., 2017, 

p.7) 

Moreover, Clark (2002) reported that immigrant mothers had difficulties accessing child 

healthcare services because of discrimination and language barriers: 

 “Mexican immigrant women face more access barriers – such as the inability to 

drive, lack of familiarity with the health care system, language discrepancies and 

perceived discrimination in services.” (Clark 2002, p.173) 

Cultural differences and perceived discrimination were explored in a number of studies in 

this review. 

 

2.2.3 Analytical themes 

Generating analytical themes is dependent on the insight and judgement of the reviewer 

(Thomas & Harden, 2008). By analytical themes, I mean those themes which were generated 

by analytically synthesising the descriptive themes, and the researcher’s and reviewers’ 

experiences and judgments were also helpful in generating the likely themes.  

Generating an analytical theme is the final step of Thomas and Harden’s (2008) thematic 

analysis model. All the reviewers analysed and synthesised each descriptive theme in terms 

of how it answered the review question and by going behind the purpose of the empirical 
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study by repeating this with each descriptive theme, the analytical themes emerged. One 

member of this review team was an immigrant mother of young children living in the UK and 

another had the experience of living abroad with a young family. Three of the authors 

brought experience as healthcare providers to their interpretation of the descriptive themes. 

Analytical themes included navigation of parenting within a health context in a new 

environment, trust and balance. 

 

2.2.3.1 Navigation  

Napier et al. (2014) denied that there is a conflict between the objectivity of science and the 

subjectivity of culture where systems of belief around health and well-being are constructed. 

They described diversity between and within cultures from which health-related values are 

formed and these values are constantly changing in response to new experiences. Also, in the 

actual journey made by immigrants to a host country, there is a metaphorical journey. 

Although some of those who migrate to high-income countries may be motivated by 

economic reasons (Atoyan et al., 2016), theirs is a journey made by choice and, to some 

extent, planned. In most cases, this planning included purchasing health insurance or paying 

the equivalent of the UK’s IHS surcharge which enables immigrants to have ‘free’ access to 

GP and hospital services during the time covered by their visa (Jayaweera & Quigley, 2010). 

Although this major purchase is often a compulsory part of the immigration plan, it does not 

always come with a set of understandable instructions, and this is even worse for those who 

enter a new country with the right to use healthcare facilities and so would have even less 

chance of being offered an orientation. Even UK-resident parents who are given a Personal 

Child Health Record, popularly known as the ‘red book’ (RCPCH, 2019), to guide them 

through their child's normal developmental checks and have a lifetime's experience of the 

local healthcare system are nevertheless often confused when something unexpected, such as 
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an acute illness for their child, occurs (Neill et al., 2016). Studies have shown that immigrant 

parents trying to navigate an unfamiliar healthcare system for their child or children which 

bears little resemblance to what they are used to seeing met many obstacles. 

The language was the most obvious barrier, with even the inability to read directional signs in 

a hospital or health centre potentially causing extra stress and affecting the confidence of the 

traveller, before they even meet a healthcare professional who might speak a form of jargon 

which is difficult even for those who are fluent in the language to understand. They were 

attempting to navigate if not in total darkness, at least in a heavy fog.  

 

2.2.3.2 Trust 

When we do not know the way and cannot read the map or chart easily because all the 

symbols are unfamiliar, we ask for help from people whom we think would teach us how to 

find an efficient and safe route. Learning from other people requires questioning not only the 

other person's knowledge but also their intent: and only when both are considered trustworthy 

will we trust their advice (Landrum et al., 2015). Immigrant parents sought advice, including 

advice on when it was appropriate to involve healthcare professionals, from family members, 

from their immigrant communities and from parents of children with similar conditions, that 

is, from people they identified with and whom they trusted. Mangrio and Persson (2017) 

reported that providing clear information to parents enhanced their satisfaction with the care.  

“It has been very good, and we got letters home prior to every visit, and the nurse 

always gives oral information about the coming visit and what to expect, for 

example, if there is going to be vaccinations given to the child.” (Mangrio & 

Persson, 2017, pp.5-6) 
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Parent confidence in child healthcare staff is also influenced by how effective services and 

staff are in meeting the expectations of parents. This relationship is supported by the 

following interview extract. 

 “Everyone here knows me well and they are fantastic people. I feel that I get all 

the help that I need and always gets it when I need and ask for it.” (Mangrio & 

Persson, 2017, pp.5-6) 

Additionally, the verbal and non-verbal communication and behaviour of staff, facial 

expressions, greetings, gentle manner and relaxed and gentle touching during examination are 

perceived by parents as showing that staff are accepting and welcoming.  If staff fail to 

demonstrate these communication skills and behaviours, this can lead to a lack of trust and 

potentially impact future access to child healthcare services. This conclusion is supported by 

the following interview extract: 

“She is always smiling and always says: Hello, how are you? My PCHC nurse is 

great, she is nice and funny. I have never felt sad about her ... I like coming here 

to talk to her.” (Berlin et al., 2010, p.4) 

A trusting relationship between parents and child healthcare staff helps to create trust and 

form a positive relationship between parents and staff and leads to future interactions. Clark 

(2002) reported that as a result of parents’ confidence in staff, they did not wish to be cared 

for by different staff members or access different child healthcare services in the future. The 

relationship between parent confidence and preference for staff and services in the future is 

supported by the following interview extract 

“They’re both bilingual. But in all ways, I have more confidence in [her]. She 

checks me thoroughly, tells me one thing and another asks how I feel. Everything. 

The other provider doesn’t check and can’t decide much without consulting the 

doctor. The one I like has hands that are not brusque. I’ve noted that in many 

doctors and the workers who give injections or take blood. Some have heavy 
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hands, others have light hands. I’ve noticed it with those who care for my child, 

too [The ones I like] have light hands.” (Clark, 2002, p.172)  

Following the review of the literature, trust was identified as an important requirement 

necessary to the access and future utilization of child healthcare services for immigrant 

parents. Trust helps parents to feel secure and safe regarding child healthcare services in a 

new country. When parents trust child healthcare services, they are more likely to navigate 

these services and to continue using them in the future, if and when required. 

 

2.2.3.3 Balance 

By promoting cultural competence, healthcare systems should come to accommodate and 

promote the “cultural construction of well-being” (Napier et al., 2014); but this construction 

is constantly evolving in both host communities and immigrant sub-cultures. Immigrant 

parents, like all parents, are constantly re-evaluating their beliefs around health in the light of 

exposure to new information, some of which is scientifically based and some of which is 

learned from “people who they trust”. People they trust are usually people from their own 

culture, as an immigrant and/or as a parent, but it might also be a scientist or healthcare 

professional. Finding a balance between beliefs held and new evidence offered is more 

difficult in an unfamiliar culture and can be facilitated if specific guidance is available to 

those both using and providing healthcare (Abubakar et al., 2018). There is a need for more 

than linguistic translation, the accuracy of which has been questioned by immigrants as their 

language skills improve, but the translation of health philosophies and theories, which should 

enable two-way understanding. There is an established association between higher levels of 

health literacy, service use and positive health outcomes, with health literacy, in turn, 

associated with good linguistic skills and educational attainment (Sentell & Braun, 2012). 
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Health literacy cannot be seen as a tool to increase compliance but must be used for 

patient/family empowerment (Batterham et al., 2016).   

 

2.4 Discussion  

This systematic review highlights several issues which impact on immigrant parents’ 

experiences of accessing healthcare services for their children. The thematic synthesis 

identified five descriptive themes, which were subsequently developed into three analytical 

themes following reviewer appraisal and further inductive analysis of primary research 

papers. The initial descriptive themes were seeking information and reassurance that child 

health and development is on track, seeking information and reassurance from ‘people like 

me’ about child healthcare and development, comparison between child healthcare services in 

the home and host countries, effective communication, and cultural isolation and perceived 

discrimination. The analytical themes which emerged following reviewer appraisal and 

further inductive analysis of primary research papers were trust, navigation of parenting 

within a health context in a new environment, and balance. The analytical themes reflect the 

journey which parents undertake from entry to child health services, through these 

experiences to acceptance of the services provided. Throughout the literature, it was found 

that trust plays a significant role in shaping parental experiences and ensuring future access to 

child healthcare services (Clark, 2002; Berlin et al., 2010; Mangrio & Perrson, 2017). 

Parental confidence in staff provides parents with the ability to navigate child care services 

within a new environment. This will enhance access to other health-related services in the 

future if required. In conclusion, parents who create a balance between their expectations and 

experiences of child services in a new host country will assimilate and engage with these 

services if required. 
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The studies analysed and included in this review had been carried out in a range of countries 

with different cultures and ways of organising child healthcare services. The structural and 

delivery differences within child healthcare services can impact on immigrant parents’ 

experiences of these services (Clark, 2002; Ragavan et al., 2017; Son et al., 2018). The 

importance of cultural competence was identified by Shen et al. (2015) as the main element 

in the provision of significant and approachable healthcare to different populations by 

healthcare providers. Cultural and linguistic competence is “a set of congruent behaviours, 

attitudes, and policies that come together within a system, agency, or among professionals, 

which enables effective work in cross-cultural situations” (Cross et al., 1989). This can help 

to promote ethnic diversity in healthcare services and enhance the quality of care and 

outcomes for various patient groups. Glinos et al. (2010) suggested that “structural and 

cultural” barriers such as the healthcare system, availability of services and how to access 

healthcare services can hinder the engagement of immigrant populations with services and 

could lead to healthcare providers having a limited understanding of the healthcare needs of 

this population. Healthcare providers must use culturally sensitive actions and behaviours 

when interacting with immigrant parents in order to facilitate parental comprehension and 

compliance with professional support (Woodland et al., 2010).  

 

2.5 Strengths and limitations of the review 

A strength of this review is that the expert research team also had the experience of providing 

healthcare to immigrant families and of parenting as immigrants in a host country. The 

homogeneity of the qualitative method used for the synthesis of the data was robust but a 

weakness could be that among the diverse populations in the literature, there were immigrants 

with long exposure to host-country healthcare and with different immigration statuses, so 

they might not all have truly represented the current study’s population of interest.  



 

52 

 

  

2.6 Conclusion  

This review has identified the needs of immigrant parents and discovered a number of 

complexities that might hinder immigrant parents from utilizing healthcare services for their 

children and could impact their experiences of these services. These complexities have been 

discussed within the descriptive and analytical themes identified in this review. In addition, 

these difficulties are the consequence of different factors which affect immigrant parents’ 

experiences of accessing child healthcare services. Immigrant parents with a lack of 

understanding of the language in the new host country find it difficult to understand the 

information provided by child healthcare staff. This can affect the ability of parents to trust 

staff who are delivering this information and guidance to them. This can affect the ability of 

parents to adapt to a new culture and to navigate their parenting role in a new country, in 

relation to new healthcare services. There has been limited study of immigrant parents’ 

experiences of child healthcare services in a new host country. It is important to understand 

immigrant parents’ experiences within child healthcare services to help healthcare planners to 

provide effective healthcare services and to reduce service inequalities for immigrant 

populations. This initiative will help to enhance immigrant parents’ engagement with 

healthcare services and potentially aid successful assimilation to a new life in a new country. 

 

2.7 Recommendations 

This review and thematic synthesis have a number of important implications for child care 

practice, policy and research. At the practice level, it is suggested that cultural and language 

barriers must be understood and addressed to enable parents and healthcare providers to 

communicate effectively within childcare services. It is suggested that trained cultural 

advocates should be located within child healthcare services to help parents and healthcare 

staff to address cultural expectations, explain local policies, procedures and services, and 
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ensure that information is adequately understood by parents. Advocates would support the 

delivery of high-quality care to children and their parents. Moreover, the previous literature 

suggested that continuous cultural competence training for healthcare staff is needed (Garg et 

al., 2017).  

There are a number of important policy implications that arise from this review, such as 

unfamiliarity with a new country, especially the healthcare system and how it works. This 

review has highlighted that this is an important issue for immigrant parents and can have an 

adverse effect on future child health and wellbeing. It is suggested that child health policy 

introduces mandatory registration with healthcare services for children of new immigrants to 

ensure that standard checks and vaccinations are offered to this population.  

In terms of future research, the results of this systematic review have identified various issues 

within immigrant populations. These issues can affect an immigrant parent’s experiences 

when accessing child healthcare services. It is important that future research provides a better 

understanding and differentiates immigrant parents’ experiences according to their 

immigration type. Additionally, understanding health inequalities and effective policy-level 

responses are recommended in many previous studies which have considered the experiences 

and needs of immigrant parents (Son et al., 2017). 
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                                       CHAPTER THREE 
 

3.1 Introduction 

This chapter describes and justifies the qualitative research approach used in the study, 

including the sampling and recruitment processes, the data collection methods and the data 

analysis approach. The chapter also justifies the use of the theoretical framework which 

guided data management and analysis. Details are also given about how the appropriate 

ethical principles were maintained and how rigour was assured throughout the study.   

 

3.2 Methodological Approach  

The use of a qualitative study design was judged to be the most appropriate research design to 

meet the aims of this study. Qualitative research methods are suitable for use in studies which 

focus on exploring the meaning of a phenomenon and help to provide an understanding of 

lived experiences from the participants’ perspective (Green & Thorogood, 2014). There is a 

clear need to understand the healthcare experiences of Middle Eastern voluntary immigrant 

parents of child healthcare services in Northern Ireland in order to be able to provide 

effective care and develop appropriate services for this population. Qualitative research is the 

most suitable research approach to achieve a depth of understanding of individuals’ 

experiences in different areas of their life (Holloway & Galvin, 2017).  

This qualitative interpretative study is important because the inquiry is designed specifically 

to explore immigrant parents’ experiences of child healthcare services in Northern Ireland. 

The use of an interpretive approach is based on the belief that reality is complex and multi-

layered and that individuals are active and creative, which helps to build social reality (Cohen 

et al., 2013). The positivist paradigm, unlike the interpretive paradigm, is underpinned by the 

belief that the researcher should remain objective throughout the study and should remain 

independent from participants during the research process (Grix, 2004). In the interpretative 
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approach, the researcher seeks to explore the interpretations which individuals apply in order 

to investigate a particular phenomenon (Cohen et al., 2013). The interpretive researcher 

believes that the social world provides people with a clear interpretation of their 

understanding of a phenomenon so interpretive researchers seek to understand the meaning of 

the phenomenon by investigating the value which participants apply to it (Holliday, 2007). 

Employing this approach for this current study helps to give an understanding of immigrant 

parents’ experiences based on their perspective which is formed from their experiences of 

accessing child healthcare and how they deal with these experiences. The participants’ points 

of view were interpreted by the researcher to explore the experiences with the child 

healthcare services of a diverse population.  

 

3.3 The Qualitative Interpretive Paradigm 

Guba and Lincoln (1994) suggested that there are three important concepts in qualitative 

research: the ontological position, the epistemological position and reflexivity. Ontology is 

based on the understanding of reality, or what is known as a ‘regarding of the world’ (Crotty, 

1998; Scotland, 2012). Because of differences in individual perspectives, reality can be 

viewed as subjective and can exist in multiple perspectives (Scotland, 2012). Ritchie et al., 

(2014) identified three main positions regarding ontology: realism, materialism and idealism. 

Realism asserts that there is an external reality which exists outside individual beliefs and 

understanding. This results in differences between reality and individual interpretations of 

that reality.  

Materialism is based on the belief that there is a real-world but that it is only a materialistic 

structure, for example, relationships and physical characteristics, which control reality 

(Ritchie et al., 2014). As a result, beliefs, values and experiences which are ‘epiphenomena’ 

cannot be shaped or changed by the world. Alternatively, idealism believes that reality is 
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constructed and is known by individual thought and social interpretations. However, there are 

conflicting positions regarding whether the social and natural worlds present in the same way 

or whether there is a difference due to personal interpretations (Ritchie et al., 2014). The 

ontological position in this current study was informed by the belief that the realities of the 

participants’ perspectives should be examined by how they have experienced healthcare, 

recognising the structural as well as the individual contexts of their old and new lives as they 

transitioned to living in Northern Ireland. By applying for this ontological position, the 

researcher was able to develop a sense of the respondents’ experiences by comparing and 

contrasting interview data in order to generate a deeper understanding of these perspectives.  

Epistemology is a part of philosophy concerned with the nature and forms of knowledge, as 

well as how social knowledge is obtained and what the sources of knowledge are (Scotland, 

2012; Ritchie et al., 2014). Scotland (2012) stated that by establishing and understanding the 

relationship between the researcher and the research question, the researcher can obtain 

relevant knowledge. Polit and Beck (2010), however, claimed that to justify the researcher’s 

position, the relationship between the phenomenon under investigation and the participants 

needs to be evaluated. The epistemological position in this study was based on interpretivism. 

From an interpretative perspective, individuals have different viewpoints within their natural 

and social worlds. Semi-structured interviews were used to collect data in this study which 

enabled immigrant parents to express individual views and experiences of child healthcare 

services, and it is acknowledged that the interviewer and the context of the interviews shaped, 

to some extent, the knowledge generated during the data collection and analysis. Carter and 

Little (2007) suggested that a researcher’s epistemological position can have an impact on the 

conceptualization of participants during data collection and analysis. In qualitative research, 

the researcher is the main tool in data collection and analysis (Smith, 1983). A qualitative 
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researcher needs to be transparent and explicit to help to ensure clarity throughout the 

research process.  

 

3.4 Reflexivity  

Reflexivity is considered a fundamental feature of the qualitative research process (Mitchell 

et al., 2018). Reflexivity requires the researcher to provide a clear justification for the 

research approach and select and provide evidence of the integration of this approach with the 

policies and practices of the phenomenon under investigation (Finlay, 2006). Awareness of 

the researcher’s subjectivities is crucial in order to achieve reflexivity through the integration 

of data collection, interpretation and conclusion drawing (Finlay, 2006): “Reflexive practice 

can be the most challenging and important work in qualitative research” (Mitchell et al. 2018, 

p.673). The researcher should be transparent as to how data are collected and interpreted and 

how this is influenced by the researcher’s past experience (Creswell, 2017). Berger (2015, 

p.220) suggested that reflexivity “means turning the researcher lens back onto oneself, to 

recognize and take responsibility for one’s situatedness within the research and the effects it 

may have on the setting, people being studied, questions being asked, data being collected 

and data interpretation”. Researchers must be aware of their roles and the possible effects 

which can shape reflexivity throughout a study (Cole et al., 2011). Guillemin and Gillam 

(2004) suggested that reflexivity is not a particular article or object, it is an active progression 

of the continuous process which saturates the entire research process. This suggests that the 

researcher has an impact on the collection and interpretation of data. Reflexivity involves 

various steps, including the construction of questions and the selection of a theoretical 

framework (Lambert et al., 2010). The researcher’s level of understanding and 

epistemological position is an important part of reflexivity (Finlay, 2006). Clearly describing 

the context and background relationships, such as ethnicity, age, socio-economic status and 
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cultural background in participants and researchers, provides a clear understanding of the 

research, enhancing the credibility of the findings (Berger, 2015): “Researchers have got to 

increasingly specialise in self-knowledge and sensitivity; better understand the role of the self 

within the creation of knowledge; carefully self-monitor the impact of their biases, beliefs, 

and personal experiences on research; and maintain the balance between the personal and the 

universal” (Berger, 2015, p.220). The researcher must identify her or his position as an 

insider/outsider; by ‘insider’ we imply that the researcher and participants share similar 

experiences whilst ‘outsider’ implies that there are differences between the researcher’s and 

the participants’ experiences (Berger, 2015; Teh & Lek, 2018). The researcher must therefore 

be aware of these similarities and differences and make them clear to the reader. A 

researcher’s ability to highlight these similarities and differences for participants and others 

will enhance the quality of research (Dodgson, 2019). Before commencing this study, the 

researcher developed several assumptions about Middle Eastern immigrant parents’ 

experiences of child healthcare services, informed by a systematic review of the published 

literature. The researcher’s assumptions regarding parents’ experiences of child healthcare 

services were also informed by prior professional experience within child healthcare services 

in Iraq, working as a community nurse in a special programme of the World Food 

Programme (WFP). This programme sought to assess malnutrition in children aged 0-5 years 

using the body mass index measure. Children who were assessed in this programme included 

local children and native-immigrant children who lived in refugee camps. During the 

programme, the researcher had continuous contact with parents and developed an interest in 

and understanding of immigrant parents’ needs and experiences of child healthcare services. 

As a researcher and an immigrant mother with three children who have attended child 

healthcare services in Northern Ireland since arriving in the province, I have acquired a 

deeper understanding of the immigrant parents’ experiences and a clear idea of what is going 
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on. In order to reduce the possible influence of the researcher’s personal experiences and 

mixing them into the study data, extra precautions were taken, such as maintaining 

continuous contact with the supervisors during the data analysis and key coding, checking the 

transcripts, and member checking by providing a summary of transcripts to a proportion of 

the study sample (see section 3.15 Establishing Rigour). All this has helped to generate a 

unique understanding of immigrant parents’ experiences of child healthcare services within a 

new country, Northern Ireland. 

 

3.5 Theoretical framework  

The development of a theoretical framework helps in the analysis and understanding of data. 

Ritchie et al., (2014) suggested that a theoretical framework helps to simplify participants’ 

experiences and assists the researcher to achieve accurate interpretations. Applying a 

theoretical framework for the management and analysis of acquired data helps to ensure that 

research questions are answered effectively (Ritchie et al.,2014). Different theoretical 

frameworks have been reported in the literature to help to explain healthcare utilization. 

These theoretical frameworks needed to be evaluated in order to determine the most suitable 

for use in this current study.   

 

3.5.1 The Socio-psychological Model (Stoeckle et al., 1963) 

Various theoretical frameworks have been applied to studies which have focused on 

immigrant health service utilization. Stoeckle et al. (1963) applied a socio-psychological 

model to discover the socio-psychological impact on immigrant health service utilization. 

Their socio-psychological model comprised three elements: health belief and knowledge 

about the disease; personal opinion about the health system and staff; and health reports and 

the ability to access health services. In the current study which focuses on voluntary 

immigrants’ experiences, immigrant parents’ beliefs, attitudes and information about 
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symptoms related to their child’s health prompted access to child health services. Immigrant 

parents’ expectations of and attitudes towards doctors and health services can originate from 

previous experiences which can affect their health access behaviour. Finally, the ability to 

report child health issues in immigrant parents and to assess the health status of their children 

resulted in access being sought to health services. This model focuses only on personal socio-

psychological factors which influence health services utilization behaviours. There are other 

factors which can influence health service use by immigrants, such as resources, which 

includes GP appointments and the structure and delivery of services. Derose et al. (2011) 

highlighted the importance of including organizational factors to better understand disparities 

in health service utilization behaviour. This framework was judged not to be suitable for use 

in this current study as the study is intended to explore voluntary immigrant parents’ 

experiences and not the impact of specific socio-psychological factors on immigrants’ health 

service access.   

 

3.5.2 Andersen’s Behavioural Model of Health Services Utilization  

The work of Andersen (1968) has been used as a theoretical framework in several studies 

which have considered disparities in health service utilization (for example, Cabassa et al., 

2006; Akresh, 2009; Derose et al., 2011). This model was designed and amended by 

Andersen (1968) and has been further developed over 40 years from an initial phase 1 to 

phase 4. 

 

3.5.2.1 Andersen’s Health Behavioural Model: Phase 1 (1968) 

Andersen’s model was initially developed to help understand family health services 

utilization as a part of his PhD thesis which sought to “define and measure equitable access to 

healthcare and to assist in the development of policies to promote equitable access to 
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healthcare” (Andersen, 1968). This model focused on the family as a unit of analysis on the 

grounds that the medical care which individuals receive is generally linked to the 

demographic, social and economic characteristics of the family unit (Andersen, 1968). 

Andersen found that family health service utilization is a function of (i) predisposing factors 

to access, such as socio-demographic factors, social structure and health beliefs; (ii) enabling 

factors which include personal and family income (health insurance, continuous care and 

community resources); and (iii) personal need factors – divided into a perceived need and 

evaluated need. According to Andersen (1968), the relationship between these needs is 

sequential.  

Within predisposing factors, Andersen (1968) focused on general factors which affect an 

individual’s access to health services. In this current study, however, the participants were 

immigrants with an additional specificity which influenced their health services utilization. 

Whereas social structures are included within predisposing factors which identify personal 

status within a community, the ability to cope with issues and to find the proper solutions is 

measured by the level of education, ethnicity and occupation. This phase of the model has 

been criticized for not paying sufficient attention to social networks, social interactions and 

culture (Bass & Noelker, 1987; Guendelman, 1991).    

Additionally, health beliefs and attitudes can influence a person’s perceived or evaluated 

need following access to health services (Andersen, 1968). This limitation of the model was 

criticized by Tanner et al. (1983) who contended that a stronger relationship between health 

beliefs and the various uses of health services is required in which personal and community 

interactions are included in the resources factors. Andersen believed that these resources are 

important and must be accessible in addition to financial resources, health insurance and 

information on how to use these resources (Andersen, 1968). However, this model did not 

include organizational resources which have a great impact on the individual use of health 
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services (Kelley et al., 1992). Finally, the need to access health services as mentioned earlier 

includes both perceived and evaluated needs. The individual’s ‘help-seeking’ behaviour 

might affect the perceived need to access health services (Hulka & Wheat, 1985) whereas 

evaluated need depends more on professional opinions and originates from a medical 

decision (Andersen et al., 1975). Although the use of or access to health services is an 

outcome of this version of the model, this model will not be used in the current study because 

it is crucial to find a theoretical framework which suits the aim and objective of this study.  

 

3.5.2.2 Andersen’s Health Behavioural model: Phase 2 

In 1970, the second version of Andersen’s model was developed in Chicago (Aday & 

Andersen, 1974; Andersen et al., 1975; Andersen & Newman, 1973; Andersen et al., 1970). 

This new version contained the three main elements of the original model and additional 

elements associated with the healthcare system. These included the health policy, resources 

and organization of the system and consumer satisfaction as an outcome of health services 

access. Additionally, greater measurements were included in this phase, such as type of 

hospital, site of the hospital, and the purpose and time interval for access. This modification 

implies that using or not using healthcare services is not a care outcome but rather should be 

judged as an indicator of consumer satisfaction. This model cannot, therefore, be used in the 

current study because the model outcomes are satisfaction, not health service utilization 

which is the aim of this study. 

 

3.5.2.3 Andersen’s Health Behavioural model: Phase 3 

This phase of the model was revised by Andersen by adding a major concept of ‘primary 

determinant’, which included the earlier elements of population characteristics and healthcare 
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system and added external environment as a new element of this concept, which included the 

physical, political and economic elements which affect health services utilization. Evans et 

al. (1990) found that personal health practices such as diet, exercise and self-care interfere 

with formal access to health services and affect health outcomes. Although these phases of 

the Andersen model and other theoretical frameworks which explain health behaviour outline 

important factors which influence individual access to healthcare services, all were judged 

unsuitable to underpin this current study because each phase of Andersen models was 

focused on the different outcomes of health behaviour rather than healthcare access, which is 

the aim of the current study. 

 

3.5.2.4 Andersen’s Health Behavioural model: Phase 4 (1995) 

This phase of Andersen’s model was complex and differed from the previous phases. This 

phase comprised of four categories. The environment was the first category and was divided 

into sub-categories of the healthcare system and the external environment. The second 

category was population features and included three sub-categories: predisposing factors, 

resources and need for healthcare factors. Health behaviour was the third category in this 

phase of the model and included healthcare utilization and individual healthcare routines. 

Finally, the outcome of this model was a combination of the outcomes of the previous phases 

of the model and included ‘perceived healthcare’, ‘evaluated health and ‘consumer 

satisfaction’.  

According to Andersen, this model was most suitable for applying in longitudinal and 

experimental study designs with novel statistics but is challenging to apply in a single method 

design. This model is therefore also not appropriate for the current qualitative research 

design.  
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3.5.3 Immigrant Health Services Utilization Model: Yang and Hwang (2016) 

Yang and Hwang’s (2016) modified version of the Andersen model was selected as the 

theoretical framework for use in this study to assist in data management and to understand 

voluntary immigrant parents’ behaviour in regard to attending healthcare services, as well as 

the influence of various factors within their new life when accessing health services. Yang 

and Hwang’s (2016) Immigrant Health Service Utilization model includes the main 

components of the first Andersen phase, predisposing factors, resources factors and need 

factors, in addition to a new category added by Yang and Hwang of macro-

structural/contextual factors (see Figure 3.1). Yang and Hwang (2016) therefore developed 

the first phase of the Andersen model by adding extra factors which provide a clearer 

understanding of the utilization of healthcare by immigrant populations.  

Macro-structural factors have an impact on the behaviour of individuals and how they access 

healthcare services. According to Yang and Hwang (2016), macro-structural factors comprise 

general factors and immigrant-specific factors. General factors are the system of healthcare, 

political issues in government policy and the economic status of the individual. Socio-

demographic characteristics and health beliefs are important predisposing factors which can 

affect an individual’s preference for healthcare or motivation to seek healthcare. Enabling 

factors such as personal/family income, health insurance, language, ease of making an 

appointment and community resources can support or prevent individuals from accessing and 

using healthcare services (Yang & Hwang, 2016). Need factors are related to both acute and 

chronic health problems, as well as to age- and gender-related preventive needs. Immigrant-

specific factors willbe discussed in the next section.    

The context of immigration is the main predictor of immigrant healthcare utilization in new 

host countries. Immigrants leave their home countries due to various circumstances and this 

experience can affect their healthcare utilization in a new host country. It has been suggested 
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that previous healthcare utilization experiences will have an impact on immigrants’ 

healthcare utilization in new host countries. The context of reception includes government, 

social and public levels of acceptance (Portes & Rumbaut, 2001 cited in Yang & Hwang, 

2016, p.10). Government policies can determine acceptance or the passive rejection of 

immigrants. Attitudes in a new host society towards immigrants are influenced by the 

language, race, ethnicity and religion of these newly-arrived individuals. The first line of 

reception is the relevant immigrant ethnic community and is dependent on the social status of 

the individual. The ethnic communities of immigrants can facilitate and help new immigrants 

to familiarize themselves with healthcare services and provide information concerning 

language, transportation and health decision-making (LeClere et al., 1994 cited in Yang & 

Hwang, 2016, p.10). Differences in integration within levels of reception can enhance 

adaptation and future healthcare utilization.   

Immigrant-specific predisposing factors can influence healthcare utilization by immigrants 

because of their vulnerability. These factors include immigrant status, assimilation and the 

ethnic culture of immigrants (Yang & Hwang, 2016). Immigrant status is related to rights, 

benefits, psychological status and access to health services. Assimilation refers to the 

adaptation by immigrants to a host country’s culture and social systems, which includes 

access to healthcare services. There are various types of adaptation including cultural 

assimilation, which is defined as a transformation of immigrant cultural forms to those of the 

new host country (Yang & Hwang, 2016, p.7). This can enhance immigrants’ acceptance of 

the forms and values of a new host country in addition to healthcare utilization. English-

language skills and the duration of residency in a new host country indicate a higher level of 

assimilation within host countries (Yang & Hwang, 2016). Immigrant ethnicity refers to the 

values, beliefs, behaviours and cultural forms passed on by immigrants from their home 

countries to a new host country. Immigrants’ ethnic culture affects their health service 
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utilization because different groups hold various beliefs and ideas about particular diseases 

and illnesses. These can differ from the beliefs and values of the population in the societies of 

new host countries.  

There is a clear difference between immigrant and native people in a new host country; some 

richer immigrants can bring financial resources to new host countries, which is an immigrant-

specific factor (Yan, 2014). Additionally, these immigrants are also able to use health 

services in their home countries, which called ‘transnational healthcare access’, by travelling 

back to the country of birth (Bergmark et al., 2014).   

Immigrant-specific needs also apply to genetic factors and refer to a particular group of 

immigrants with specific health conditions. The more specialized an individual’s healthcare 

needs are, the more likely he or she is to access healthcare services (Yang & Hwang 2016). 

According to the model, macro-structural/contextual factors can act directly on healthcare 

utilization through resources and predisposing factors. However, macro-structural/contextual 

factors impact indirectly on immigrant healthcare utilization, mainly due to resources. For 

example, age can directly affect healthcare utilization because of a growing need for 

healthcare. However, the status of immigrants can indirectly affect healthcare utilization 

because of resource factors. There are factors outside the individual’s control which can 

affect healthcare utilization. It is clear from the theoretical framework of Yang and Hwang 

(2016) that macro-structural/contextual factors can affect healthcare service utilization by 

immigrants through different factors which are specific to immigrants and which are outside 

the individual’s control. 
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Figure 3.1. The analytical framework for immigrant healthcare service utilization 

devised by Yang and Hwang (2016). The solid lines show a direct effect, the broken lines 

indicate that some factors have an indirect effect on healthcare utilisation 
 

 

3.6 Research question 
 

What are the experiences of immigrant parents accessing healthcare services for their 

children in Northern Ireland? 

3.7 Research design  

 

To answer the research question, a qualitative, exploratory, interpretive approach was 

employed in this study. This was because the purpose of the study was to examine Middle 

Eastern voluntary immigrant parents’ experiences of child healthcare services in Northern 

Ireland and to highlight weakness and strengths in the services provided to parents from the 

perspectives of parents. There are several reasons why a qualitative research approach was 

used to meet the study’s aim and objectives.  

To effectively explore immigrant parents’ experiences when accessing child healthcare 

services in Northern Ireland, it was judged essential to hear the voices and words of parents 

themselves and their feelings and experiences. As a result, a qualitative research approach 

was determined to be the most appropriate research methodology to use. There has been no 
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previous qualitative study that has explored Middle Eastern voluntary immigrant parents’ 

experiences; most previous studies have focused on Black and Minority Ethnic groups in the 

UK and other countries (for example, Hamill, 2004; Hargreaves et al., 2008; Aung et al., 

2010). Employing a qualitative research methodology would enable an exploration of the 

research phenomenon and provide rich and in-depth information from the perspective of 

participants related to their experiences of attending health services (Anderson, 2010). 

Streubert and Carpenter (2011) suggested that the richest and most descriptive data is 

generated by qualitative research for understanding the experiences of study participants.   

Qualitative research seeks to answer the ‘why’, ‘what ‘and ‘how’ questions concerning the 

social traits of health science (Green & Thorogood, 2014). The principal philosophies which 

influence qualitative research are interpretive, naturalistic, inductive, context-based and 

reflexive (Draper, 2015). Braun and Clark (2006) stated that qualitative research is a 

sequential process of the identification, documentation and description of the outline of a 

concept with theoretical explanations of reality. By using qualitative research methods in this 

study, a better understanding of parents’ perceptions, feelings and points of view concerning 

access to and utilization of child healthcare services would be achieved (McMillan & 

Weyers, 2007). As explained previously, the research question in this study emphasized the 

experiences of parents and the difficulties and barriers which hinder them from successful 

access to healthcare services and from achieving a positive experience. Despite the 

difficulties which immigrant parents experience internationally, there is no published 

qualitative study that has explored Middle Eastern voluntary immigrant parents’ experiences 

of child healthcare services specifically in Northern Ireland. Several unique research 

approaches are available for the researcher who wishes to undertake a qualitative research 

study. These include ethnography, narrative interpretation, phenomenology, grounded theory 

and interpretive approach (Polit & Beck, 2014). Collectively these approaches have several 
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strengths and weaknesses and their appropriateness in addressing particular study aims 

depends on the research question formulated by the researcher. In the following section, these 

approaches will be discussed and appraised in order to better understand why they were 

regarded as not applicable for use in this study, especially the grounded theory and 

phenomenology approaches because of their apparent closeness to the selected study design.  

3.7.1 Grounded theory 

Polit and Beck (2012) stated that the main aim of the grounded theory approach is concerned 

with the creation of a theory based on ‘real-world’ opinions. Sociology is the foundation of 

the grounded theory, mainly due to the work of Glaser and Strauss (1967) and Merriam 

(2009). By creating a general abstract theory, these researchers explained the processes, 

plans, actions and communications which are grounded in the perspectives of study 

participants (Creswell, 2014). When a grounded theory approach is used, no pre-existing 

theory guides data collection, instead the researcher generates data in the form of theory from 

interviews or observations (Merriam, 2009). Grounded theory is widely used in nursing 

research because it can generate theory grounded in the realities of daily practice (Engward, 

2013). Streubert and Carpenter (2011) suggested that grounded theory is used to explore 

novel elements of a specific issue with the aim of developing a hypothesis and theory 

following data collection which clarify social processes and impacts (Willig et al., 2013). In 

grounded theory, data analysis involves comparing the results from one data source with 

those from other sources, and this comparison continues until all the data have been 

compared (Polit & Beck, 2010). For this reason, the use of a grounded theory approach was 

determined not to be suitable for use in this study.  

 

3.7.2 Phenomenology  
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Creswell (2009) described phenomenology as an approach which has its philosophical roots 

in existentialism and psychology; the phenomenological researcher is interested in the lived 

experiences of the study participants of a specific phenomenon. It has been suggested that 

phenomenology is a philosophical approach which requires nurses, midwives and other 

healthcare professionals to understand the complexity of a specific history before applying it 

as a qualitative research approach (Holloway & Wheeler 2013). According to Holloway and 

Galvin (2017),  participant observation is challenging as it is only the researcher’s view as an 

‘outsider’ to the research. This is opposite to an interview as in an interview the researcher is 

an ‘insider’ in the research with ideas about the phenomenon under investigation. Holloway 

and Galvin (2017) suggested that researchers require multiple skills coupled with scientific 

and communication capabilities to be able to perform rigorous research and to integrate 

findings using understandable language which captures the complexities of the life of the 

participants. In this current study, the lived experiences of voluntary immigrant parents were 

explored as they were the only population of interest and the use of a phenomenological 

approach would therefore not be appropriate in this case.  

3.8 Research setting  

This qualitative study was carried out in Northern Ireland and involved immigrant parents 

who had accessed child healthcare services in the Belfast Health and Social Care Trust, the 

largest trust in Northern Ireland.  

3.9 Sampling  

Convenience sampling is widely used by researchers in order to identify and recruit 

respondents who will provide rich information (Patton, 2002). Sampling involves finding and 

selecting participants who have a lived experience of the phenomenon under investigation 

(Cresswell & Clark, 2011). The availability of participants and their willingness to share and 

express their lived experiences is crucial (Bernard, 2002). The researcher in convenience 
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sampling might encounter some difficulties in the recruitment process (Newell & Burnard, 

2010). When these difficulties arise in accessing a specific population and recruiting a target 

sample, snowball sampling is frequently used. This method of sampling involves the 

recruitment of some participants who then are asked to identify other potential participants. 

Polit and Beck (2010) described this as a ‘chain method’; it is low cost, time-efficient and 

aids the researcher to access individuals who would otherwise be difficult to reach. Snowball 

sampling is a continuing process, with time influencing the sample recruitment. The 

‘advocates’ in this study helped the researcher to access their community centre which serves 

Middle Eastern voluntary immigrants in order to identify potential participants.   

The researcher is herself a member of the Middle Eastern immigrant population in Northern 

Ireland and has developed close relationships with a large number of individuals from the 

Middle East who reside in the province. These relationships helped the researcher to identify 

potential study participants and enabled the recruitment of those who met the inclusion 

criteria for the study. The Middle Eastern community in Northern Ireland includes students 

and workers with their families and they are mainly Muslim, in addition to other immigrant 

groups such as asylum seekers and refugees. The members of this community have integrated 

closely with each other and adhere to similar religious and cultural values. These 

characteristics ensure that those within this population integrate successfully with each other, 

especially in religious and social activities. The researcher was able to access potential study 

participants (students and employed workers) through the Belfast Islamic Centre and Middle 

Eastern specific student clubs in both universities in Northern Ireland (the Saudi Club and the 

Jordanian Club). Additionally, the researcher accessed other community centres such as 

meeting points and Home-Plus which serve Middle Eastern immigrant parents in order to 

ensure not to miss potential participants who did not use the mosque or were not students. 
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The use of snowball sampling ensured that potential participants who met the inclusion 

criteria could be identified for recruitment.   

Inclusion criteria 

• Middle Eastern immigrant parents, either father or mother, from Iraq, Syria, Kuwait, Jordan, 

Saudi Arabia, Turkey, Iran, Lebanon, Palestine, Egypt or Sudan who had lived in Northern 

Ireland for more than three months but fewer than five years. 

• Having a child aged from 0-5 years who was either a healthy child and had received universal 

healthcare from child healthcare services, or a child who had had additional healthcare 

provisions such as neonatal care, or an additional developmental review, or the provision of 

additional healthcare or therapies beyond usual care. 

• Receipt of child healthcare services must be within the previous three years. 

Exclusion criteria 

• Non-Middle Eastern immigrant parents. 

• People unable to communicate in English, Arabic or Kurdish. 

• People from the Middle East who were seeking asylum or were refugees. 

• Parents of a child who was receiving palliative care. 

3.10 Recruitment 

After ethical approval was obtained from the Office for Research Committees Northern 

Ireland (ORCENI) number 19/NI/0003, the recruitment process began with the selection of 

advocates who would enable the researcher to access community centres used by Middle 

Eastern immigrants in order to promote the study. Advocates were community co-ordinators 

or managers in these locations and were the first point of contact within community centres, 

and would be able to assist in identifying potential participants for the study. Participants 
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were recruited from mosques, the Belfast Islamic Centre, the Home-Plus International House, 

Saudi Arabian student clubs and International Meeting Points in Northern Ireland. Advocates 

were provided with written information about the study and their role and responsibilities 

(see Appendix 3.1). These advocates promoted the study by displaying flyers in Arabic and 

English language (see Appendix 3.2 &Appendix 3. 3) in local community centres but did not 

directly recruit participants to the study.   

In the second stage of recruitment, potential participants were identified in two ways: (i) 

those who saw the flyer in a public place and contacted the researcher directly or (ii) from 

word of mouth by the snowballing technique when other potential participants were identified 

by individuals who had already participated in the study. In both cases, potential participants 

initiated contact with the researcher by email or telephone in order to seek further 

information. When contacted by potential participants, the researcher provided them with an 

information sheet (see Appendix 3.4) in English, Arabic or Kurdish as required. 

Alternatively, when a potential participant preferred to speak directly with the researcher to 

learn more about the study, further clarification was provided by the researcher. 

Following receipt of the participant information sheet, potential participants were given at 

least 48 hours to decide whether to participate in the study or not. When potential participants 

did not contact the researcher within 48 hours, the researcher followed up by email or 

telephone to determine whether they wished to be involved in the study. Some participants 

requested a direct meeting with the researcher in order to learn more about the study. During 

these meetings, several participants agreed to be interviewed immediately. The researcher 

completed the interview as requested and then contacted the participants within 48 hours to 

confirm their decision to be involved in the study; Figure 3.2 shows a flow chart of the 

recruitment process. All of the participants provided voluntary written informed consent (see 

Appendix 3. 6: Interview Schedule). After recruiting twenty participants and finalizing 
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interviews in the first phase, the researcher requested permission from ORECNI to recruit 

additional participants to generate the richest possible data and reach data saturation. An 

additional ten participants  

were recruited, two of whom were subsequently excluded as they were found not to meet the  

inclusion criteria. In all, therefore, a total of 28 Middle Eastern voluntary immigrant parents 

were interviewed. It was observed that those who had come to seek work in Northern Ireland 

were more reluctant to agree to be interviewed as they were fearful that they would face 

disadvantages if they expressed criticism of health care services in Northern Ireland. 

  

 

Figure 3.2 shows a flow chart of the recruitment process. 
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3.11 Qualitative data collection 

Green and Thorogood (2014) suggested that data collection methods in qualitative research 

might need to be modified to examine participants’ insights and behaviours. This strategy 

allows participants to ask questions or seek further clarification and information. It also 

enables the researcher to restate study information in order to enhance participants’ 

understanding. Various data collection methods can be used to collect data in qualitative 

research and these will be considered next. 

 

3.11.1 Focus-group interviews 

Holloway and Galvin (2017) stated that focus groups involve several individuals with shared 

similar experiences who are interviewed as a participative group to provoke opinion, identify 

areas of concurrence or disagreement and reveal feelings and perceptions regarding the 

specific phenomenon under investigation. Hubbling et al. (2014) suggested that focus groups 

are an efficient mechanism for generating rich data considering the participants’ shared 

experiences. The use of focus-group interviewing in nursing research has several advantages 

and disadvantages (Hubbling et al., 2014). One advantage is that group discussions can 

encourage otherwise reluctant participants to express their feelings and perspectives more 

clearly (Kitzinger, 2005). Even so, during group discussions, some participants might still be 

reluctant to share personal experiences and details within a group setting. A further 

disadvantage of focus group interviewing is that a dominant participant can control 

discussions and intimidate other participants into acknowledging a specific perspective 

(Krueger, 2014; Burns et al., 2015). In the light of these limitations, focus group interviews 

were considered not to be suitable for use in this study.  
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3.11.2 Structured interviewing   

This interview type uses a strict set of questions in a specific order to generate data in a 

similar form from each study participant (van Teijlingen, 2014). Most survey studies apply a 

structured interview approach (Green & Thorogood, 2014). In these studies, all participants 

are asked the same questions with no deviation or expansion (Parahoo, 2014). Because of the 

restrictive nature of this interview format, it was judged to be unsuitable for use to identify 

feelings and experiences in an immigrant population.  

 

3.11.3 Semi-structured interviews 

Semi-structured interviewing was selected as the most appropriate data collection method. 

Creswell (2017) recommended that the use of semi-structured interviews increases the 

likelihood that participants will express their perspectives and talk freely. Using semi-

structured interviews helps to provide rich data about a specific topic from the participant’s 

perspective (Creswell, 2017). By using semi-structured interviews, a researcher can obtain 

phenomenon-specific data which would not have been possible using unstructured interviews 

which tend to be guided by what participants wish to disclose to the interviewer. A semi-

structured interview approach can generate in-depth information and create a balance 

between the interviewer and the participant. The generation of rich information and a large 

amount of data is the main goal of interpretive research which seeks to identify participants’ 

experiences and interpretations (Walsh & Wigens, 2003).   

The semi-structured interview method was therefore used in this study to obtain data from the 

participants. An interview schedule was drawn up informed by the aim and objectives of the 

study and this is shown in Table 3. 1 and is also presented in Appendix 3.6. The literature 

review described in Chapter 2 helped in the generation of questions included in the schedule. 

Each interview began with a brief introduction to the study and a request for demographic 
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details: name, number of children, years of residency in Northern Ireland and country of 

origin. Open-ended questioning was used to allow a better exploration of participants’ 

interpretations and experiences (Lapan et al., 2011). Questions were sequential and the 

responses were subsequently integrated in order to ensure a clear understanding of the 

participants’ experiences.  

Interviews were conducted in Arabic, Kurdish or English as requested by the interviewees. 

They took place in a location which was identified as suitable by the participants. The use of 

open-ended questions helped the researcher to ask for a follow-up explanation or to ask 

related questions in order to help the participants to provide clear information about their 

experiences. A distress protocol was prepared in advance and was ready to be used during an 

interview if any participants felt distressed or unable to continue; in the event, it was not used 

as any of participants became distressed during the interview (see Appendix 3. 7: Distress 

protocol). The participants were told that the interview would only proceed if they expressed a 

desire to continue.    

 

Table 3. 1. Interview schedule  
 

 
Question 1  

- Can you tell me a little about yourself, your family, and when you 

moved here? What was your life like in your home country? What is 

your life and work like in Northern Ireland? 

 
Question 2 

- Can you tell me about the first time that you used child health services 

in Northern Ireland? 

- Can you describe your feelings at that time? 

- How often have you had contact with your health visitor? 

- When was last time you visited child healthcare services? 

- Did you have similar experiences to your first visit? 

 
Question 3 

- Can you tell me about how services in Northern Ireland are similar to 

your home country? Can you describe how the service is dissimilar? 

 
Question 4 

- What is it like attending a GP and a nurse, receiving a health visitor, or 

attending another service? 

- Whom do you prefer to visit? And why? 

- Can you tell me about a healthcare appointment that went well and 

why? 
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- Can you tell me about a healthcare appointment that you felt did not go 

well? 

 
Question 5  

- What are the major advantages of using child health services in 

Northern Ireland? 

- What are the major disadvantages of these services? 

- What changes would you suggest to improve child health service 

utilisation for Middle Eastern immigrant parents and children? 

 
Question 6  

 
- Do you have anything to add that you would like to discuss? 

 

 

 

3.12 Translation and transcription of interview data   

Interviews were conducted in Arabic (n=19), Kurdish (n=4) or English (n=5). They were 

audio-recorded (with the interviewees’ consent) and transcribed into either Arabic, Kurdish 

or English. Translation services were used for five of the Arabic interview transcripts to 

facilitate the translation and ensure the credibility of the researcher’s translations of the other 

interviews. A confidentiality agreement was signed with the translation company before the 

translation of the audio recordings.  It was not possible to use a website-based translation 

service because of the limitations of these resources. The use of transcription and translation 

services was expensive, with a total fee for these services of £750. Although this might be 

opposite to Braun and Clark’s analytical model in which researchers have to familiarize 

themselves with the data by spending time on the translation and transcription process, the 

use of this service helped to reduce the time that the researcher spent on translation and 

transcription for several interviews. It was important that the researcher checked each 

transcription thoroughly and corrected any errors which were identified. The translation and 

transcription process helped the researcher to become familiar with the data, which was 

important before data analysis commenced.  
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3.13 Data analysis 

Data analysis is an essential and important process in qualitative research (Ritchie et al., 

2014); it involves converting raw data into interpretation and clarification of the phenomenon 

under investigation. Data analysis methods in qualitative research are dependent on the data 

collection method, the researcher’s epistemological position and the interpretation of the data. 

Two data analysis approaches were used in this study; Braun and Clark’s (2006) thematic 

analysis model was used to analyse the data inductively and Yang and Hwang’s (2016) 

Immigrant Health Service Utilization model which was adopted as the theoretical framework 

which underpinned the study was used for the deductive analysis of the data. Thematic 

analysis identified connections between categories and themes in the data; it outlined the 

opinions, assumptions and thoughts of the interviewees and was structured into patterns for 

the interpretation and elicitation of meaning. This helped to recognize the themes which 

emerged from the data inductively.   

Braun and Clark (2006) devised a thematic analysis framework which consists of six 

essential steps. Familiarization with the data is the first step and is achieved by reading and 

rereading transcripts, which helps to provide a clearer explanation of and meaning in the data. 

Data were imported into NVivo software 11 to assist in the efficient use of time and to ensure 

effective data management. Step 2, Generating initial codes, involves the creation of a list of 

codes, and the relationships between the codes helped to generate initial themes following the 

grouping of codes. Step 3, Searching for themes, involves the grouping of formal themes and 

sub-themes according to similarities and differences in codes generated. In Step 4, to ensure 

that these codes were relevant to each theme, they were reviewed by a process of review and 

reflection. To help identify emerging themes and understand the data, each transcript was re-

read to check if additional coding was required and that all the data had been coded. In Step 

5, to protect against alternative meanings, all themes and sub-themes were checked by the 
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researcher and the supervisory team to ensure they provided an accurate understanding of the 

data. The final stage of the thematic analysis model, Step 6 Conclusion drawing, involved 

each theme and sub-theme being allocated a name which clearly described and captured that 

theme. NVivo 11 (QSR, 2019) was used to help with the data management and to prevent any 

missing data being overlooked during the coding process.  

The use of this thematic approach enabled the recognition of participants’ experiences, which 

is considered a valuable research tool in defining rich data in detail (Braun & Clarke, 2006). 

After finalizing inductive analysis the data analysed deductively using the pre-existing 

categories of the theoretical framework of Yang and Hwang (2016) was used as a matrix to 

help to identify immigrant parents’ experiences during health services utilization and the 

factors which impacted this process. The main categories in the model were extracted and 

defined and linked with the data from the interviews. Deductive analysis was then conducted 

to bring new insight from the participants’ interview to their experiences with the child 

healthcare services. This process was carried out by the researcher and the supervisory team.  

 

3.14 Triangulation  
 

The technique of triangulation has been used widely in qualitative research to ensure the 

validity and quality of a study (Tracy, 2010). Seeking to achieve consistency across data 

sources or approaches is a common mistake made by researchers and Patton (2002) stated 

that inconsistency within the data is a strength among various approaches. Five principal 

types of triangulation are used in research: (1) methodological design, (2) investigator 

triangulation, (3) theory triangulation, (4) data source triangulation and (5) environmental 

triangulation. First, methodological triangulation involves the use of multiple methods of data 

collection on the same phenomenon (Polit & Beck, 2012). This type of triangulation is used 

frequently in qualitative studies and includes interviews, observation and field notes. Second, 
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investigator triangulation involves the participation of two or more researchers in one study 

in order to create multiple observations and conclusions. This type of triangulation can bring 

both confirmations of findings and different views, which add breadth to the phenomenon 

under investigation (Denzin, 1978). Third, theory triangulation uses various theories to 

analyse and interpret data. With this type of triangulation, the use of different theories or 

hypotheses can help the researcher in supporting or refuting findings. Fourth, data source 

triangulation involves the collection of data from different types of participant, including 

individuals, groups, families and communities, to obtain a wide range of different 

perspectives and thus increase the validity of the data. Fifth, environmental triangulation 

involves the use of different places, settings and other key factors related to the environment 

in which the study takes places, such as the time, day or season. In this current study, 

theoretical triangulation was applied by using the theoretical framework as a base for the 

deductive analysis in order to obtain a new understanding of immigrant parents’ experiences 

of child healthcare services. Additionally, linking the findings from the deductive and 

inductive analysis with the systematic review of the literature ensured the credibility of the 

study’s findings in that similar findings were found among other immigrant groups in 

different places.  

3.15 Establishing Rigour  

In qualitative research, the researcher must ensure rigour to help to increase the credibility of 

the findings. Rigour refers to the procedures used to verify the truth regarding the 

participants’ experiences and how the researcher arrived at a truthful representation of the 

participants’ perspectives of the phenomenon under investigation (Creswell, 2017). 

Trustworthiness is the main rigour requirement in qualitative research and includes the 

following processes: credibility, dependability, confirmability and transferability (Lincoln & 

Guba, 1994). However, arguments persist regarding the most appropriate procedures to 
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ensure rigour in qualitative research (Morse et al., 2002). According to Morse et al. (2002), 

findings in qualitative research are less scientific than those in quantitative research because 

of difficulties associated with ensuring validity and reliability. The four criteria listed above 

for ensuring rigour are not obvious during the qualitative research process and are mainly 

considered within the results. However, this argument was questioned by Ryan-Nicholls and 

Wills (2009) who contended that it is crucial for the qualitative researcher to apply the 

appropriate processes to ensure rigour throughout the research process.  

The researcher’s ability to provide evidence of trustworthiness and verification to support the 

accurate interpretation of data is defined as credibility (Creswell, 2017). To ensure credibility 

in this study, the researcher carried out a comprehensive review of the literature (see Chapter 

2) in order to be able to understand immigrant parents’ experiences. This process provided a 

deeper understanding of the experiences which are examined in this study, and this helped in 

the construction of the interview schedule. A topic guide was designed to capture rich 

information from the participants’ perspectives and to develop reflective and probing 

questioning, which helped the researcher to obtain rich phenomenon-specific data. As 

described above, most of the interview recordings were transcribed and translated by the 

researcher, and a subset (10%) of the recordings were also transcribed and translated by a 

professional translator. This resulted in two independent versions of a sample of transcripts. 

Supervisors reviewed both versions in order to identify any differences in the translation or 

the accuracy of transcripts. A sample of the transcripts was returned to the individual 

participants and this essential process of member checking enabled participants to identify 

any disparity between the answers which they had provided and the transcripts. This member-

checking process contributed to the development of trustworthiness during data interpretation 

and analysis.  
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Transferability in qualitative research is not consistent with the concept of generalizability, 

which is concerned with generalizing findings to other populations in different locations 

(Gibbs et al., 2007), but findings in qualitative research can nevertheless be applied 

theoretically to the site under study (Charmaz, 2005). This refers to the degree to which 

findings in qualitative research can be transferable to different settings and populations, 

which is consistent with generalizability (Bitsch, 2005; Tobin & Begley, 2004). Bitsch (2005, 

p.85) stated that the “researcher facilitates transferability judgments by a potential user, 

through ‘thick descriptions’ and purposeful sampling”. Thick descriptions include providing 

precise details of the research process, from data collection and the setting of the study to the 

findings. This helps other researchers to duplicate a study and explore the same issue in a 

different context (Li, 2004). To ensure transferability, the researcher must collect thick 

descriptive data to allow comparison in a new setting (Guba, 1994, p.86). The findings of the 

current qualitative study cannot be generalized as they are too closely related to a specific 

group of immigrants accessing child healthcare services in Northern Ireland.  

In qualitative research, the researchers must ensure that they provide a clear detailed 

description of the research process because this is a way to ensure dependability. 

Confirmability is defined as being “concerned with establishing that data and interpretations 

of findings are not figments of the inquirer’s imagination, but are derived from the data” 

(Tobin & Begley, 2004, p.392).  Confirmability is concerned with the ability of the researcher 

to provide accurate and relevant data to illustrate the analytical points made and which can, if 

required, be verified by independent agents through a full analysis of the data (Polit & Beck, 

2010). Lincoln and Guba (1994) suggested that the use of an audit trail is a way of achieving 

dependability and confirmability in the qualitative study. Continuous communications with 

supervisors and checking the accuracy of data enhanced the dependability and confirmability 

of this current study. This was achieved by regular checking of the codes in the interview 
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transcripts during the data analysis process. Additionally, field notes were made during the 

individual interviews to enhance confirmability and to tentatively interpret data (Wallendorf 

& Belk, 1989). 

 

3.15 Ethical considerations 

In every aspect of the study, the researcher adhered to the Good Clinical Practice Guidelines 

and the Research Governance Framework for Health and Social Care (Department of Health, 

2005). Ethical approval was obtained from the Office for Research Ethics Committee in 

Northern Ireland (Reference: 19 /NI/0003; see Appendix 3.8 Ethical Approval). In order to 

generate the richest possible data, after the first ethical approval and the first twenty 

interviews, a substantial amendment to the study was applied for, and further ethical approval 

was obtained from the Office for Research Ethics Committee in Northern Ireland on 19 

August 2019 (see Appendix 3.9 ). The ethical approval accompanied with the university 

privacy notice (see AppendixAppendix 3.10) and the sole sponsorship letter from the 

university (see Appendix 3.11) The following core concepts underpinned the ethical conduct 

of this study and were operationalized by confidentiality and autonomy, beneficence and non-

maleficence.  

 

3.15.1 Confidentiality and Autonomy 

 

As was explained in section 3.8, when recruitment commenced, potential participants were 

provided with an information sheet detailing the aim of the study, who was conducting the 

study, and the advantages and disadvantages of participating in the study. Participants also 

received information about what was expected of them if they agreed to participate in the 

study. They were assured that participation was voluntary and that they had the right to 

withdraw from the study at any time without explanation. All participants were given 48 
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hours to consider whether they wished to participate in the study. This information was 

clearly stated in the information sheet. The researcher’s telephone number was included on 

the information sheet and participants were free to ask any additional questions about the 

study.  

When participants agreed to take part in the study, written consent was obtained and an 

informed consent form was signed by both the researcher and the participant. A copy of their 

own consent form was also made available to the participants. This step ensured participant 

autonomy and their voluntary participation in the study and showed that each participant had 

read and agreed to the written information and any action during data collection. The consent 

form used in this study included a request for participants to consent to the audio recording of 

the interviews. This ensured that all participants were aware that interviews would be 

recorded and subsequently transcribed verbatim. Participants were also made aware that 

direct quotations from the interviews would be used after the transcription of interview data, 

and that individual anonymity would be maintained throughout the research process and in 

the reporting of the findings.   

All hard-copy documentation produced during recruitment and data collection was kept in a 

locked filing cabinet in a researcher’s office in the school of Nursing and Midwifery and 

secured with a password in an encrypted form in the researcher’s computer. Each participant 

was allocated a personal identification number (PIN) which was used to identify individual-

specific documents. Participants’ names were not disclosed in any study documentation and 

only the researcher and the supervision team had access to the documentation. As already 

explained, all interviews were transcribed by the researcher in the language in which they 

were conducted. The transcripts were subsequently translated into English by the researcher 

and a subset of interviews were checked by an independent transcription and translation 
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company (see Appendix 3.12) to help to ensure rigour. Verbatim quotations used in this 

thesis were anonymized by the use of pseudonyms.  

 

3.15.2 Beneficence and non-maleficence 

 

During data collection in qualitative research, it is possible that recounting previous life 

experiences can have a negative emotional impact on participants. As a result, the researcher 

needed to be vigilant for any distress that the questioning could cause to the respondents. To 

ensure that any distress was managed effectively, a distress protocol was developed for use in 

this study. If at any point a participant became distressed, the interview would be stopped and 

would only continue if any distress had been resolved. If participants were unable to continue 

with the interview, the interview would be stopped and the participant would be advised to 

contact a GP or other appropriate medical resource to receive the necessary help and support. 

In the event, however, no study participants became distressed during interviews. To 

maintain researcher safety, the university’s lone-working policy was implemented during 

data collection. As interviews were held in participants’ homes and local community centres, 

the main supervisor in the university was always aware of the time and the anticipated 

duration of all interviews and was provided with each participant’s name, address and contact 

details. The researcher contacted the main supervisor by text message at the time of arrival 

for each interview and then contacted her again when each interview was completed.  

 

3.16 Summary  

This chapter has identified the methodological paradigm employed to help in the 

development of the study. An interpretive qualitative research approach was used as it was 

judged to be the most appropriate method to provide an understanding of the experiences of 

parents and to develop the concept under investigation from the perspective of parents.  
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Several theoretical frameworks were critically evaluated and a justification was provided for 

the decision to use Yang and Hwang’s (2016) health utilization behavioural model in order to 

develop appropriate research questions and then analyse the data acquired. By integrating the 

model of Yang and Hwang (2016) in this way, the researcher was able to uniquely address 

the healthcare utilization behaviour of a sample of an immigrant population and the effects 

that macro-structural and context structures can have on this behaviour, in addition to 

individual and psychological level factors. This model helped to integrate macro-structural 

issues with micro-structural issues and to provide a specific conceptualisation of immigrants’ 

experiences of healthcare services alongside those of the indigenous population. This chapter 

has provided details of the ethical precautions taken and has explained how important ethical 

principles were maintained to ensure the safety of participants and the researcher and the safe 

confidential storage of data. The precise methods used in this study to guide the research 

process are also outlined in this chapter. A purposive sampling method was used to generate 

rich data from the respondents who participated in the study. Semi-structured interviews were 

used to collect data from participants and open-ended questioning was employed to ensure 

that they could express their feelings freely during the interviews. Braun and Clark’s (2014) 

thematic analysis approach was used to analyse the raw data and to develop themes and sub-

themes which provided a clear and deep understanding of the phenomenon under 

investigation. The chapter also explains how rigour was established in order to ensure the 

credibility, dependability, confirmability and transferability of the findings. 
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CHAPTER FOUR 
 

4.0 Introduction  

This chapter describes the initial thematic analysis of the acquired data and presents the themes 

which were directly derived from a close inductive reading of the interview transcripts. The 

chapter begins with a description of the socio-demographic characteristics of the study 

participants, followed by a detailed description of the five themes which were identified in the 

data. The chapter will end with a summary of the key findings of the inductive thematic analysis.  

 

 4.1 Socio-demographic characteristics of the participants    

Semi-structured interviews were carried out with 28 Middle Eastern immigrant parents who were 

living in Northern Ireland. These parents had resided in the region for between three months and 

five years and had accessed child healthcare services for their children. Twenty-one female and 

seven male parents participated in the study. The ages of the female participants ranged from 21-

37 years, with a mean age of 25.2 years, whereas the male participants ranged in age from 30-45 

years, with a mean age of 36.5 years. Table 4.1 shows the demographic characteristics of the 

study sample. Detailed descriptions of individual participants are not given here in order to 

ensure their guaranteed confidentiality and anonymity. The participants had come to Northern 

Ireland from a range of countries; Saudi Arabia, Jordan, Iraq (Kurd), Oman, Palestine, Turkey, 

Iran (Kurd), the Sultanate of Oman, Kuwait and Dubai. The majority of participants and/or their 

partners were students, but three were employees (two of whose partners also participated). All 

of the participants lived with their children and had access to universal child healthcare services. 

Eight participants had dependent children who were born in Northern Ireland.  
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Table 4.1 Socio-demographic characteristic of participants  
 

Characteristics (N) 

                                                                     Gender 

 

Female 21 

Male  7 

                                                                     Age 

 

Female Age range 21-37, mean 25.2 years 

Male Age range 30-45, mean 36.5 years 

                                                                Religion  

 

Muslim  27 

Christian  1 

                                           Highest educational qualification  

 

University degree 23 

Secondary school 4 

Primary school 1 

                              Length of time living in Northern Ireland 

 

Fewer than three years 13 

3-5 years 15 

                              Reason for residing in Northern Ireland 

 

Study  13 

Student with dependent family 10 

Employment  3 

Employment of family dependent 2 
 

 

4.2 Analysis of the findings  

The data obtained from the interviews were analysed using Braun and Clark’s (2006) thematic 

synthesis approach. This resulted in the identification of codes, sub-themes and five main themes 

and these are summarised in Table 4. 2. 
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Table 4. 2 Themes, sub-themes and codes derived from the inductive analysis of study data  
 

              Main themes 

 

     Sub-themes                  Codes  

 

Theme 1. Challenges with 

initial access to child 

healthcare services in 

Northern Ireland 

 

 

 

 

 

A- First-time registration was difficult  

B- Navigating child healthcare system for the 

second time was easier  

 

Theme 2. Differences between 

home and host country child 

healthcare services  

 

 

  

 

- Child healthcare 

services in the 

home country 

 

- Child healthcare 

services in the 

host country 

 

 

 

A. Child healthcare services in the home 

country  

B. Example of use of child healthcare 

services in the host country  

C. Child-centred approach  

D. Patient-friendly services   

E. Health education  

F. Parents’ expectation from host country 

child healthcare  

G. Waiting time for GP appointment and 

onward referral  

H. Parents’ perceptions of urgent vs system 

processes  

I. Unclear about GP registration and how 

the health system works  

J. Equality in the provision of child 

healthcare services in the host country  

K. Benefits of child healthcare services in 

the host country 

Theme 3. Communication and 

quality of care 

  A- Care from medical professionals other 

than GPs  

B- Regular contact with child healthcare 

professionals 

C- Staff/parent interaction and support  

D- GP interaction 

E- ‘I don’t feel listened to’  

F- Dental care in the host country. 

Theme 4. Cultural and 

language barriers  

 A- Cultural barriers  

B- Language barriers  

C- Challenges to making a new life in the 

host country  

D- ‘Am I being treated differently from the 

local population?’ 

Theme 5. Reaching 

compromises with child 

healthcare services.  

 

 A- Parents are happy with the child 

healthcare services provided in the host 

country  

B- Parents are unhappy with the child 

healthcare services provided in the host 

country. 
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4.3 Summary of the main theme 

The five main themes which were identified provide an understanding of these Middle Eastern 

immigrant parents’ experiences of child healthcare services in Northern Ireland. These themes 

were:  

 Challenges with initial access to child healthcare services in Northern Ireland: This theme 

emerged from the parents’ perceptions of the difficulties with first-time registration with health 

services, ongoing access to child healthcare services and the strategies used by parents to access 

child healthcare services. 

 Differences between home and host country child healthcare services: Two sub-themes, child 

healthcare services in the home country, and child healthcare services in Northern Ireland were 

amalgamated to create this theme. These sub-themes were initially created because the 

interviewees consistently described experiences of child healthcare services in their home country, 

how child healthcare structures and systems worked and the differences in child health-care 

services in Northern Ireland compared with those in their home country. The second sub-theme, 

child healthcare services in the host country, described the parents’ experiences of their current 

contact with child healthcare services in Northern Ireland.   

 Communication and quality of care. This theme identified the parents’ perceptions of how they 

were treated by healthcare staff in the child healthcare services in Northern Ireland. The 

interviewees reported a range of experiences with various healthcare professionals in Northern 

Ireland.. 

 Cultural and language barriers. This theme contained the barriers which the parents encountered 

when using child healthcare services in Northern Ireland. They identified significant language, 



 

94 

 

cultural and lifestyle barriers and described how these impacted their experiences with child 

healthcare services.   

 Reaching compromises with child healthcare services. This theme identified how the parents had 

reached a compromise or not, and indicated their overall sense of satisfaction or dissatisfaction 

with child healthcare services in Northern Ireland.    

4.3.1 Theme 1: Challenges with initial access to child healthcare services in Northern 

Ireland 

This theme describes the immigrant parents’ ability to use child healthcare services in Northern 

Ireland for the first time. As the main themes are presented and discussed in turn, it will become 

apparent that for the parents in this study, their initial access to child healthcare services was 

influenced by several factors, including knowledge of childcare services, language and cultural 

barriers, feeling comfortable with the services, communication with staff and confidence in care 

provision. Within this first theme, I shall focus on the major dimension of ‘access’, namely 

voluntary immigrants’ experiences difficulties over the first-time registration in the child 

healthcare system. This issue was reported at length by all twenty-eight participants. They said 

that registration with a GP in Northern Ireland takes a considerable time, that the process is 

unclear and that guidance for people seeking registration with GP services is lacking. 

“Here, it is difficult to register and it is not allocated automatically, it is also difficult 

to make an appointment”. (Participant 22) 

A mother highlighted the help which she had received to help her to register her family, as she did 

not know how to do this, following their arrival in Northern Ireland:   

“I registered the whole family, however, to be honest, I didn’t know that we needed 

to register with a GP until one of my friends told me; she was not a student, not from 

the university, she was a refugee living in Northern Ireland, and they were the ones 
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who drew my attention to the need to register, I didn’t have any idea at all. Although 

I paid a lot of money for the health charge, and no-one draws to your attention to 

such an important thing, I didn’t have any idea at all.  No-one draws your attention 

to it, not the university, who you register with when you arrive in Belfast”. 

(Participant 23)  

Being registered with a GP ensures that children are eligible to receive child healthcare and related 

services, such as vaccinations, dental care and health visitor services. A parent who was a student 

reported she had missed registering their child with a GP and as a result, they did not have an 

allocated health visitor for the child’s health and developmental check-up appointments and 

instead used the private healthcare services which were available to them as part of a sponsorship 

arrangement with their home government:  

“Because I didn’t register with a GP from the beginning, when we came to Northern 

Ireland, that is why we didn’t have any health visitor for my daughter. I didn’t know 

anything about that service and how to register and to access the GP and child 

healthcare services, so we used private healthcare services because my husband’s 

scholarship covers part of this through health insurance”. (Participant 13) 

However, not all participants had access to health insurance supported by a sponsor or government 

which enabled them to access private healthcare providers. This was highlighted by a student-

parent who had waited some time to register with a GP and was also unable to access private child 

healthcare services: 

“I was so upset because for 45 days we were without any health insurance as I have 

children and it’s important to have this from the beginning. As an adult, normally I 

can wait, but children can get sick quickly as the weather is cold here, they should 

have access to healthcare services quickly”. (Participant 26) 

Immigrant parents must have a health card to access GP and related services in Northern Ireland. 

Many of the parents in this study found it difficult to obtain this card on arrival in the country. As 

a result, some of them had had to wait for as long as eight weeks to obtain their health card and 
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then be able to start the process of access to healthcare services. When they have received a 

health card (for each member of the family), parents have to make an appointment with a GP 

practice to formally register with the GP. Typically, there is a wait between the date of making 

the appointment and the date of seeing the doctor and getting officially registered with a practice. 

This two-step process (health card plus GP registration) also caused frustration for the 

participants:    

“When we came here from Oman, after three days, we went to the GP to register. 

The GP belongs to the university but we didn’t receive our healthcards and it took a 

long time. After sending more than one email to them from my husband, we got them. 

We weren’t able to get any treatment or visit the GP, it was a difficult time. We were 

not able even to go and see a dentist, they asked for health cards and we didn’t have 

them. We stayed in that situation for nearly three and a half months. After we sent the 

last email, they sent our health cards in the same week, by post to our home, thank 

God”. (Participant 12) 

The parents also reported that health centres accepted only a limited number of new GP 

registration applications each week, sometimes just on a specific weekday. This was extremely 

frustrating for the parents as they often were not aware of this policy:   

“It took at least four weeks. I went to a GP practice, I don’t know which day, let us 

say Tuesday, and they said ‘we only take registration forms on Monday’. They didn’t 

accept my request and asked me to come back on Monday. On Monday the following 

week, they said ‘we only take five applications each week and we have already taken 

that number this week’. So, unfortunately, I couldn’t register in the second week. In 

the second week, I had gone there at 10 am, so a week later I tried to go earlier. I 

went at around 9:30 am and they said ‘sorry, we already have three applications; we 

can take two of you or you can come back later’. I was already registered before my 

family arrived in Northern Ireland. I was angry and I asked them ‘why don’t you tell 

me these things; they didn’t inform us in advance’. In the fourth week, we went at 
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8:30 am and we were able to all register, I think this was the most difficult and worse 

experience I have had with the GP practice in Northern Ireland”. (Participant 22) 

Following the first contact with child healthcare services, the parents reported that subsequent 

contacts with these services were easier and that it became less difficult to access these services 

independently. The parents also became more familiar with the new language and culture and 

this helped them to navigate the services. The parents said that the child healthcare staff made 

navigation of services easier by communicating well and supporting them and that this resulted 

in the parents becoming more confident about accessing the services. The following interview 

extracts show how the level of understanding of how the services work and how their increasing 

experience of them helped future access:   

“When I came, I thought that when your child becomes sick, you have to wait for 

three days and then take them to a GP, but now I can tell the GP what is wrong with 

my child and tell him the signs and symptoms, or we can say now I am more 

experienced”. (Participant 14) 

“Let’s be honest, I became more aware of the system; at first, we did not know 

anything about the system”. (Participant 25) 

Cultural differences from local people and a new healthcare system can result in immigrant 

parents acting differently or behaving irresponsibly without thinking, aiming to access healthcare 

services by any means. For example, one parent reported calling 999 at midnight in an attempt to 

access health services: 

“There is an out-of-hours phone number to call a GP, at midnight; I tried but they 

didn’t answer, so I called 999 for the ambulance to come to my house, then they 

called the GP and they got a response. Then I said that if this happens again, I will 

call a paramedic and they will call the GP, this will ensure that the response is 

quicker”. (Participant 20)   



 

98 

 

Continued use of and interaction with services and repeated challenges in accessing them had 

equipped the parents with personal insights into how these services can provide effective care to 

immigrant parents. Living in a world which continues to evolve in response to new technologies, 

the parents in this study suggested that producing a mobile application might simplify the 

healthcare registration process and help people who move to Northern Ireland to find their 

nearest GP. Other means of sharing information, such as websites and leaflets, were also 

suggested by the participants: 

“Having an app on the phone will help to detect your location and the nearest GP in 

your area. For me, I want to know more about child healthcare services in Northern 

Ireland. And they can do this through a website or leaflet, which is important for 

immigrant parents to familiarise themselves with the services”. (Participant 20) 

Another parent suggested that online booking of GP appointments would be mutually beneficial:  

“I think that if they make the booking online, rather than by telephone, it would be 

easier for both sides”. (Participant 30) 

 

4.3.1.1 Summary of Theme 1: Challenges with initial access to child healthcare services in 

Northern Ireland 

This theme identified the challenges which the immigrant parents had experienced during initial 

access to child healthcare services in Northern Ireland. The problems which they encountered 

were due to a lack of the initial information and knowledge related to how to register with a GP, 

how to get a health card and how the healthcare system functions in Northern Ireland. The 

findings suggest that this was one of the most significant sources of stress and frustration for the 

interviewees in regard to access to child health services. 

 

4. 3.2 Theme 2: Differences between home and host country child healthcare services. 
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To elaborate on the differences between home and host country child healthcare services from 

the perspective of the parents, a description of the benefits and challenges of these different 

services was obtained from the participants. Prior experience with different child healthcare 

services had influenced the immigrant parents’ experiences and their decisions about health 

services in Northern Ireland. Twenty-two participants reported previous experience of child 

healthcare services and highlighted positive and negative features of these services; these will be 

described fully in this section. They also compared the child healthcare services in their home 

country with those which they had accessed in Northern Ireland. Their experiences were initially 

grouped into two sub-themes (‘child healthcare services in the home country’ and ‘child 

healthcare services in the host country’) but they were subsequently amalgamated into a single 

main theme. The benefits and challenges between the home and host countries and the balance 

between these two health service sectors will be discussed next.  

Benefits in the home country 

 

Prompt access to services, including specialist services, was identified as a positive feature of 

child healthcare services in the participants’ home countries. The ability to access specialist 

services and paediatricians were important for parents and helped them to obtain additional 

health-related information on their child’s health status. A significant number of the interviewees 

reported that they preferred child healthcare services in their home countries because of the 

easier access and referral to paediatricians:  

“In my country, when a child is in pain, the same day they get treatment and the 

problem is resolved for them”. (Participant 21) 

“They refer them immediately.  In our clinics, you take medicine. You go to the 

doctor, you know, a doctor gives you medicines. I think you are aware of that! If you 
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have an unusual condition, while you are in a public hospital, you go to clinics and 

they quickly refer you to a doctor who specialises in certain fields”. (Participant 6) 

Challenges in the home country  

The parents were, however, critical of limited communications with medical professionals in 

their home countries. They reported that medical staff were aloof, somewhat arrogant, and failed 

to demonstrate empathy towards patients: 

“But in my home country, no, they are far more arrogant (the body language is 

important for me); he is not talking to you in a nice way like [acting the doctor’s 

behaviour] and he is in a hurry, the facial expression is important; you can always 

see that doctors are in a bad mood, in a rush and they don’t care about you”. 

(Participant 20) 

“But in my country, the GPs … generally they rush the examination and treatment”. 

(Participant 22) 

Some parents reported being unable to obtain clear information regarding their child's health 

issues in their home countries as doctors were perceived as being not open with the patient and 

the ethos of family-centred care was less prevalent. Providing clear information and explaining 

the need for specific procedures was identified as an important feature of positive child 

healthcare services in Northern Ireland. Parents reported that in their home countries, child 

healthcare services did not provide this type of service or information. Child healthcare staff in 

their home countries failed to involve parents in decision-making related to their children's 

health: all healthcare decisions were taken by doctors:  

“But a specialist in my country, they are a little bit aggressive, he is speaking to you 

quickly and there is no explanation of the vaccine and injection that they give to your 

child ... but please give us time or a choice to think about whether to do it or not; in 
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my country, they do it without giving you any chance to decide or think”. (Participant 

20) 

The parents asserted that healthcare professionals in their home countries should obtain parents’ 

permission before they examine their children, feeling that consent from parents for a procedure 

such as vaccination was important. They said that child healthcare services in their home 

countries demonstrated a lack of a family-centred approach to care and treatment:  

 “In my home country, they don’t ask for your permission to give your child a 

vaccination, or they don’t give you any information about vaccines, just straight 

away they inject the child and that’s it”. (Participant 27) 

Collaboration between primary and secondary care services in the home countries of the 

respondents was another feature of child healthcare provision which was perceived to be inferior 

to similar services in Northern Ireland. In Northern Ireland, these sectors are integrated and all 

children’s information is accessible on the computer system, which enables the accurate transfer 

of patient information between different professionals, without wasting parents’ time repeating 

the same information. For example, when a prescription or examination is required, it is 

perceived by parents that it is important that this information is shared between services to 

reduce the risk of repetition in the various treatments. In the following interview extract, a parent 

clearly states that the connection between primary and secondary care services in the home 

country was limited and that this had both time and resource implications. 

“… but in my home country, the primary healthcare services and secondary 

healthcare services are separate and different; of course, they are different but there 

is no coordination between them. They send your letter to your doctor, but not 

through the computer system. In my country, primary care and secondary care are 
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two different services; they don’t know which specialist doctors deal with you and 

your GP doesn’t know which specialist has seen you”. (Participant 22) 

The same participant provided the following additional information:  

“The specialist doctor doesn’t know what medication the GP has prescribed for you. 

For example, the same person may be prescribed the same medication on two 

occasions by the GP and the specialist without getting any [increased] benefit. It is a 

waste of time and money; it is wasting the time of the health-care system; two visits 

for the same issue?” (Participant 22) 

The participants acknowledged the importance of receiving notification letters from child 

healthcare services regarding their child’s vaccination appointments and were critical that these 

services did not exist in their home countries:    

 “In Iraq, I have to remember my children's appointment, their date and time to visit 

child healthcare services; nobody sends you a letter to remind you. If you forget, 

your child will miss the chance to get vaccinated and an appointment might not be 

given at another time or date to have it”. (Participant 18) 

The benefits of child healthcare services in Northern Ireland 

The parents reported that the most important differences between services in Northern Ireland 

and those in their home countries were home visits by professionals during the post-natal period. 

They consistently highlighted that this service was not provided in their home countries and that 

these services are essential in providing a quality child healthcare service. The important features 

of post-natal services valued by the parents in this study included checking the child’s growth 

and development, health status, information and guidance regarding child nutrition and dietary 

requirements according to age. The parents also spoke about additional positive features of these 

services in Northern Ireland, such as the fact that home visits commenced immediately after 
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childbirth, which was helpful for parents, especially mothers, as it provided reassurance 

regarding her health and that of her child after the birth:  

“The system here is different from Saudi; here the nurse and midwife come to your 

house, you don’t need to go to the hospital for check-ups. In my country, you have to 

go back for check-ups. The midwife came to my house regularly for two weeks, 

weighing the baby and checking his health status, examining his eye movement and 

every part of the baby’s body”. (Participant 24) 

“After I had given birth to my second child, the midwife came to my home until my 

stitches were gone and my son's cord had fallen off. Then after that, the health visitor 

kept talking to me and advising me about my child’s health and development”. 

(Participant 14)  

One mother described the child healthcare service provided by a health visitor in Northern 

Ireland as “amazing”:  

“The health visitor is an amazing service in Northern Ireland, especially for a 

newborn baby and for the first mom and others as well; and it is important that 

someone visits, to examine the child and the mum. The growth and things related to 

the child, and also they try to examine the child for things that even a parent 

wouldn’t expect or pay attention to, like a hearing assessment that my daughter had 

when she was little and also I think she had an appointment for a displaced hip 

which I hadn’t asked about; it was good”. (Participant 23)  

The vaccination schedule was also identified by parents as an important difference in child 

healthcare services between their home countries and Northern Ireland. The following extracts 

reinforce the importance of vaccination for parents; 

“For me, there are differences especially in vaccination; here in Belfast they give the 

child a vaccine in the second month, they are four doses but they are divided into 
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three times. In the second month, the third month and the fourth month, and when the 

child is a year old. But in my country, no; they get the vaccine in the second month, 

the fourth month, the sixth month, the eighth month and after a year. There was a 

difference between vaccinations. In our home country, you have to take the BCG 

vaccine [for TB], but here they didn’t give that”. (Participant 24) 

“Here, my children received some vaccines but I can’t remember the names; it is not 

possible to have them in Iraq”. (Participant 18) 

The parents in the study believed that child healthcare professionals in Northern Ireland had a 

more accurate understanding of their child's health status which was facilitated by the availability 

of computerized patient records. As a result, patients perceived that service providers in Northern 

Ireland were more aware of children’s health condition and recovery process:  

“The differences here is that the GP takes a complete history from you so when you 

go to the GP next time, they review your previous symptoms to determine if they are 

resolved or not and they know what you had before”. (Participant 17) 

The parents believed that child healthcare services in Northern Ireland have a child-centred 

philosophy. They consistently stressed that professionals display greater kindness towards their 

children than in their home countries and that they employ a range of approaches to make 

children feel safe and secure and reduce any child fears regarding specific procedures. This 

included the use of suitable distraction techniques such as talking to children and calming them 

before treatments or procedures.   

“To be honest they take much more care of children compared with my home 

country, because I saw my nephews and how the staff treated them [there]. Here, the 

children are the centre of care”. (Participant 24)  
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“I felt that they deal differently with children, I mean my child as I did not see how 

they deal with other children. They were motherly and nice to my child, especially 

when my child came to get vaccinated, this was what I felt”. (Participant 11) 

Being in a new country and removed from relatives has a significant impact on parents’ 

experiences and their level of expectation from child healthcare services. The parents in this 

study believed that high-quality child services were available to them if required. The following 

interview extracts show that the child healthcare services in Northern Ireland provided quality 

personal care and incorporated care for the entire family, which led to high levels of satisfaction 

with services in the region:  

“Regarding care here, it is person-centred care; they care about children, about the 

patients and their confidentiality, asking questions about you, your problem, they 

understand you, they allocate around ten minutes to you”. (Participant 22) 

“They take care of everyone, especially children and mothers and I was happy to be 

here”. (Participant 27) 

The perceived equality of treatment in child healthcare services in Northern Ireland was 

identified by these immigrant parents as a positive feature of these services; it helped to reduce 

their fears of being in a new country. This is proved by the following comment:   

“I was worried and afraid because you are not in your home country, but hopefully, 

everything and services here are equal and everyone is provided with the same 

care”. (Participant 29) 

   The challenges of child healthcare services in Northern Ireland 

Many parents identified long waiting times for a GP appointment and onward referral as a major 

problem in the services available. They appeared more anxious about waiting times in Northern 

Ireland, especially if children were experiencing escalating health problems and their parents did 
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not have immediate family support and were thus more dependent on child healthcare 

professionals. The parents in this study reported that obtaining an appointment with a GP takes a 

considerable time and they had to try calling services frequently to obtain an appointment: 

“Let me explain the appointment issue: usually, it takes two to three weeks normally, 

for a regular appointment two weeks; OK, give me an appointment, they say ‘No, we 

cannot give an appointment in two weeks, our dates are full, call again’. When we 

call, they say ‘No, can you call again, we cannot get appointments for regular things. 

It will be after a month’; you have to call every day and I cannot do that”. 

(Participant 22) 

When parents were unable to access GP services within a timeframe acceptable to them, they 

frequently resorted to attending the emergency department (ED) of the children’s hospital. 

However, access to child healthcare services after arrival at the ED can result in a waiting time of 

four or five hours from the time of admission until children are seen by a doctor. The parents in 

this study who had used the ED to access healthcare services for their children were unhappy 

with the services which they received in that department:  

“I used the intensive care unit and emergency department at the Sick Children’s 

hospital; to be honest, the services in the emergency unit are not of good quality, 

they took a long time to attend to my child and admit her to hospital. The decision 

took around seven hours for my daughter, she had a cough, chest pain and shortness 

of breath”. (Participant 16) 

The parents believed that there was no prioritization of the needs of their children within the ED 

or in GP clinics. This resulted in parents feeling that they were not getting prompt access to 

services and that these services do not provide adequate healthcare to meet the needs of their 
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children. The following extracts highlight these parental concerns in both ED and GP healthcare 

delivery settings: 

“I asked the [ED] doctor to check my son’s ear, throat and temperature but he 

didn’t; I was very upset with, him, I never saw a doctor like him. He didn’t respect 

me as a mother at 9 pm in the emergency department”. (Participant 14) 

“There are no priorities inpatient life (staff are careless), the patient’s condition will 

deteriorate and there is no reason to delay [treatment of ] a child who is suffering 

from an infection, a bad infection. I said that she hadn’t eaten or drunk anything 

since the morning, just an inhaler, and her O2 level had decreased, even though the 

inhaler raised the O2 level. They need to follow what the GP prescribed. Everyone 

here, immigrants and local people, suffer from the same problem”. (Participant 16) 

 “Last time my son had a viral infection on his lip. Back home he had the same 

problem but they gave medication and it was gone. But here the GP said ‘Go home, 

it will disappear by itself’ It’s been four months now and he has infected his brother 

as well and it’s still there”. (Participant 21) 

The parents also reported that child healthcare services in Northern Ireland are slow to respond 

to the condition of children when the parents perceived that their child’s condition might 

deteriorate:  

“Here, no; they wait for the crisis to happen and then they take action if the patient 

needs CPR or intubation, they have to do it immediately, not wait because they want 

to give the body a chance to respond”. (Participant 20)  

The parents also reported that in Northern Ireland they have to wait for a longer period to see a 

specialist following referral: 

“Here, you need to wait a long time and then have an appointment with the GP or a 

referral, which is very bad. I remember they told me that my son has a pseudo heart 
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murmur and they referred us to a specialist children’s doctor after two months, but if 

the situation was serious, what would happen to my son? After he was discharged 

from the hospital, we went to a private cardiologist”. (Participant 15) 

“I applied for an appointment for my daughter, she has had a bump on her head for 

nearly a year and the GP transferred her to the Children’s Hospital and she’s still on 

a waiting list a year later. After six months, they sent me a letter which asked me if I 

was sure she needed to see a dermatologist; I said yes, but we are moving in August 

and until now there has been no response. It is difficult for her; it is on the hairline 

so she cannot comb her hair; the GP advised that she needed surgery; this is the 

problem of not having a specialist referral”.  (Participant 16) 

Because parents encountered long waiting and referral times in child healthcare services, it was 

suggested that paediatricians and specialist doctors should have a presence in GP clinics in order 

to resolve these problems:  

“I suggested that they try to include specialist doctors in GP clinics so that they can 

make a referral there, and not just put us on a waiting list. The history of patients 

should be studied before they come to the GP. I mean, the best thing is that the first 

visit to the GP should be reviewed by a specialist doctor at the same place to try to 

organize waiting, which takes a long time. I don’t know why they do not do so. Also, 

registering appointments, which cannot be made before calling the reception office 

to ask whether a personal file exists: why do they wait for a doctor to call patients? 

It’s nice that the doctor calls, they took the history of my daughter and informed me 

of the date when I should visit them. I mean they should adjust the referral quickly 

and not let us wait for six weeks”. (Participant 16)  

Interestingly, parents who had accessed private healthcare services were generally satisfied with 

these services because of immediate access and prompt treatment of their child. However, some 

parents expressed dissatisfaction with private healthcare providers because of the high cost of 

consultation and treatment as exemplified in the following extract: 
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“Here is another thing: if I want to have quick access to a GP, I have to go to the 

private services and you know private services are expensive. One time, my son had 

an upper respiratory tract infection and I took him to the private doctor, they did lots 

of blood tests and some investigations, which cost me a lot of money and I cannot do 

that again. In the end, he told me what the GP said in the clinic, my son still needs to 

be seen by another specialist, but I don’t know how to reach them”. (Participant 20) 

Another parent, who was a physician, reported that professionals in private health-care services 

in Northern Ireland do not provide any information, even when they have been paid to provide 

services: 

“I told you I had an experience with a private GP rather than an NHS one, but you 

know they take the price of each word they are saying and don’t give you any 

information and guidance. This is OK for me as a doctor, but there are other parents 

who rely totally on what the GP tells them. When you pay for the service, they have 

to give you time and a little information about your child’s health and development”. 

(Participant 13) 

Parents’ expectations regarding the urgency of the need to access child healthcare services were 

found to be associated with several individual characteristics. The level of parents’ educational 

attainment, as well as their English language comprehension and personal understanding, 

appeared to play an important role in influencing their expectations of the health needs of their 

child. Enhanced expectations appeared to result in parents becoming more demanding about 

prompt access to child healthcare services. This was explained by a mother who had a medical 

background:   

“That is why when I called the GP, I said that the situation was an emergency 

because they asked if he was eating or whether there was urinary output. If I had 

said that everything was OK, they would not have given me an appointment. I can't 
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trust what will happen at night, so I said yes, the situation was an emergency”. 

(Participant 20) 

Similarly, an employed father with a professional occupation reported that specific child 

situations needed to be assessed by a specialist GP: 

“The GP can help you with the flu or a prescription, but if specific issues arise, I 

wouldn’t trust the GP, that is my personality”. (Participant 25) 

When parents are not provided with clear information and guidance on how services work and 

how to access them, they become dissatisfied with the care provision. The parents in this study 

indicated that they required the following important information regarding child healthcare 

services in Northern Ireland when they arrived in the country: how to arrange appointments with 

different services, including dental services, how to obtain a specialist referral, and how to 

register with a GP.   

A final yet significant challenge faced by the participants in this study in regard to accessing 

child healthcare services was related to what services they were entitled to under the terms of 

their UK visa. A points-based system used by the UKVI for a visa application requires parents to 

pay an IHS which covers the duration of their stay in the UK. However, parents believed that the 

IHS will cover all the health-related care and treatment costs for their children. For some 

participants in this study, it was only at a later date that they realized that additional healthcare 

charges would be incurred for continued treatment. This confusion regarding payment coverage 

for healthcare treatment in Northern Ireland caused apprehension for some parents:   

“It’s free; I paid before because I am an immigrant, I paid £200! I think if you go 

three or four times and the GP prescribes antibiotics for you, with an examination, 

this will be covered by the money you have previously paid and the rest will be free. 
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You think it is too much money when you have paid [all at] once, but it is really 

good”. (Participant 14) 

Balancing Benefits and Challenges 

Generally, the parents in this study were happy with the provision of the child healthcare services 

which they had experienced during their time in Northern Ireland. Positive features of these 

services included receiving assurances regarding their child’s health and development and health 

education. They were reassured by the written information and records about their child's growth 

and development, and the knowledge that this will be assessed and recorded by healthcare 

professionals. Such information was typically recorded in the ‘Red book’, a personal child health 

record and national standard for recording child growth and development which is provided to all 

children after birth:    

“There are advantages, such as the red book that they give to the newborn baby and 

they record everything about your child’s health, growth, vaccinations and it 

remains with them, I don’t know for how long”. (Participant 23) 

“You will be sure about your child’s health, as a parent. I don’t have any 

information about health problems when my child becomes sick. The healthcare staff 

are more knowledgeable in this area”. (Participant 29) 

 

4.3.2.1. Summary of Theme 2: Differences between home and host country child healthcare 

services 

Collectively, this theme identified how immigrant parents’ differentiation between home and 

host country child healthcare services influenced their current healthcare access. These 

differences between child healthcare services were mainly evaluated by parents using the 

following criteria: access, appointments, referral systems and staff and healthcare professionals’ 
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behaviour. Although the majority of these immigrant parents who had accessed child healthcare 

services in Northern Ireland reported challenges with these services, others were grateful for the 

benefits which the services provided to them, which they judged superior to similar services in 

their home countries. 

 

 4.3.3 Theme 3: Communication and quality of care  

Immigrant parents and their families, including voluntary immigrants, are a potentially 

vulnerable group in any new host country, and the actions and attitudes of healthcare 

professionals can have a negative or positive impact on the utilization of child healthcare 

services by parents. Immigrant parents must be treated in a friendly and supportive manner by 

healthcare professionals. The participants highlighted a wide variation in treatment and 

communications with healthcare professionals when attending different child healthcare services 

in Northern Ireland. 

The majority of the participants reported that they had received better healthcare from healthcare 

professionals such as health visitors, nurses, midwives and dentists than from GPs. Health visitor 

services were particularly valued by the participants in this study. Children in Northern Ireland, 

from an early age until the pre-school period, are provided with home visits and regular checkups 

by health visitors to assess their growth and development and to ensure adherence to the 

recommended vaccination schedule. This service provides parents with an opportunity to obtain 

information about their child’s health in a more relaxed setting than at a standard GP 

appointment. A mother described these health visitor services as being like private services for 

her. In particular, she felt supported and she had obtained important information from this 

specialized staff: 
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“I think that because they have a more positive mindset and make you feel 

comfortable and reassured about your children; health visitors are more specialized 

in child things but the GP is more generalized; I think the health visitor is better”. 

(Participant 26) 

“Health visitors of course, because we could be alone together and she was free 

when she came to see me, for me only. She would give me all the information I 

wanted and I felt free to ask her. Not like the GP, where there would be a long list of 

patients and there would be no time to get more information”. (Participant 6) 

The parents also commented positively on the child healthcare services delivered by nurses 

and dental services, who had provided high-quality care to their children. It was suggested 

that a willingness by professionals to answer questions helped parents to get a better 

understanding of the health needs of their children. This was perceived to help parents to 

prevent future health problems for their children. The parents valued the child healthcare 

system in Northern Ireland and were complimentary about the record-keeping standards 

related to their child’s health history. Additionally, when parents felt supported by child 

healthcare professionals, they expressed greater willingness to attend suggested procedures 

for their children, such as vaccinations and dental examinations or treatment: 

“Here, they are helpful every time you ask about anything; they welcome you and 

they answer your questions or queries in full and also there are some benefits, they 

didn’t miss any query from you, because it is registered in your profile”. (Participant 

17)  

The next extract highlights the relationship between staff support and the successful 

navigation process: 
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“Yes, I had a similar feeling like the first time, nothing has changed, everyone helps 

us, they understand me and I understand them, there is a connection between us”. 

(Participant 1) 

Staff/parent communications in the child healthcare services has a significant effect on parents’ 

experience of the services and their acceptance of the services provided. The parents described 

these services in Northern Ireland as “friendly services” which provide parents with the 

necessary support, and this helps to create and maintain meaningful interactions with staff:  

“Staff are welcoming and friendly here. I didn’t have any experience of public 

services in Jordan, but with private services you pay for them and, of course, they 

are helpful. The staff are very good at communication in Northern Ireland, they help 

you such a lot”. (Participant 14)  

Effective communications with child healthcare professionals built trust for the participants and 

led to positive relationships with staff. When parents develop trust with child health services, the 

treatment process is easier for both parents and healthcare professionals, according to the 

participants. The next extract clearly shows this:  

“Now I trust my GP and they also trust me. When I told them that my son had a 

cough, temperature or chest infection over the phone, they sent a prescription 

because they know me. Sometimes I feel lucky that I am here and my son is lucky he 

is living here in Northern Ireland”. (Participant 4)  

Staff behaviour plays an important role in determining parents’ experience of child services in 

Northern Ireland. The way that child healthcare professionals communicate, listen to and give 

parents time to talk and ask questions was crucial for the interviewees. The participants preferred 

this to professionals who show a lack of interest in their issues or fail to listen to them:  



 

115 

 

“Usually, all my appointments are OK, but we had one bad experience. I think it was 

for my wife; she asked some questions, but it felt that the staff member was not kind 

or interested, she just kept on looking at the computer without looking at us, which is 

a sign of a lack of interest”. (Participant 22)    

Moreover, when immigrant parents believe that child healthcare professionals are listening to 

them, they feel confident about asking questions or expressing fears or concerns. For instance, 

some of the parents preferred to visit the GP as they perceived GPs as having greater authority 

because they prescribe medication and can refer patients to specialist services if required.  Other 

parents, however, would prefer to see a nurse, who has more time for them and was therefore 

perceived to provide better support and help:    

“I prefer the GP as I think they have authority and are more responsible over when 

to decide to take any action”. (Participant 15) 

“The nurses are very open with patients and ask about everything, but the GP is not, 

they have ten minutes with you and no more”. (Participant 12) 

 

4.3.3.1 Summary of Theme 3: Communication and quality of care  

This theme shows that staff behaviour and treatment can have both negative and positive impacts 

on parents’ experiences of child healthcare services. From the perspectives of parents, they wish 

to be treated by child healthcare professionals who act in a friendly manner, communicate 

effectively and understand their needs and the needs of their children. A significant number of 

the participants had experienced a range of behaviours and attitudes during their interactions 

with healthcare staff and this had resulted in these immigrant parents differentiating between 

staff and preferring staff who had time to listen to them and answer questions regarding their 
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children’s health issues. Effective communications and interactions with healthcare staff are 

dependent on the degree of trust that immigrant parents have in healthcare professionals.  

 

4.3.4 Theme 4: Cultural and language barriers 

This theme illustrates the difficulties encountered by Middle Eastern immigrant parents when 

accessing child healthcare services in Northern Ireland. The majority of the participants were 

students who often had to accompany their partners or children to health service appointments. 

Often these partners had a limited understanding of English and little knowledge of the culture in 

Northern Ireland. 

The language barrier was identified by the majority of the participants as an important issue. It 

affected the ability of parents to understand what professionals were saying, as the following 

interview extracts show:   

“I felt alone, like a deaf person! Not able to understand what the staff were saying 

and unable to answer or ask any questions”. (Participant 4) 

“I accompanied my wife; yes I am studying the language and trying to learn the 

language, but at the beginning, I faced difficulties in understanding and speaking the 

language”. (Participant 29) 

“A person would suffer a lot if he/she does not speak English”. (Participant 11) 

The language used by healthcare professionals was also identified by the parents as a weakness 

in the current provision of child healthcare services. Several interviewees suggested that the use 

of medical terminology by child healthcare professionals made the understanding of their child’s 

health issues even more difficult. Even when parents were becoming more fluent in English, the 
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excessive use of medical terminology continued to limit their understanding. This is 

demonstrated by the following comment:  

“Now my English is better than before, but I have difficulty understanding some 

medical words, not English words”. (Participant 4) 

As a result of the significant increase in the immigrant population in Northern Ireland, healthcare 

providers are increasingly purchasing interpreter services to help address the language barrier 

between patients and staff. Interpreters who work in healthcare organizations have received 

training before working in these services. The parents in this study gave generally favourable 

evaluations of interpreter services:    

“The healthcare services are very useful and provide better care for everyone, 

especially for immigrant parents like me; they bring an interpreter at the time of 

appointments and hopefully, I didn’t have any issues with the interpreter. The 

interpreters are friendly people and translate everything perfectly, they help 

everyone to understand clearly”. (Participant 1) 

A single respondent was critical of the interpreter services, mainly because the interpreter had 

interfered her personality by asking personal questions and thus failed to focus on the needs of 

the parent:  

“Unfortunately, from the first step we faced problems with the interpreter; their job 

is to interpret everything not to ask a personal question and I tried to complain, but I 

forgave her later. The interpreter tried to ask a personal question and I was so angry 

which disturbed my mood even with the staff at that time. I’ll never forget that day, 

but hopefully, it will not happen again and it was the last time”. (Participant 9) 

The parents in this study were afraid of their inability to understand the information given to 

them and how to make the child healthcare professionals understand them, even when an 
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interpreter was present. According to an employed parent, interpreters can translate language but 

cannot express personal feelings:   

“No, I felt differently, not like the first time, but I still have some issues as an 

immigrant parent in a new country and using different health services. I have 

difficulty understanding the language even with the interpreter, as the interpreter 

cannot transfer my feelings when I am speaking or asking the staff a question. Even 

though I work as a barber, sometimes there is a misunderstanding between me and 

the staff. The staff might understand what I am saying or asking them, but they 

cannot understand my feelings and my culture and that I need to have a deep 

understanding”. (Participant 4) 

The challenge of making a new life in Northern Ireland was difficult for parents as a result of the 

cultural barriers which they experienced. Living in a foreign country requires immigrants to 

adapt to new social norms and expectations. A student parent highlighted the difficulties caused 

by being separated from the extended family and making a new life in Northern Ireland: 

“I am a mother of a child and I am a student at the University in Belfast. This is my 

third year in Northern Ireland, living with my husband and my daughter. I worked as 

a physician in preventative health and my husband is also a doctor. I am OK now, I 

am studying, it’s a little difficult, we have to do everything ourselves, no close family 

live nearby. We are not using lots of things that are present here. Yes, it is difficult to 

live far away from family and friends”. (Participant 13) 

Similar issues arise for immigrants in employment who have to work in new work settings. The 

parents in this study reported a range of problems associated with creating a new life in Northern 

Ireland. The difficulties which some of them experienced in adapting to life in Northern Ireland 

are highlighted in the following comment:  
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“Here, I have got a job but life is different; we came here to give our child greater 

opportunity to enter a school in a foreign country to learn English, so when we got 

this opportunity, life changed completely because this is a different country, it is a 

different culture and a different language and work is different also. We have become 

more active here; back home we have our family and it is a crowded, big family 

there, but here we are four people, living on our own in a different country; yes, it’s 

a good experience, but different”. (Participant 25) 

Language barriers, coupled with different beliefs and attitudes from health-care professionals, 

can make immigrant parents believe that they are perceived as different by healthcare 

professionals. Some parents in this study perceived that they were treated differently from the 

local population when they used child health services and this had the potential to make them 

reluctant to engage with these services in the future:    

“Once I went to the receptionist to make an appointment, I think she didn’t like my 

hijab, and she told me there were no appointments that day. I went out and called the 

clinic and they gave me an appointment. I told myself I would go back and let her 

know that, but I later said it’s OK”. (Participant 24)  

The availability of language and cultural advocates was a suggestion proposed by several parents 

to help improve child healthcare services in Northern Ireland. Some parents said that having an 

interpreter in each child healthcare service would help to reduce potential conflict during 

registration and appointment booking:   

“The only suggestion is that an interpreter is present in most areas for immigrants 

because there may be a mom or a dad who does not understand or speak English 

very well”. (Participant 29) 
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Another suggestion made by the parents to help to provide more holistic care for immigrant 

parents was the recruitment of more staff to these services, including multi-lingual healthcare 

staff, rather than relying on translators:  

“I want to suggest an increase in the number of doctors; they might say it's not 

possible because of the cost, or that being more prompt to respond and make a 

decision as soon as possible might not be possible because of the pressures on the 

ward which is full of patients, and time limits and blab blah ….”(Participant 7) 

 

4.3.4.1 Summary of theme 4: Cultural and language barriers 

This theme provides clear evidence that language and cultural barriers were experienced by these 

immigrant parents in child healthcare services in Northern Ireland. Although most of the 

participants had a good level of speaking and understanding English, the language used by 

healthcare staff was difficult to understand, especially for working immigrant parents, because 

the staff used medical jargon or terminology while discussing their child’s health issue. The 

interpreter service which was provided to immigrant parents was broadly welcomed and 

appreciated, although some participants criticized this service for not allowing them to convey 

their real emotions about personal health circumstances. Perceived discrimination was also 

identified as a cultural barrier by a significant number of the parents which caused apprehension 

and was associated primarily with differences in identity and dress.  

 

4.3.5 Theme 5: Reaching compromises with child healthcare services   

Compromise relates to the ability of parents to accept and balance previous and current 

experiences and expectations concerning access to and use of child healthcare services. This 



 

121 

 

theme describes how parents grew to accept the child healthcare services provided in Northern 

Ireland without making comparisons or seeking alternative healthcare services. Compromise in 

this context is associated with adaptation to new life circumstances and a new healthcare system 

and accessing these services in the same way as local people. Seventeen of the 28 parents 

interviewed in this study reported being satisfied with the child healthcare services in Northern 

Ireland. They were happy with the healthcare, reflecting that it was regular and ongoing and that 

similar service delivery was not typically available in their home countries. Despite general 

satisfaction with the child healthcare services in Northern Ireland, many parents had not 

appeared to reach a compromise as they continued to make comparisons between the healthcare 

services in their home countries and similar services in Northern Ireland: 

“I think that there are no similarities between the services in Northern Ireland and 

Palestine. Here everything is perfect, GPs and nurses are helpful, you get a letter 

from the GP about children’s appointments, vaccinations and when teeth 

examinations are required by a dentist. In my home country, you have to check 

everything by yourself, nobody tells you or remembers you”. (Participant 19) 

Although some of the parents reported difficulties and challenges with child health-care services, 

many reported satisfaction with the care which they had received. No parent in the study was 

found to demonstrate compromise over access to childcare services in Northern Ireland. This 

could have been due to their limited time in Northern Ireland. For example, one parent described 

her experiences in an ED as positive because of the comprehensive care provided to her daughter 

by staff who were perceived to be attentive and reassuring, which was different from her first 

visit:  

“I had a previous experience with the children’s emergency hospital, but this time it 

was different. The staff were very helpful, they helped us and because my daughter 
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was under observation as she had a fever again, we stayed overnight at the hospital. 

All the time, the staff were trying to reassure us about my child’s situation and they 

tried to calm me down. I was frustrated because my daughter was tired, but 

fortunately, the next day she was OK and we went back home. My experience that 

time was not like the first time; I was happier and more satisfied with the service”. 

(Participant 13) 

A first-time employed father expressed satisfaction with the health care which had been provided 

to their child, describing the services as fantastic because they had provided the necessary 

information about his child's health and development: 

“I didn't have any experience of child health-care services in my home country, but I 

want to say that the services in Belfast are fantastic, especially for first-time parents. 

They give me information about my child’s growth and the problems which she might 

experience later, and they explained everything to both of us”. (Participant 1) 

Moreover, being an immigrant in a new country and from a different ethnicity can also limit the 

ability of parents to reach compromises over child health-care services. For example, some 

parents said that child healthcare staff in Northern Ireland are respectful of all people, regardless 

of differences between nationalities and cultures. This finding shows that the parents were 

treated fairly regardless of their nationality or culture, but they nevertheless still reported 

differences when they mentioned ‘all nationalities’:  

“Yes, there are differences; the services in Belfast are very good and more advanced 

compared with my home country; everything is scheduled and they respect 

everybody, it doesn’t matter if you are Arabic, Kurdish or any nationalities, they 

respect all people in the same way”. (Participant 8) 

Unfamiliarity with the healthcare system in Northern Ireland limited the ability of these 

immigrant parents to reach compromises with the services available. For example, some parents 
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criticised the healthcare system because of the lack of a regular and specific timeline for 

appointments and because of professionals not prescribing the medication which they wanted, 

which resulted in them having to bring medications to Northern Ireland from their home 

countries:   

“But to be honest, it is not a satisfactory service; they ask more questions about the 

kids, the doctor will you call you back and you have to change all your plans on that 

date; they might give you 10 am or 2 pm or 3 pm. It is problematic if you need urgent 

appointments”. (Participant 22)  

“I remember a time we went to the GP when my son was sick and was vomiting what 

he ate. My husband is a pharmacist and he said ‘This looks like an infection and he 

needs antibiotics’, but you know here they don’t prescribe antibiotics to everyone. 

We came home without anything. For that reason, this time when I went back to my 

home country, I brought back antibiotics, but I am not giving them to him until I am 

100% sure that he needs them”. (Participant 15) 

 

4.3.5.1 Summary of Theme 5: Reaching compromises with child healthcare services  

This theme showed that length of residence in the new country affected participants’ experience 

of child health services, with a notable increase in confidence and satisfaction developing over 

time. This theme also revealed that most of the parents in the study were satisfied with the 

healthcare provided to them. Nonetheless, some areas of dissatisfaction remained and this was 

especially the case for participants who were more accustomed to private and flexible services 

which could be more attuned to their everyday routines and their needs and preferences. It was 

difficult for them to get used to an NHS system which was perceived as being inflexible.   
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4.4 Chapter Summary and conclusion 

This chapter has presented the experiences of a group of immigrant parents who had used child 

healthcare services in Northern Ireland. It was clear from the findings that the parents had 

experienced difficulties accessing child healthcare services, and various factors had shaped their 

subsequent experiences with these services, such as challenges over the registration process, 

differences between home and host country child healthcare services, limited communication due 

to language and cultural barriers and an inability to compromise and adapt to a new life in 

Northern Ireland. 

Two main factors influenced the immigrant parents’ access to healthcare for the first time: the 

inability to register in time due to limited information on how to start the process; and the GPs’ 

location and geographical area. In some areas, GP clinics had excessive patient caseloads, which 

limited access for immigrant parents to child healthcare services, especially when they were 

registering for the first time.   

In this study, three times more female participants (n=21) were interviewed than males (n=7). 

Although both male and female participants reported similar difficulties, the experiences of the 

male participants appeared to vary according to their level of education and social mobility. 

Generally, men who had achieved higher educational attainment had higher expectations of the 

child healthcare services in Northern Ireland. This could be due in part to their better command 

of English, their level of understanding of how the healthcare system works and their 

understanding of the health needs of their children. This was most noticeable in student parents 

from a medical background.  

The data were collected from Middle Eastern immigrants from a range of countries, including 

oil-rich countries, countries with widespread poverty and countries with unstable political 
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environments. These unique life experiences informed parents’ expectations of child healthcare 

services in Northern Ireland. The ability of parents to make use of private healthcare services 

was determined by their financial security and health insurance from sponsors which entitled 

them to use private rather than NHS services. Private services were sometimes evaluated more 

positively, but not universally, by the small number of participants who made use of these 

services. Their previous experience of child healthcare services in their home countries made the 

immigrant parents contrast these experiences with the services provided in Northern Ireland. 

This contributed to the parents identifying several weaknesses and strengths in both the home 

and the host country child healthcare services, which influenced their experiences and utilization 

of the services. Communication with and the quality of care provided by the healthcare staff was 

identified as a third descriptive theme. Staff behaviour and high-quality communications were 

identified as positive features of child healthcare services in Northern Ireland. Educated parents 

with a high level of language understanding built more effective communication with the health-

care staff and appraised the health services provided to them more highly.  

Reaching compromises with child healthcare services was an important theme which emerged 

from the data analysis, with the majority of the participants reporting satisfaction with child 

healthcare services, but it was not clear whether they had reached a compromise or not. Limited 

understanding and interaction with health-care staff resulted in parents being unable to settle in 

the new environment in Northern Ireland. Finally, several suggestions and recommendations to 

improve child healthcare services in Northern Ireland were identified by the parents. These 

included using an online system for appointment booking, providing a healthcare information 

leaflet for new immigrants, using cultural advocates and providing in-house interpreters to 

resolve language difficulties over child healthcare services in Northern Ireland.  
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The next chapter will consider the second phase of the data analysis and examine participants’ 

experiences with closer reference to the theoretical framework used in the study, the Immigrant 

Health Services Utilization Model (Yang & Hwang, 2016).   
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CHAPTER FIVE 
 

5.0 Introduction 

This chapter presents the findings from the semi-structured interviews conducted with the 

Middle Eastern immigrant parent participants, this time analysed deductively using the 

theoretical framework which underpinned the study, the Immigrant Health Service Utilization 

model of Yang and Hwang (2016). The purpose of this analysis is to explore how an established 

theoretical framework for immigrants’ health use might open up further insights when applied to 

voluntary immigrant parents’ experiences of accessing child healthcare services in Northern 

Ireland. The chapter demonstrates the salience of Yang and Hwang’s model for offering new 

insights into voluntary immigrants’ experiences of child health services. To the researcher’s 

knowledge, this is the first attempt to apply Yang and Hwang’s model to voluntary immigrant 

parents.  

 

5.1 The Immigrant Health Service Utilization theoretical framework  

Yang and Hwang’s (2016) Immigrant Health Services Utilization model is a well-established 

model used to explain the healthcare experiences of immigrants and hence was selected for use 

in this study in order to understand voluntary immigrant parents’ experiences of child healthcare 

utilization. This theoretical framework (see Figure 5.1) identifies four factors which are thought 

to influence the healthcare experiences of immigrants: 1. macro structural/contextual factors; 2. 

predisposing factors; 3. resource factors; and 4. need for healthcare. 

Macro structural/contextual factors are divided into two sub-categories: general macro 

structural/contextual factors and immigrant-specific factors. General factors refer to how 

government policy, the healthcare system and larger social, economic and political conditions 
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impact on healthcare service utilization by immigrants. Macro structural/contextual and 

immigrant-specific variables comprise the context of immigration, the experience of health 

service utilization in the home country and the context of reception.  

Predisposing factors include the inclination of immigrants to use health services and also consist 

of general predisposing factors and immigrant-specific factors. General predisposing factors 

include demographic factors, socioeconomic status, health beliefs and genetic factors which 

enable health service utilization. Immigrant-specific predisposing factors consider immigration 

status, assimilation and the ethnic culture of the immigrant.  

Resource factors also fall into two categories; general resources factors are financial resources, 

social resources and access to healthcare services. Immigrant-specific resources factors include 

home-based financial and social resources and transnational access to healthcare.  

Need for healthcare: immigrants’ general needs include the self-reported health and evaluation 

of their health by immigrants. Immigrant-specific need factors are comprised of immigrant-

specific health needs and conditions.  

The theory suggests that there is a direct relationship between each factor and health service 

utilization. For example, macro structural/contextual factors, predisposing factors, resources and 

need for healthcare all directly affect health service utilization. Additionally, there are mediating 

effects between the factors: macro structural/contextual factors impact on predisposing and 

resource factors indirectly whereas predisposing factors have an indirect impact on the need for 

healthcare. This theoretical framework will be employed to deductively analyse the acquired data 

to determine the salience of this general model of understanding and generate insights and a 
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better understanding of Middle Eastern voluntary immigrant parents who access child healthcare 

services in Northern Ireland. 

 
Figure 5.1. The theoretical framework for immigrant healthcare service utilization (Yang 

& Hwang,  2016, p.4). The solid lines show a direct effect; the broken lines indicate that some 

factors have an indirect effect on healthcare service utilisation 
 

5.2 Findings  

5.2.1 Category 1:Macrostructural/contextual factors  

This study did not provoke debate among the participants on their views of healthcare systems 

more generally. Rather the interview guide was tailored to inquire about individual experiences. 

Nonetheless, two sub-themes were apparent in the data which highlighted how broader 

macrosocial/contextual factors influenced the use by immigrant parents of the health services:  

how access to healthcare was structured by the government’s IHS charges, and how this process 

seemed unclear for voluntary immigrant parents.  
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5.2.1.1 Sub-theme 1. How access to healthcare was structured by the government’s IHS 

charges 

The participants in this study were aware that different countries apply different rules for new 

immigrants. The participants referred to how the UK healthcare system applies an immigrant 

healthcare surcharge, the HIS, to new immigrants which are linked to the visa process. This 

system requires voluntary immigrants (for example, students and employees) to pay for or 

contribute towards healthcare services before entering the country. Payment of the IHS allows 

immigrants to access and register with healthcare services and provides them with similar access 

to that available to the local population. As a result, the immigrant parents in this study provided 

narratives which indicated that they had paid for healthcare access as part of the visa process:   

“I remember; we paid more than ten thousand riyals when we completed the visa 

procedures. When I arrived here, they said that I have to register with a GP. Why do 

we register while we have insurance like that?” (Participant 6)   

“We came with the visa and we had already paid for the services and health 

insurance … our government paid and covered everything for us”. (Participant 21)   

“Oh, actually in the first year we didn’t pay for healthcare services, but in the 

second year, when we were renewing the visa, we paid nearly £100 for each of us, 

then the charge increased to £200 in the next year”. (Participant 16)   

 One parent identified how this process was helpful after arrival in Northern Ireland: 

“I paid before because I am an immigrant, I paid £200! I think that if you go three or 

four times and the GP prescribes you antibiotics with an examination, this will be 

covered by the money you paid before and after that, the rest will be free. You think it 

is a lot when you pay it all at once, but it is really good”. (Participant 14)  
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5.2.1.2 Sub-theme 2. How the process seems unclear 

 

In practice, when immigrants enter the UK, they are required to register with the new healthcare 

system, typically with a GP. This registration policy is used by the UK government to ensure that 

all immigrants register with the healthcare system in their new area of residence. The clarity, or 

lack of clarity, over the registration process was identified as important by many of the 

interviewees.  

Thirteen of the 28 participants spoke about difficulties during the registration process as a result 

of the lack of clarity related to where and when to register their family/children when they 

arrived in Northern Ireland. After registering with a GP, each member of the family is issued 

with a medical card, which allows access to other NHS services, such as dental services. Several 

parents in this study reported experiencing difficulties with the registration process and obtaining 

a medical card, and this had limited their ability to access and receive necessary healthcare for 

their children. For instance, one parent reported that due to limited information regarding GP 

registration, they had not registered with a GP. This resulted in missed health visitor home visits 

for their child, and the family had used private health services which were funded by their home 

country government: 

“Because I didn’t register with a GP at the beginning when we came to Northern 

Ireland, we didn’t have a health visitor for my daughter. I didn’t know anything 

about that service or how to register and to access the GP and child healthcare 

services, so we used private healthcare services because my husband’s scholarship 

covered part of the health insurance”. (Participant 13)  

“We had a problem when we came here; we were advised to go and register with a 

GP, so we went there and even the registration alone took a month”. (Participant 25) 
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Additionally, if parents did not receive their medical cards, their children were not able to access 

NHS dental services. The narratives below show the significance of this problem for parents:  

“When I came here, I registered my children with the surgery practice. At that time 

my son had a tooth problem and pain, I took him to the GP, but they were not able to 

do anything for him because our medical cards had not yet arrived …. Then after 

three months, our cards arrived and they booked me with the dentist. On the day 

when I went to the dentist, they said ‘Sorry you are not registered with the dentist, 

and you have to visit a private service; I said ‘My son is already registered with the 

GP and he has got his medical card’, why is there this confusion?” (Participant 22)  

“When we came here from Oman, after three days we went to the GP to register. The 

GP belongs to university but we didn’t receive our health cards and it took a long 

time. After my husband sent more than one email, we got them. We weren’t able to 

get any treatment or visit the GP, it was a difficult time, we weren’t able even to go 

to see the dentist, they asked for health cards and we didn’t have them. We stayed in 

that situation for nearly three and a half months. After receiving our emails, they sent 

our health cards in the same week by post, to our home. Thank God”. (Participant 

12) 

 In contrast, some participants found the registration process clear and straightforward:  

“There were no problems regarding the procedures for registration, they were very 

simple”. (Participant 6)  

Several participants appeared to obtain information through continuous interaction with the 

healthcare system and they learned how this system operates: 

“Let’s be honest, I became more aware of the system; at first, we didn’t know 

anything about the system”. (Participant 25) 
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One parent commented on his unfamiliarity with how healthcare worked after he had arrived in 

Northern Ireland. However, by regular contact with the services and by experiencing both private 

and public services, he had learned how the system works and how it was organized.  

“Here, I see that as a father, as a citizen, that people are struggling to see a 

specialist without an urgent situation, and when you get there, everything is OK.  

Let’s say for skin issues, it is not urgent, but you go to the GP and they give you a 

cream or something and you go again and wait and they check, and if you haven’t 

got better, they then send you to a specialist. I learned this after a while The first 

time when I went to the GP because my daughter was tired, I didn’t see any 

specialist and you cannot get to the specialist easily … but here,  no, for example, 

when we went to the GP and he said it could be eczema or something and we tried 

different creams, we tried but nothing happened, so we went again”. (Participant 25)  

 

Specific Macrostructural/contextual immigrant-specific factors  

These factors include the context of immigration, the context of reception and home-country 

health service utilization, and a further four sub-themes emerged from the data. The Middle 

Eastern immigrant parents in this study were legally permitted to enter Northern Ireland and had 

access to all public NHS services. New adult immigrants, however, are excluded from free dental 

and optician services although their children are not. The four sub-themes were related to 

immigrant-specific factors: (1) differences between the contexts of immigration; (2) how child 

healthcare services are structured in the individual’s home country; (3) differences in experiences 

when a child is born in the home country versus Northern Ireland; and (4) the context of 

reception in the host country.  

 

5.2.1.3 Sub-theme 1. Differences between immigrant parents’ contexts of migration  
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In this study, all of the participants had voluntarily migrated to Northern Ireland for various 

reasons, mainly study, work or family reunification. Nonetheless, there were clear variations 

within the study population. For example, students who came to Northern Ireland for study 

purposes experienced different circumstances from those who were employees and their spouses. 

The data analysis showed that student parents who had intentionally left their home countries for 

the purposes of the study were sponsored by either their home- or host-country governments. 

This provided them with a clear financial advantage over migrants who were independently 

employed in Northern Ireland. Several participants reported that in their previous lives in their 

home countries, they had had a secure job before emigrating in order to study in another country:  

“Thank God, I had my job in Iraq and my husband also had a job; everything was 

good”. (Participant 18)  

“I am from Kurdistan in the north of Iraq. I have been here since 2016, with my 

family, and I am doing a PhD here. Well, it was great, I was a lecturer at a university 

and worked as an engineer in the engineering field, I would like to develop my career 

and do a PhD; that is why I am here”. (Participant 27)  

One mother reported that her reason for emigrating was for study purposes in a specific subject 

area: 

“I’m from the Kingdom of Saudi Arabia, specifically from Jeddah. I came here to 

Belfast to study for a PhD in biological sciences. The whole project is related to 

cancer cell biology, specifically breast cancer cells. I’m a mother and have two 

children, may God protect them”. (Participant 6)  

Some parents who had migrated for work purposes had different migration contexts from the 

student participants. These parents had left their home countries in order to provide a better life 

for their families and children. Some of these parents had faced difficulties in their previous lives 
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and many had had unpleasant experiences, which had made them decide to emigrate to find 

work. As a result, these parents were found to be more likely to seek child healthcare services 

and to have experienced more difficulties when they did, largely due to greater communication 

difficulties. For example, this employed father spoke about his migration purposes and about 

having a good life in Northern Ireland.  Even so, he had some issues with the healthcare system 

which were related to not understanding medical English terms used by staff while he was 

attending healthcare services for his children:  

“I am a Kurdish father from Iran. I have a barbershop and I have three children. My 

life in Iran was bad and I had no work. I hoped to have a better life and work in 

Northern Ireland. Generally, my life is good here, but we have some problems with 

GPs and the healthcare system. …  My English is good but I cannot understand 

medical words and they are not easy for me and difficult to understand, and also 

interpreters are not always booked for me”. (Participant 4) 

The immigration context for those who had migrated for work purposes varied. A number of 

these parents held university degrees and had had jobs in their home countries which ensured 

that they had a stable life before migration. Migration was aimed at providing a better life and 

opportunities for their children:   

“I am an Iranian father and I have two children. I have been in Northern Ireland 

since 2014. My life was better in Iran because I worked as an engineer and had my 

own company and people working for me, but for some reason, I migrated and now I 

am living here”. (Participant 9)   

Additionally, several mothers reported how migration had been determined by their spouse’s 

decision:  
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“I have been living in Belfast since 2015; I have three children. My life was good in 

my home country, but my husband planned to leave the country to work and live in 

another country. Now we are living here”. (Participant 3)  

“I have been in Northern Ireland since 2014. My husband had lived in Northern 

Ireland before I came. I have two children, a five- and a two-year-old. I had a good 

life in my home country before we arrived in Belfast for work purposes; my husband 

is a pharmacist. I was working in aircraft maintenance for three years in Jordan, but 

now I am taking care of my children at home because my husband is so busy with 

work”. (Participant 14)  

 

5.2.1.4 Sub-theme 2. How child healthcare services are structured in the home countries 

In this study, the participants were voluntary immigrants from several Middle Eastern countries 

which have a wide range of varying healthcare structures. This variation includes differences in 

the appointments system, referral processes, registration and access to related services. Health 

service utilization in the home countries of immigrants has been found to influence their future 

healthcare utilization (Yang & Hwang, 2016). The healthcare services which are provided to 

immigrants in a new host country can vary from those experienced in their previous home 

countries. Yang and Hwang (2016) stated that immigrants are more likely to use specific 

healthcare services in a new host country if they have previously used similar services before 

migrating. This is likely to result in immigrant parents comparing services between their home 

and host countries. For example, parents in this study reported how access to a doctor and 

referral to a specialist in their home countries was much easier and more prompt than that which 

they experienced in Northern Ireland:   
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“They referred me immediately. In our clinics, you take medicine. You go to the 

doctor, you know, a doctor gives you medicine. I think you are aware of that! If you 

have an unusual condition, while you are staying in a public hospital, you go to 

clinics and they quickly refer you to a doctor who specialises in a particular field”. 

(Participant 6) 

Differences between health services also apply to the responsibilities of doctors and GPs in 

Northern Ireland, which can vary from those in the home countries of the participants. In 

Northern Ireland, GPs are located within practice surgeries and their main role is to manage most 

of the general health issues, rather than more specialised health issues which require referral to a 

consultant. This referral process was perceived as taking longer in Northern Ireland than in the 

home countries of the immigrants:  

“In my home country, they refer you to a paediatrician easily”. (Participant 25) 

When these immigrant parents were unable to access public healthcare service, they tried to seek 

private healthcare services. However, as stated earlier, healthcare systems vary across countries 

and this also applies to private services which are part of the main healthcare structure. Several 

parents reported how they had promptly accessed private healthcare specialists in their home 

countries, but that their experience in Northern Ireland was somewhat different:   

“This is the main problem with healthcare services in Northern Ireland and I am not 

sure if it is the same in other countries. In my home country, you book an 

appointment with a private doctor and you pay in clinics. In clinics there are 

specialists, so you don’t need to go to the hospital every time”. (Participant 2) 

Another parent described how easy it was to access healthcare services in her home country 

because of her nursing background, but she had to adhere to different rules and expectations in 

Northern Ireland: 



 

139 

 

“In my country, I can speak with the receptionist and they are friendly and direct me 

to the right place because my background is nursing, but here I need to go through a 

different process and wait a long time without a reason”. (Participant 20)  

Additionally, social, economic and political issues can influence immigrant parents’ access to 

child healthcare services. One parent went into a deeper comparison of the home- and host-

country healthcare provision:  

“I can say the knowledge is higher in my country [Iran] than here, but technology is 

better here than in my home country; the problem is governments, not the people or 

the money”. (Participant 11) 

Also, small matters made a positive difference, such as notifications for vaccinations, as the next 

comment shows:  

“In Iraq, I had to remember my children’s appointment dates and times to visit child 

healthcare services; nobody sends you a letter or remembers you. If you forget, the 

child will miss the chance to get vaccinated, and you might not be given another date 

and time. But here, the GP services send you a letter to remind you of the date and 

the time”. (Participant 13)  

 

5.2.1.5 Sub-theme 3. Differences in experiences when a child is born in the home country 

versus Northern Ireland 

As previously discussed, the immigrant parents encountered difficulties with the registration 

process when they entered Northern Ireland. This was especially apparent when comparing the 

experiences of immigrant families with children born in Northern Ireland and those families 

whose children were born in the country of origin. For example, a child born in Northern Ireland 

is automatically registered with the health system at the hospital of birth and will then be 
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automatically enrolled in all healthcare programmes and services. But children born outside 

Northern Ireland must register with a GP, as described in section 5.2.1.1 before they can access 

any healthcare services. Some parents in this study reported how their children received regular 

healthcare when they were born in Northern Ireland and indeed the access to healthcare for their 

children born here was widely praised by the participants:    

“For example, for my little one, we have seen midwife, doctors and the GP; actually, 

for a whole nine months we have reached these services easily, they send a letter 

about vaccination and this is helpful, and now every two months they check your 

child’s development. If I was in my home country, I would not be able to see the 

doctors as often as that because they only call you for vaccination, not for regular 

check-ups”. (Participant 25)  

“When my daughter was born, the health visitor came for the first two months and 

after my daughter was eight months old, she came every three to four months”. 

(Participant 10)  

“After my son was born and we came home, the health visitor visited us. She came 

more often then, but now my son is eight months old and the health visitor’s visits are 

not like before. She explained everything to me and taught me how to feed my son 

and change him”. (Participant 2)  

 

5.2.1.6 Sub-theme 4. The context of reception in the host country  

The reception and welcome afforded to new immigrants in a new host country can influence the 

subsequent use of healthcare services by this population. This was an important issue for the 

participants when they accessed child healthcare services for their children in Northern Ireland. 

Most of the parents in this study were aware of their legal right to access healthcare services in 

Northern Ireland when their child had a health problem, in addition to normal follow-up and 
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vaccination schedules. One parent conveyed how positive she had felt after her first visit to 

healthcare services:  

“It was a good feeling, in this system everything is in a queue; when we make an 

appointment then we can see the GP. Here they take really good care of everyone”. 

(Participant 10)  

Even so, perceived discrimination by healthcare staff can encourage or prevent immigrant 

parents from accessing these services. Some participants reported mixed experiences in how they 

felt they had been received by the health service. One parent reported that perceived 

unfriendliness by a specific healthcare professional had made her feel unwelcome:  

“Here, when he/she asked me that question, I got anxious when he/she looked at me 

with a different facial expression and said ‘Why are you here?’ I felt that I had done 

something wrong! OK, this is the difference”. (Participant 20)  

Another parent reported difficulties in public acceptance because of religious differences and felt 

intimidated by younger local people because of her clothing:  

“Look, when I first came here, I could not adapt to this life because of religious 

differences, especially wearing the hijab. People here reject the idea of a veiled 

woman in the centre of Belfast, where I was harassed by young teenagers, but thank 

God, everything is going well now”. (Participant 5)  

However, a previous relationship between parents and healthcare staff has been shown to have 

an impact on the level of welcome and acceptance and can produce a positive experience for 

parents. A mother reported how she had received help and support from healthcare staff as they 

knew her family previously:  
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“She [the nurse] said ‘I know that your husband is away, I can help you’; maybe I 

am lucky or they know my husband, that is why the treatments are different because I 

heard that others have issues with healthcare services”. (Participant 14)  

The context of reception is of course not only influenced by the reception which people receive 

from the healthcare service but also from the communities in which they live. Finding a similar 

ethnic community can be crucial for immigrants in a new host country (Yang & Hwang, 2016). 

Integration into an ethnic community helps immigrant parents to socialise, build relationships 

and obtain information and guidance about the healthcare system and life in a new country. This 

enhances the assimilation of immigrant parents and provides the necessary understanding of how 

to access child healthcare services. The next narrative shows the level of support that immigrants 

provide for each other: 

“I had one [appointment] but not for my child, it was for one of my friends; her 

daughter has epileptic seizures and it was a second time for her. We went to the 

hospital but the nurses and doctor didn’t provide her with any medication or do any 

tests. They said to bring her back if she had any further seizures. I felt shocked that 

they did not treat a child in that situation and did not give her anything, just left her. 

It was very hard for the mum and she wasn’t able to speak or understand English so 

I was translating for her”. (Participant 13)  

 

5.2.1.7 Summary of Category 1: Macro structural/contextual factors   

 

The findings show how general macro structural/contextual factors influenced immigrant 

parents’ utilization of child healthcare services in Northern Ireland. These factors were largely 

related to the requirement for voluntary immigrants to contribute to the cost of healthcare in 

Northern Ireland, their expectations that this would ensure access to healthcare on arrival, and 
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their confusion and at times frustration with the registration system that ensued. The majority of 

the participants found registration confusing, leading to delays of up to several months before 

they could access the healthcare system. Many participants acknowledged that the system 

became more understandable with time and experience. Immigrant-specific factors were also 

found to influence immigrant parents’ utilization of child healthcare services; these related to 

their immigration background, concerns about their previous life and how they had used health 

services in their home countries. The parents were eager to provide their children with better 

healthcare. Prior experience and how they had used healthcare services in their home countries 

resulted in parents having higher expectations in Northern Ireland. A lack of easy access to 

private healthcare services among those accustomed to using private healthcare services in their 

home country was especially notable. Overall, it was important for immigrant parents to 

experience a positive reception inside and outside healthcare services in Northern Ireland to 

enhance their healthcare utilization. Only a small number of participants reported discrimination 

or negative attitudes from the public or healthcare staff.   

 

5.2.2 Category 2. Predisposing factors 

As with the macro structural factors discussed in the previous section, both general factors and 

immigrant-specific factors were identified in predisposing factors which are known to influence 

healthcare utilization. I shall first consider the general predisposing factors which consist of 

demographic factors, socioeconomic status, health beliefs and genetic factors. The findings 

formed two sub-themes: how personal characteristics and economic status influenced child 

healthcare service utilization, and the diversity in health beliefs and attitudes in the new host 

country. 
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5.2.2.1 Sub-theme 1. How personal characteristics and economic status influenced child 

healthcare service utilization  

Although the participants in this study differed in socioeconomic status, they all had similar 

needs as they were parents of a child or children under the age of five and in need or receipt of 

universal healthcare. Some of their children needed to access healthcare for normal childhood 

illnesses; other children had additional health needs such as speech therapy for children with 

language difficulties associated with pronouncing Arabic or English letters. The majority of the 

participants in this study were highly educated, married, female and had attended child 

healthcare services in Northern Ireland with their children. The reasons why the participants 

engaged with child healthcare services included meeting normal vaccination schedules and 

growth and development assessments. The following extracts show how the participants varied 

in age, gender and ethnic background when they accessed healthcare services for their children:      

“I am an Iranian woman and I am 37 years old.  I have been living in Belfast since 

2015; I have three children”. (Participant 3)   

“I am an Iranian dad and 45 years old; I have two children. I have been in Northern 

Ireland since 2014”. (Participant 9)  

“I am a dad from the Kurdistan region in the north of Iraq, I have been here since 

2016 and I am doing a PhD in Northern Ireland”. (Participant 28)  

"I am a mum, I am 30 years old, from the Kingdom of Saudi Arabia. I have three 

children, two daughters and a son”. (Participant 11)  

“I am from the Sultanate of Oman and 35 years old; we came here seven months ago 

to accompany my husband for study purposes”. (Participant 12) 
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However, educational attainment, which is an element of socioeconomic status, can influence 

immigrant parents’ understanding of and potential access to healthcare services in a new country. 

Some of the parents were more able to access both private and public health services than others 

who had less formal education. Similarly, parents employed in professional occupations and 

wealthier students were more able to access private healthcare services for their children if 

necessary. The following extract shows the difficulties which the immigrant parents encountered 

and how socio-economic status and educational attainment might facilitate access to private 

healthcare services. For instance, an employed, well-educated father decided to access private 

healthcare services to solve his child’s health issues as he had been unable to access a specialist 

within public healthcare services: 

 “I tried private services because it was difficult to reach a specialist, and I went to 

the Ulster clinic, private, directly to see the specialist, and when I was there he 

transferred us to the hospital; the doctor was more experienced and we solved the 

problem in one and half months, but before we had struggled for two months until we 

understood what was wrong. It was not very urgent, but she was a child and it is 

difficult to not know what is wrong with your child. I experienced things differently, 

but I learned how the system works”. (Participant 25)  

Additionally, parents’ life experiences and how they deal with unexpected health problems will 

enhance or limit access to child healthcare services in a new host country. For example, an 

experienced mother prepared for future ill-health in her child before migration by bringing with 

her medication to treat her children: 

“As a mum, I made provisions: I brought with me some medications such as Panadol 

and paracetamol. I didn’t bring antibiotics but I brought cough and influenza 

treatment, as I thought that because the country is cold, we might need them. We 
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used them until the health card arrived and we visited the GP for childhood illness”. 

(Participant 12) 

 

5.2.2.2 Sub-theme 2. Diversity in health beliefs and attitudes  

Yang and Hwang (2016) reported that personal health beliefs and attitudes have an impact on 

how individuals perceive the need to access healthcare services. If immigrants value their health 

needs and understand that they will benefit from healthcare services, they are more likely to use 

these services. The participants in this study were mainly students and employed immigrant 

parents with families. Student parents from a medical and healthcare background had higher 

expectations of child healthcare services, which was associated with their expertise. For 

example, a mother who studied pharmacy felt that the GP was unable to solve her child’s health 

problems and became dissatisfied with the services provided:   

It depends on the situation, at just a regular check-up nothing happens, but 

sometimes we face difficulties when unexpected health problems happen and we feel 

that the GP is not quite enough for that problem. I had bad and good experiences 

with the GP. (Participant 23)  

Employed participants with a more basic level of education, however, had lower expectations of 

child healthcare services and perceived healthcare staff as knowledgeable about the health 

condition of their child:   

“You want to be sure about your child’s health; as a parent, I didn’t have any 

information about health problems when my child became sick. The healthcare staff 

are more knowledgeable in this area”. (Participant 29) 
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“The GP was very friendly and helped me a lot and explained my son’s problem to 

me, and everyone was asking about me and constantly reassuring me that my son is 

fine and doesn’t have any problem”. (Participant 2)  

Immigrant-specific factors under the category of predisposing factors: according to the theory, 

these include immigration status, assimilation and ethnic cultural characteristics which might 

affect health service utilization by immigrants because of their vulnerability. Immigrant status is 

associated with rights, welfare, psychological support and the right to access healthcare services, 

which was discussed in section 5.2.1. The Middle Eastern immigrant parents who participated in 

this study were legally permitted to enter Northern Ireland and as a result were able to access 

primary and secondary healthcare services freely. Additionally, their children who were aged 

under eighteen were also eligible to receive free dental care, psychological help and assistance 

with developmental difficulties. Regarding assimilation and ethnic cultural characteristics, two 

sub-themes were identified in the acquired data: immigrant parents’ ability to integrate into a 

new life, and cultural differences, and these will be discussed individually in the following 

paragraphs.  

 

5.2.2.3 Sub-theme 1. Immigrant parents’ ability to integrate into a new life  

Immigrant assimilation and adaptation to different norms and a different culture in a new country 

are thought to enhance child healthcare utilization, with cultural adaptation helping immigrant 

parents to understand how to access child health services: “The level of acculturation is 

determined by English language skills and the duration of the residency” (Yang & Hwang, 2016, 

p.6). Immigrants with language proficiency can adapt and integrate into the wider community 

more easily than those who do not have the same language skills. The majority of the 

participants in this study were proficient in English, which enhanced their adaptation and the 
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assimilation process. They were well integrated into Northern Ireland’s communities partly 

because of their integration into the academic world and university communities, which provided 

an opportunity to meet and integrate with local people. Most of the interviewees stressed how 

living in Northern Ireland is easy and enjoyable: 

“As I said, I am a PhD student and married with two children; I have my regular life 

with different responsibilities. Living in Northern Ireland is enjoyable.  It is quite 

easy to live in Belfast”. (Participant 22)  

“To be honest, I was studying at an international school for English to improve my 

language as we came here to study. Also, the weather and all areas here are very 

nice, it looks as if we came for a holiday. Thank God”. (Participant 28)   

Even so, one parent had found it difficult to balance normal life and study, as s/he required more 

time for the children:  

“It's hard to get the balance between both things, especially studying because 

studying takes a lot of your time and your children’s time”. (Participant 6) 

Although being away from the extended family and living abroad was difficult, especially for 

full-time students or working parents, life circumstances were easier for those accompanied by a 

non-working or studying partner, which helped to reduce feelings of burden. For instance, one 

mother felt comfortable living in Northern Ireland and spoke well of their assimilation to a new 

life in Northern Ireland: 

“Everything is good and I am a housewife, not working. We have adapted to life 

here”. (Participant 19) 
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5.2.2.4 Sub-theme 2. Cultural differences  

The ethnic and cultural background of immigrants can impact on their access to healthcare 

because of differences in health beliefs. As was explained in section 5.2.1, healthcare systems 

vary across regions and countries. For example, in Northern Ireland, antibiotics are not 

prescribed for viral illnesses such as the common cold or flu as they have no proven effect and 

can weaken the body’s resistance to future infections. In other healthcare systems, however, they 

are commonly prescribed for colds and flu, including prescriptions for children. The immigrant 

parents in this study frequently said that the GP had not prescribed antibiotics or other types of 

medication for these illnesses, which went against their prior expectation:  

“I hate to take them to the health centre, so I am trying to treat them at home, giving 

them antihistamine and paracetamol, because even with a viral infection they said it 

will go away by itself, how?” (Participant 21)  

Last time my son had a viral infection on his lip. Back home, he had had the same 

problem but they gave him medication and it went. But, here they said to go home 

and it will disappear by itself; it’s been four months now and he has infected his 

brother and it’s still there. (Participant 21)  

Another mother said that everyone is told to use paracetamol for everything and that ‘you will be 

fine’: 

“In KSA, they dispense medicines such as antibiotics and everything I want. Here, 

they don't dispense anything; in other words, they tell you to take paracetamol and 

you will be fine”. (Participant 5)  

Another participant described the doctor's advice as unpleasant: 
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“When you are there with the GP, you will then hear the unpleasant news from the 

GP that your child is fine, nothing wrong, no problem everything is normal; give her 

something hot, or give her paracetamol”. (Participant 19)  

Another parent reported a disagreement with a healthcare professional who saw her child who 

was sick and did not provide her with any care: 

“How can I believe what you are saying? I saw my child screaming, crying … and 

[you do] nothing”. (Participant 19) 

 

5.2.2.4.6 Summary of Category 2: Predisposing factors 

Under the category of predisposing factors in the immigrant health service utilization model, 

Yang and Hwang (2016) shed light on the tendency of parents with a higher level of educational 

attainment and those more economically advantaged to hold different beliefs and attitudes 

regarding their child's need to access child healthcare, which also resulted in higher expectations 

of professionals and the healthcare system. These expectations have the potential to cause 

disagreement with healthcare professionals over decisions about their child's health condition 

and treatment. This conflict in a small number of cases reduced health service use as parents had 

developed reduced trust in healthcare professionals.  

The findings also show that immigrant-specific factors have an impact on immigrant parents’ 

health service utilization. The participants in the study used healthcare services regularly for their 

children. This was a result of the reasonably high levels of integration and assimilation that the 

parents had achieved within the wider and local communities in Northern Ireland, which in turn 

enhanced their experience of services.  
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5.2.3. Category 3. Resources (enabling factors) 

Yang and Hwang (2016) identified general and immigrant-specific factors which influence 

healthcare resources. Following the deductive analysis of the acquired data, three sub-themes 

emerged within the general and immigrant-specific resource factors: how social and financial 

resources facilitate child healthcare access; gaining routine access to healthcare in the host 

country; and immigrant parents’ background, financial resources and access to transnational 

child healthcare services, and these will be discussed separately in the following paragraphs. 

 

5.2.3.1 Sub-theme 1. How social and financial resources facilitate child healthcare access  

In this study, the participants were mainly students who were receiving a standard monthly 

allowance from their governments to cover family living costs. They had previously paid the IHS 

for healthcare access as part of the visa processes, as described in section 5.2.1, but the support 

arrangements can differ from sponsor to sponsor, for example, students from oil-rich and 

politically stable countries are more fortunate financially than those from other Middle Eastern 

countries. They are provided with additional health insurance which permits access to private 

healthcare when required. The participants who had emigrated for work purposes received a 

monthly salary which would not typically be sufficient to purchase private healthcare in 

Northern Ireland, and none of these participants spoke of accessing private services. The student 

parents reported that when they had accessed private healthcare services, they realized that there 

was no difference between the information, advice and prescriptions provided by private and 

public healthcare organizations. The reason for attending private healthcare services was to 

obtain quick access to the services, which was a problem reported by the participants concerning 
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public health services. This problem created a belief in the participants that there was a lack of 

general resources for immigrants in Northern Ireland:  

“If I want to have quick access to a GP, I have to go to private services and you 

know that private services are expensive. One time, my son had an upper respiratory 

tract infection and I took him to the private doctor and they did lots of blood tests 

and some investigations which cost me a lot of money and I cannot try it again. And 

in the end, he told me what the other GP had said in the clinic, that my son still needs 

to be seen by another specialist, but I don’t know how to reach them”. (Participant 

20)   

Social resources also impact on an individual’s healthcare awareness and utilization: they include 

family members and friends. In the case of immigrants, social resources are crucial as most 

immigrants live far from their extended families and the lack of this resource can influence 

healthcare utilization and health behaviours. In this study, the immigrant parents reported that 

they had relied on friends of the same nationality who also lived in Northern Ireland:   

“Sometimes I ask my friends’ and relatives’ advice when the children get sick”. 

(Participant 14)  

This is commensurate with the findings of Yang and Hwang (2016) who stated that “social 

resources can be conceptualized as social capital that enables access to health care”. Social 

resources were crucial for immigrant parents and their families in sharing and taking care of their 

children. One mother commented on how difficult it was living away from her family at a time 

when she most needed help from her family and friends:    

“If I compare my life in the home country and now as a full-time student, it is more 

difficult; I have lost the assistance from my family and friends. Here it can be 

difficult to find that because most of my friends are PhD students like me, and the 
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nursery is much more expensive than in my home country, which means that I wasn’t 

able to get a place for her in the full-time nursery from the beginning of my studies, I 

got financial support to enrol her in Queen’s crèche. So, life is much more difficult 

and I am looking forward to going back to my home country”. (Participant 23) 

For some, however, their immediate family was what was important to them in their home 

country as in Northern Ireland: 

“I worked in my home country as an emergency nurse supervisor, that was my life 

every day; my duty was from 9 am to 4 pm and I was taking care of my children and 

my mum, not able to socialize with people around me, just giving priority to my 

children and my family. Regarding my life now, I am busy like in my home country, 

focusing on my studies, on my family, and very rarely engaging with my friends 

because I prioritise my family life”. (Participant 20)  

 

5.2.3.2 Sub-theme 2. Gaining routine access to healthcare in the host country 

In the discussion of macro structural/contextual factors above, I dealt with the issue of how 

access to healthcare services is enabled through the mandatory IHS payment as part of visa 

requirements. Under the financial resources heading, I also analysed access in terms of 

differences between participants’ experiences of public and private services. So although access 

has already been a recurrent theme, the theory demands that subsequent everyday access is also 

examined and this led me to delve a little further into the data to explore everyday access to 

healthcare. One of the most commonly reported everyday experiences was frustration at not 

receiving an appointment with primary care when a child was sick. This inability to obtain a 

prompt appointment appeared to have a negative impact on the experiences of child care services 
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for immigrant parents. One mother described how she had been told to call for an appointment 

after arriving at a child healthcare facility: 

“She [the nurse] said ‘Why are you here?’ I had gone to make an appointment for 

my son, there was a lump in his neck, but the receptionist said to go back home and 

call for an appointment. What? It was a serious issue; ‘Why must I go home? Why 

am I here and you are not giving me an appointment and it is urgent? you are 

supposed to give me an appointment!’ (Participant 21)  

The parents in this study reported feeling guilty when they were not able to get an appointment 

with a GP when their children are sick. As a result, some participants felt forced to attend a 

hospital or ED with their child:   

“When your child becomes sick you feel guilty if you do not take them to the doctor 

or hospital. My children are always sick because of the difficulty getting 

appointments quickly; most of the time I go to the children’s emergency hospital”. 

(Participant 4)  

Some of the parents reported that some staff appeared to respond slowly to the needs of their sick 

children and consequently appeared less caring:  

“Here, they wait for the crises to happen, then they take action if the patient needs 

CPR or intubation; they have to do it immediately and not wait, they want a body to 

respond … even for children. But in my home country, they don’t wait for a crisis, 

they treat before a crisis. I had a situation like that with my children”. (Participant 

20)  

Yang and Hwang (2016) reported similar findings in immigrant populations in Spain, where 

immigrant parents mainly attended children’s emergency facilities rather than primary healthcare 

services. Several parents described healthcare services in their home countries and compared 
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them with similar services in Northern Ireland. One mother stressed the differences between 

home and child healthcare services in Northern Ireland and asserted that obtaining appointments 

in her home country was easier than in Northern Ireland, with the home healthcare system being 

easier to navigate:   

“I think there are differences; with the services in my home country, it is easier to 

follow, and an appointment is easier to get”. (Participant 23)  

“In Jordan, you can make an appointment easily and in a short time - not like here”. 

(Participant 26)  

Obtaining an appointment with a consultant or paediatrician was also an important issue for the 

immigrant parents in this study and influenced their experience of the services. One father stated:   

“The difference in my country is that you can go directly and knock on the door and 

if they are free, they can see you without a referral”. (Participant 25)  

Although they acknowledged that gaining prompt access to primary care was a source of 

significant frustration for the participants and did not meet their expectations, many participants 

had very sympathetic experiences when they did in fact access care and this was the experience 

of the majority of the parents in this study. Parents reported that specific hospitals provide high-

quality care to them, this influenced their experiences and future utilization of services in these 

hospitals:  

“I took my daughter to the hospital, they were very friendly and nice people; 

everyone was trying to help and support you. They provided my daughter with 

everything she needed and observed her until she became well. They were like angels 

around my daughter, trying to make my child comfortable and not scared”. 

(Participant 13)  
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“I went to the hospital and when I got there, I was surprised by the perfect and great 

organisation. They were kind, cooperative and willing to help. My son was crying 

and they provided toys for him in the room. They brought him an iPad, games and a 

USB for watching videos. We, the parents, were served coffee and tea. I was 

surprised by their way of dealing with the problem, it was the first time I had 

experienced such a difference. Now, if I need to go to a hospital, I will go to Ulster 

Hospital”. (Participant 5) 

Specific facilities for immigrants to access healthcare interpreter services were also sometimes 

important for the participants. The parents reported positive experiences of the interpreter 

services provided to them when they attended child healthcare services:   

“They responded and we got an appointment for a visit to the clinic. Yes, and I went 

there on the appointment day. Thank God, they responded and brought us an 

interpreter …. They provided a female interpreter for us. She provided good 

communication between us”. (Participant 11)  

In addition to interpreter services, the participants reported the need for specialised healthcare 

services for immigrant parents, especially those with children who have speech difficulties. 

Several of the parents commented on how important access to these services was for their 

children. The availability of these services enhanced healthcare utilization by parents and 

positively influenced their experiences of child healthcare services in Northern Ireland:  

“They provided help with the articulation of the phonetic alphabet for Arabic and 

English. My son had difficulty articulating the alphabet; he did not use the phonetic 

alphabet in English correctly. However, I explained the sounds to them and they 

were very supportive, thank God”. (Participant 11)  

“The nurse gave me advice and asked me, ‘What would you think if I advise you to 

go to a speech therapy unit?’ I agreed and told her that I would do so. She said that 

she would help me and she booked an appointment for me, even though she worked 
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in a private healthcare facility. She told me that they would bear all the costs for the 

child and took me to the clinic. She helped me understand that if a child is naturally 

bilingual, they need longer in order to speak well. The smoothness of the services 

was excellent”. (Participant 5) 

 

 5.2.3.3 Sub-theme 3. Immigrant parent background, financial resources and the 

transnational access to child healthcare services 

This section of the theory relates to immigrants’ experiences of transnational access to 

healthcare, accessing healthcare in both the home and the host country at approximately the same 

time, and the specific aspects which enabled or inhibited immigrants’ access to healthcare. 

Regarding the transnational care first, several parents reported maintaining contact with 

healthcare services in their home countries, which impacted on their experiences with child 

healthcare services in Northern Ireland:   

“We still have contact with our GP in Jordan and when we go back, we visit him. 

Last time we spent three months in Jordan and we needed to have contact with them 

because they know more about our family”. (Participant 14)  

“One of the bad experiences was that they did everything for me as they did, but 

when I consulted a specialist in Jordan, they said it was a bad way of treating a burn 

because when I followed the instruction it burned more and more”. (Participant 23) 

 

5.2.3.3.1 Summary of Category 3: Resource factors  

The findings showed the importance of resource factors for immigrants and how a lack of 

resources will impact on health service utilization. Due to limited financial resources, several 

participants had been unable to access private healthcare services, especially the working 
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immigrant parents, who went to the ED in the Children's Hospital when they were unable to gain 

prompt access to public healthcare services. The major source of everyday frustration was the 

slowness in obtaining a regular appointment for their child with a GP for day-to-day healthcare 

issues. 

Overall, however, the majority of the participants were satisfied with the access characteristics 

and service delivery in child healthcare services in Northern Ireland. A small number of parents 

additionally used transnational healthcare services to obtain cheaper services, or consultation 

services in their country of origin, which influenced their experience of services and reduced 

their public health service utilization in Northern Ireland.  

 

5.2.4. Category 4: Need for healthcare  

The perception of the need for healthcare is ‘self-explanatory’ (Yang & Hwang, 2016), which 

means that access to healthcare services depends on the need for services as a result of health 

issues. Hence, healthy immigrants are less likely to require access to healthcare services. Under 

this theme, only one important sub-theme was identified in the data: parents’ ability to assess and 

evaluate their child’s health needs.  

 

5.2.4.1 Sub-theme 1: Parents’ ability to assess and evaluate their child’s health needs 

In this study, the immigrant parents’ children were a generally healthy population and they 

typically only attended healthcare services when health problems arose with their children. None 

of the participants or their children had a specific genetic disorder or disease associated with 

their country of origin. The parents were responsible for their children’s health assessments, 
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attending regular health check-ups, such as vaccinations and scheduled appointments for growth 

and development checks.  

The dominant finding of importance to the participants was, therefore, one which has already 

been dealt with: a perception that children’s minor ailments require greater pharmacological 

intervention, essentially antibiotics than they found that healthcare providers in Northern Ireland 

were willing to provide. This narrative was pervasive throughout these interviews and was a 

source of dissatisfaction: 

“My son had a high temperature for four days but I took him to the GP after three 

days and I gave him paracetamol at home. After three days, I decided to visit the GP. 

The GP said that it was cold and he didn’t prescribe any medication for him”. 

(Participant 12)  

Furthermore, for some parents it was not just an unmet pharmacological need for minor ailments, 

it was also frustration with long waiting lists for minor surgery which could be a source of major 

aggravation: 

“My eldest son has a high level of thyroxin hormone [a goitre] and they didn’t do 

anything for him. And my other two boys have tonsillitis and their ears are blocked 

and they have been on the waiting list for three years, without anything being done 

for them”. (Participant 3)  

 

5.3 Chapter Summary  

This chapter has presented findings associated with the Middle Eastern immigrant parents’ 

experiences of child healthcare services in Northern Ireland. Data from the participant interviews 

were analysed deductively using the immigrant health service utilization theoretical framework 
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of Yang and Hwang (2016). The findings have provided new insights into immigrant parents’ 

experiences of child healthcare services in Northern Ireland.  

This analysis suggests that the theory of immigrant health service utilization developed by Yang 

and Hwang (2016) to help to explain immigrant health experiences can be applied to voluntary 

immigrants’ experiences in Northern Ireland and helps to more sharply describe some of the 

elements which shape the experiences of immigrants. 

Under the category of macrostructural factors, the findings showed that because voluntary 

immigrants pay a financial levy for healthcare before their arrival, they come with heightened 

expectations that they will successfully integrate into the healthcare system of the UK 

immediately on arrival. However, they quickly find on arrival that the registration process is 

protracted and confusing for them, with many of them getting off on the wrong foot, as it were. 

In contrast, those whose children were born in the UK after arrival integrated more quickly and 

had universally positive experiences of the services. Macrosocial factors showed how the use of 

healthcare services is intrinsically bound up in the experiences of being an immigrant and in the 

context of the reception which they experience in a new country. Living and integrating into a 

similar ethnic community enhanced immigrant parents’ health services utilization and aided their 

integration into wider society. 

The participants’ experiences as a whole were also meaningful within the category of 

predisposing factors. In general, those with greater confidence in their ability to adapt to life in 

Northern Ireland and be accepted evaluated childcare services more favourably. Participants who 

were more self-confident, free from financial concerns and other socio-economic factors became 

more settled and integrated more successfully with healthcare services. Exceptions to this were 

immigrants with a medical background who sometimes queried the judgement of medical 
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practitioners in Northern Ireland, leading to some dissatisfaction at times. In terms of cultural 

differences and health beliefs more generally, the most striking finding was the immigrants’ 

dissatisfaction with the failure of professionals to prescribe antibiotics for their children for colds 

and flu, something which was routine in their home countries.   

Under the category of resources and enabling factors, the findings showed that participants with 

financial resources were able to make use of private healthcare services in Northern Ireland. This 

allowed them to overcome substantive deficits in healthcare provision, namely difficulties in 

gaining access and overcoming waiting times for referral to specialist care. In contrast, those 

with more limited financial resources had sometimes to rely on EDs to supplement GP services.  

Additionally, participants with greater financial resources were able to use transnational 

healthcare services which involved them travelling home to access healthcare services there. 

This resulted in a greater risk of more negative perceptions of healthcare services in Northern 

Ireland, manifested in a lack of trust in professionals and an inability to settle and integrate with 

the services provided to them in the new host country.  

Under the category of need for healthcare, there were very few new insights in the findings 

which had not already been covered under the previous headings in the comprehensive 

framework. The pervasive theme was one which had emerged earlier under pre-disposing 

resources namely the expectation that minor viral infections should be treated with antibiotics. 

Hence parents’ evaluations of their children’s health were not always consistent with the 

professionals’ assessment.  In the next  chapter, I shall bring together the overall findings from 

both the inductive and the deductive analyses with those from the systematic review.  
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Chapter 6: Discussion  
 

“Everyone should have access to health, housing, education and other basic human rights 

services - no exceptions”. 

Michelle Bachelet, UN High Commissioner for Human Rights 
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CHAPTER SIX 

6.0 Introduction  

To the best of my knowledge, this is the first study conducted with Middle Eastern voluntary 

immigrant parents and focused on their experiences of child healthcare services in Northern 

Ireland. To bring together the main contribution of this study with the body of knowledge of 

immigrants’ experiences of using child healthcare services, this chapter will be structured around 

the following four questions:  

1. What was already known before this study?  

2.  What does this PhD study add and how does this confirm the existing knowledge? 

3. What does this PhD study add and how does this differ from the existing knowledge? 

4. What are the limitations and strengths of the study?  

 

 

6.1 What was already known before this study  

Globalization has become a cause of migration. Currently, there are 272 million immigrants in 

countries other than their own around the world, representing 3.5% of the total world population 

(International Organization of Migration (IOM), 2020). The main reason for emigration and for 

residing in high-income countries was found to be for work purposes (IOM, 2020). Previous 

studies have highlighted the impact of immigration on immigrant children's health and their 

access to various healthcare services in their new countries of residence (Ziol-Guest & Kalil, 

2012; Gelatt & Koball, 2014). There has been limited research which has focused on voluntary 

immigrant parents’ experiences of unfamiliar healthcare systems in their new host countries.  

The systematic literature review undertaken as part of this PhD study summarised the findings 

from previous empirical research in relation to voluntary immigrant parents’ experiences of child 
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healthcare services in new, or host, countries (see Chapter 2; Karim et al, 2020). Overall, two 

very significant findings were made which suggested the need for the interview study which was 

conducted as part of this current research project. First, the review showed that the current 

literature does not clearly distinguish between the experiences of voluntary immigrant parents 

and those of non-voluntary immigrant parents, especially those who might reside in a country for 

only a short period, either for study or work purposes. Second, no study was found which 

reported on Middle Eastern immigrant parents’ experiences of child healthcare services. Two 

further interesting observations influenced the current interview study. I noted that the data 

collected in a number of the studies included in the systematic review were collected in the 

primary language of the host country, thus requiring participants to have competency in the 

language of the host country even though the majority of immigrants reported language barriers 

when accessing child healthcare services. Further, the majority of the studies tended to have 

involved mothers more than fathers. Only one study focused on fathers’ experiences of maternity 

and general healthcare services (Ny et al., 2008).  

Three overarching themes emerged from the qualitative thematic synthesis: navigation, trust and 

balance. The ‘navigation’ theme indicated that parents in new host countries use various 

healthcare services for their children, services which are dissimilar to those previously 

experienced in their home countries. Unfamiliarity with these services, coupled with language 

and cultural barriers, compounded the access barriers which immigrant parents experienced. 

Providing immigrant parents with information and guidance in their own language will improve 

their navigation of child healthcare services and reduce potential barriers for parents and their 

children.  
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The second theme was ‘trust’. Within this theme, a lack of trust in healthcare professionals 

resulted from the perceived different behaviours or disrespect demonstrated to parents by 

healthcare professionals. Trust, in the context of healthcare services, is dependent on a shared 

understanding of beliefs and cultural attitudes between immigrant parents and healthcare 

professionals (Shen, 2015). When conflicts arise, immigrant parents resort to seeking advice and 

information from family members and friends whom they trust.   

Finally, my thematic synthesis showed that finding a ‘balance’ between individual beliefs and 

attitudes within a different cultural setting is difficult for many immigrant parents and potentially 

limits access to healthcare services for their children. Constant re-evaluation, or the balancing of 

beliefs and attitudes, was influenced by new information received from either trusted people 

from the same culture or healthcare professionals who held different cultural beliefs and attitudes 

but were respected for their scientific knowledge. Taken together, the thematic synthesis led to 

the recommendation that cultural advocates should be available for immigrant populations 

accessing healthcare services to help to enhance mutual understanding between different 

languages, beliefs and attitudes. Additionally, supporting immigrant parents to achieve health 

literacy was proposed as a means of increasing their knowledge and would help them to achieve 

a balance within a new healthcare system.  

So although it is evident from the existing literature that our knowledge of immigrant parents’ 

experiences of accessing child healthcare services in a host country coalesces around these 

themes of navigation, trust and balance, gaps in the body of knowledge were evident. These gaps 

relate to the specific experiences of voluntary immigrants, the experiences of Middle Eastern 

immigrants, the experiences of fathers and limitations in participation in research in this area due 

to language barriers.  
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6.2  What does this PhD study add and how does this confirm the existing knowledge? 

This study identified knowledge gaps as described above and then sought to address them by 

examining voluntary immigrant parents’ experiences of child healthcare services in Northern 

Ireland. Northern Ireland has experienced a significant increase in immigrants from non-

European countries since 2004 (NISRA, 2013), resulting in the country becoming more diverse 

and having a greater mix of nationalities.  

The interview study reported in Chapters 4 and 5 focused on immigrant parents who were 

currently working or studying in Northern Ireland. Interviews were offered in English, Arabic or 

Kurdish ensuring that parents who were not fluent in English were still able to participate in the 

research: this has been a limitation of some previous studies (Berlin et al., 2010; Mangrio & 

Persson, 2017; Ragavan et al., 2018). Both parents were typically approached in the study, 

although only a small number of fathers actually participated. The current study provides new 

insights into voluntary immigrant parents’ experience of universal child health services within a 

region of the UK, and the inductive analysis reported in Chapter 4 identified five key themes.  

The analyses were then extended to a deductive mapping of the experiences of these parents onto 

Yang and Hwang’s analytical framework of immigrant health service utilisation (2016), allowing 

a comparison of the experiences of immigrant parents in Northern Ireland with the totality of 

immigrant healthcare experiences described in the analytical framework (see Chapter 5). The 

study data mapped onto fourteen different elements of Yang and Hwang’s framework.  

Notably, Yang and Hwang’s (2016) work focused on undocumented immigrants and highlighted 

a range of government policies that targeted this population, including eligibility for health 

insurance and public funding. The current study, on the other hand, involved the experiences of 

individuals who were legally permitted to reside in Northern Ireland and had access to the NHS. 



 

167 

 

By mapping the experiences of this specific immigrant group onto an established analytical 

framework, I have extended the validity of Yang and Hwang’s (2016) work and added to the 

knowledge base. Interestingly, factors such as gender and age which were significant in Yang 

and Hwang’s (2016) framework were less relevant in the current study. This is likely to be due to 

the homogeneity of the participants in the current study. Alternatively, the data pointed to the 

context of immigration, macro-structural factors and predisposing factors as potentially having a 

significant impact on health service utilization and the related experiences of voluntary 

immigrant parents.  

Finally, the interview study reported in Chapters 4 and 5 provides new insights into the three 

core themes identified in the qualitative thematic synthesis following analysis of the empirical 

literature (see Chapter 2): navigation, trust and balance. The interview study identified additional 

factors which have an impact on voluntary immigrant parents’ ability to navigate, trust and 

achieve balance within healthcare services. These factors are related to the context of 

immigration and broader factors outside immigrants’ control. In the following sections, I shall 

link my inductive and deductive findings based on Yang and Hwang’s (2016) framework to each 

of the over-arching analytical themes and discuss how these findings contribute to our 

knowledge within each theme. 

 

6.2.1Navigation  

 

In this study, new insights into navigation were informed by the inductive analysis and deductive 

findings based on Yang and Hwang’s (2016) framework of immigrant healthcare utilisation (see 

Figure 6.1). 
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Figure 6.1: Linkage between the inductive analysis of the interview data, the deductive 

analysis of the interview data grouped by theoretical framework categories (Yang & 

Hwang, 2016) and the navigation theme derived from the qualitative thematic synthesis   

 

In the following section, I shall discuss the key findings of the study concerning navigation to 

better understand this process: 

1. Navigation was enhanced by familiarisation with healthcare systems and processes. 

2. Navigation was hindered by high expectations of easy access as parents had ‘pre-paid’.   

3. Navigation was hindered by a lack of information about the system, including GP registration 

and appointment scheduling, use of emergency services, wider health and social care services 
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such as health visitors, dentists and speech therapists, before migration and on arrival in the new 

country.  

4. Ability to navigate was dependent on being able to understand information which was 

provided once service had been accessed and thus was dependent on English language 

proficiency, the ability to understand medical terminology and, to some extent, the provision of 

interpreters. 

  I shall expand on each of these points in the following paragraphs.   

Navigation was enhanced by familiarisation with healthcare systems and processes. The findings 

showed that immigrant parents who were familiar with the healthcare services were confident in 

navigating and accessing different services within the available health services. This is in line 

with the findings from the deductive analysis in which the participants reported that their regular 

access to healthcare services in their daily routine enabled them to gain more information about 

how the healthcare system works and made them familiar with and aware of how to access 

various healthcare services. Similarly, the findings of Berlin et al. (2010) and Son et al. (2018) 

showed that immigrant parents’ lack of awareness as to how the healthcare system is organized 

and structured affects their ability to navigate and access services successfully. Additionally, the 

deductive analysis based on the findings from the theoretical framework showed that immigrant 

parents with children who accessed the health services frequently were more familiar than those 

who had limited access to healthcare services. Additionally, a recent study of immigrant 

children’s healthcare access in Canada supports the findings of the current study. The findings of 

that study showed that immigrant parents experienced difficulties navigating Canadian 

healthcare services due to their limited information and unfamiliarity with the new system and 

the services available for their children. The findings also showed that immigrant parents made 
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comparisons between Canada’s healthcare system and their home country’s health services 

(Salami et al., 2020). 

However, the findings of the current study show that navigation was hindered by high 

expectations of easy access as parents had ‘pre-paid’ for healthcare services. The inductive 

analysis theme ‘challenges with initial access to child healthcare services in Northern Ireland’ 

highlighted how the participants had had difficulties navigating entry into the healthcare system 

in Northern Ireland. This inductive theme links clearly onto the macrostructural/contextual 

category of Yang and Hwang’s theoretical framework and associated deductive themes (see 

Figure 6.1) in the sense that this group of voluntary immigrants had high expectations of easy 

entry into healthcare services in Northern Ireland because of their perspective that they had ‘pre-

paid’ and ‘pre-registered’ for such services. This was especially true for student participants who 

had completed a rigorous process of registration with their universities which required additional 

fee payments which were typically provided by their home governments through a sponsorship 

arrangement. The participating parents reported difficulties accessing healthcare services which 

required them to apply for registration with the services which needed time and effort. This is in 

line with the findings of Sim (2004) that immigrant parents often have ‘unrealistic expectations’ 

of healthcare professionals in new host countries.  

Furthermore, navigation was hindered by limited information about the new system and how it 

works, which made it unclear for immigrant parents (including GP registration and appointment 

scheduling, the use of emergency services, and wider health and social care services such as 

health visitors, dentists and speech therapists) before migration and on arrival in the new host 

country. The interview findings and deductive analysis under the theoretical framework findings 

showed that inability to register with a GP at the time of arrival reduced immigrant parents’ 
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ability to obtain information about the available services and thus impaired their ability to 

navigate health services. Successful registration with a GP leads immigrants to navigate and 

access emergency services and dental care for their children as GPs were gateways for later 

services.  

Most of the participants reported their inability to visit a dentist due to not registering with a GP 

and not obtaining a medical card at the appropriate time. The findings from the interviews 

support previous work showing that the inability to register with a GP was the primary factor 

which limited the ability of non-voluntary and other immigrants to access healthcare services in 

the UK. For example, an independent humanitarian organisation, Doctors of the World UK, 

found that in London, 82.7% of immigrants were unable to register with a GP and access 

healthcare due to administrative problems, such as the inability to provide ID or proof of address, 

a lack of information about how the system works, language barriers, registration being refused 

and fear of deportation for illegal immigrants (Doctors of the World, 2015). This is also linked 

with the findings from the deductive analysis based on the theoretical framework. As a result, 

these parents were unable to navigate healthcare services properly This supports the findings of 

Dias et al. (2011) that undocumented immigrants could not access health services in Portugal 

even when they were entitled to healthcare regardless of their immigration status. It is clear from 

these findings that uncertainty about how to access healthcare and how the system works 

following registration have a significant impact on immigrant parents’ experiences of healthcare 

services.   

The interview findings showed that immigrant parents who were provided with clear information 

and guidance on how to access various services within the new system were able to navigate the 

health services easily. For example, immigrant parents with a child born in Northern Ireland 
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were more able to navigate the healthcare system properly than parents with children born 

abroad. This was due to the amount of information and guidance provided to them by healthcare 

professionals from the time of the birth and the continuous interactions with the health visitor 

who monitored the child’s health and development during regular home visits and helped the 

parents to access various resources within the health services. For example, several participants 

reported receiving support and guidance in accessing a speech therapist for their children. This is 

in line with the findings of Fellin et al. (2013) that immigrant parents’ limited information and 

guidance about the available services hindered them from navigating and accessing free 

healthcare services for their children such as mental health and dental care. 

Furthermore, the ability to understand information which was provided helped immigrant parents 

with navigation once the service had been accessed, and was thus dependent on English language 

proficiency, the ability to understand medical terminology and, to some extent, the provision of 

interpreters. The findings of the current study show that understanding the language of healthcare 

professionals and the information provided by healthcare staff influenced immigrant parents’ 

ability to navigate healthcare services. For instance, student parents with English language 

proficiency were more able to read and understand the information and directions in the 

healthcare services and GPs’ clinics, which helped them to navigate the health services more 

easily than working parents with only a basic understanding of English. Additionally, previous 

research has shown that some demographic groups can have an easier time than others 

navigating the healthcare system and experience fewer barriers to access (Zhen-Duan et al., 

2017). The current findings confirm those of previous studies in which differences were found 

among study participants’ socio-demographic characteristics and that had resulted in different 

experiences of healthcare services.  
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Even though most of the participants in the current study had language proficiency, there was 

nevertheless some reported confusion over the language which healthcare staff used, especially 

GPs, who tended to use medical terminology which was difficult for participants to understand. 

This was more problematic for immigrant parents with limited understanding of English. This is 

in line with the findings of previous research that language barriers can exist between doctors 

and patients even when both are using the same language. This is due to differences in ethnic 

backgrounds, cultural differences and the perception of disease, which is mainly influenced by 

beliefs and religious differences (Gerlach & Abholz, 2009). Similarly, in a previous retrospective 

study, Leaman et al. (2006) found that the number of worker immigrants who attended hospital 

EDs increased as a result of language difficulties with primary healthcare services and GPs. 

Furthermore, the findings of the current study are consistent with those reported by Kouvonen et 

al. (2014) in a study based in Northern Ireland. The authors found that the principal barrier 

preventing Polish immigrants from accessing healthcare services for mental health issues was a 

lack of proficiency in English. This resulted in migrants feeling frustrated and ‘voiceless’ as they 

had limited understanding of healthcare professionals and this prevented them from navigating 

the health services and obtaining healthcare support and assistance. As a result, these migrants 

had relied on the internet or had returned to the home country to seek mental health support. 

As discussed in Chapter 4, within the healthcare services in Northern Ireland interpreters are 

freely provided for patients with limited language skills, which enhanced immigrant parents’ 

understanding and navigation process. The findings of the current study show that the immigrant 

parents were generally satisfied with these interpreters, although a few of them did express 

dissatisfaction with the interpreter because an interpreter can act as a barrier to accurately 

reporting personal health issues and sometimes interpreters were not always available in primary 
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healthcare services and GPs’ surgeries. This finding concurs with that of Salami et al. (2020) that 

the absence of interpreters in healthcare services limited immigrant parents’ understanding of the 

information provided.  

6.2.2 Trust  

 

The second overarching theme identified in the systematic review was trust. In the interviews, 

new insights were evident into how immigrant parents trust, or do not trust, child healthcare 

services in Northern Ireland. The links between the inductive analysis, the themes derived from 

the deductive analysis based on Yang and Hwang’s (2016) model and trust are mapped in Figure 

6.2. 

Figure 6.2 Linkage between the inductive analysis of interview data, the deductive analysis 

of interview data grouped by the theoretical framework categories (Yang & Hwang, 2016) 

and the trust theme derived from the qualitative thematic synthesis  

  



 

175 

 

 

The following section will highlight the key findings in the relationship of trust by combining the 

results with those in the wider literature. 

1. Trust was enhanced by being part of a community of people from a similar geographical and 

cultural background. 

2. Trust was enhanced through good communication with healthcare staff and the availability of 

translators/interpreters. 

3. The context of immigration affected trust in that employed parents expressed trust in 

healthcare services whereas student parents on occasion expressed dissatisfaction and distrust of 

healthcare professionals. 

4. Trust was also affected, typically negatively, by the difference in beliefs and attitudes (for 

example, attitudes towards antibiotics and waiting times). 

The inductive theme ‘differences between home and host country healthcare services’ 

demonstrated how the participants experienced difficulties building trust with the healthcare 

system and staff in Northern Ireland. This theme linked clearly with both the macro 

structural/contextual category and the predisposing factors category of Yang and Hwang’s 

(2016) model. Additionally, the inductive themes ‘communication and the quality of care’ and 

‘cultural and language barriers’ were noted to also impact on trust, mapping to this major theme 

via the resources category in Yang and Hwang’s model (2016), as shown in Figure 6.2. The 

findings show that trust was enhanced when immigrant parents found themselves part of a 

community of people from a similar geographical and cultural background. 

This was supported by the interview findings that the Middle Eastern immigrant parents 

benefitted from integration into similar ethnic communities in Northern Ireland, and that these 
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communities provided new immigrants with an important source of support. Additionally, the 

findings show that the Middle Eastern immigrant group (both students and workers) were 

attached to their ethnic community, which they described as highly supportive in providing 

advice about healthcare services and their new life. For instance, a student-parent reported 

receiving help from a refugee family from the same ethnicity regarding the registration process, 

which showed how the level of trust was high between them. The participating parents valued 

the support provided to them by individuals from their ethnic community and trusted in the 

advice of this ‘known’ network. This is also supported by findings from the deductive analysis 

under the theoretical framework in which this was described as ‘social resources’. 

This finding is in line with that of Ragavan et al. (2017) that immigrant parents are more able to 

access healthcare services if they are supported by their new ethnic communities. Parents in 

Ragavan’s study were found to have difficulty trusting healthcare providers from other 

nationalities and preferred professionals who could speak their language and were from the same 

nationality (Ragavan et al., 2017). The current interview findings support the deductive analysis 

and those of Yang and Hwang’s theoretical framework as they demonstrated that social 

resources, such as finding a similar ethnic community, enhanced immigrant parents’ navigation 

of healthcare services for their children. This is in line with previous research findings which 

suggested that immigrant healthcare access is enhanced when there are high-quality healthcare 

resources which include physicians, clinics and appropriate interactions with community 

networks and social capital (Choi, 2009). 

Additionally, trust was found to be enhanced by good communication with healthcare staff and 

the availability of translators/interpreters. The findings on the interview study theme 

‘communication and quality of care show that the immigrant parents’ trust in healthcare 
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professionals and services was enhanced by their ability to communicate and understand each 

other. In the context of Yang and Hwang’s model, this is identified as a resource factor. The 

findings show that these immigrant parents felt grateful for being in Northern Ireland and having 

access to high-quality healthcare for their children because the positive staff behaviour and the 

quality of services which had enhanced their experiences of child healthcare services also 

enhanced their trust. This made them describe the healthcare system in Northern Ireland as 

“friendly services”. This conclusion supports that of Berlin et al. (2010) who highlighted the 

importance of good relationships and connections with healthcare staff which enhanced 

immigrant parents’ belief that their children's health check-ups were beneficial. This resulted in 

parents being more likely to access healthcare services and helped to develop their trust in the 

staff (Berlin et al., 2010).   

These findings are inconsistent with those of Gulati et al. (2012) who found that Chinese and 

South Asian parents experienced difficulties and frustration with healthcare services because of a 

lack of communication with the staff and language barriers, which resulted in them being passive 

recipients during interactions with healthcare professionals. Other authors have reported that GPs 

provide limited advice and sometimes withhold information from immigrants because of 

communication difficulties (Suurmond & Seeleman, 2006; Butow et al., 2011). This issue is not 

confined to GPs’ practices, however, as Gerrish et al. (2001), in an ethnographic case study, 

explored the healthcare services provided to ethnic and minority groups by District Nurses and 

found that communication difficulties affected the quality of healthcare given to immigrants 

because of their difficulties in understanding the advice and treatments offered. Clear 

communication is needed to foster trust between immigrant parents and healthcare professionals. 

It was mentioned in the previous section that the availability of interpreters enhanced immigrant 
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parents’ understanding of and communication with healthcare professionals which enhanced 

their trust. Most of the participants reported difficulties with communication and interactions 

with healthcare professionals because of cultural barriers which limited the understanding of 

each other's beliefs and values about health and disease (Ragavan et al., 2017). This is in line 

with the findings of previous research which suggested that trained interpreters can help to 

address language difficulties and enhance understanding between healthcare professionals and 

immigrants by facilitating interactions and that this can lead to more positive healthcare 

outcomes (Lee et al., 2002). Earlier studies concerning interpreters support the findings related to 

the value of interpreters in the current study. Patriksson et al., (2019) found that the absence of 

interpreters for parents with limited English restricted the ability of mothers to communicate 

effectively with healthcare professionals. Similarly, Straus et al. (2009) found that Somali 

women could not communicate appropriately with healthcare staff if they did not have access to 

a suitable interpreter.    

The context of immigration was also found to influence the level of trust in healthcare services, 

but this cannot be generalized to all of the participants. For example, the level of integration was 

higher among student parents with a higher level of trust than among working parents, and a few 

student parents had argued with healthcare professionals’ decisions. Additionally, the Middle 

Eastern immigrant parents were more linked to their community network even though they had 

tried to link with the local community from their community, but not individually. Working 

parents trusted and followed healthcare professionals’ decisions and guidance because they 

wanted settlement in the country. This matches Clark’s (2002) finding that Mexican mothers 

with a higher level of acculturalization encountered fewer difficulties with healthcare access in 

the US than those who were less accultured (Clark, 2002).    
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When deductively coding my interview data onto Yang and Hwang’s (2016) model of health 

service utilisation, it was clear that predisposing factors such as demographic characteristics 

influenced immigrant parents’ access to healthcare services and their level of trust in the 

healthcare services provided to them. Although the findings show that the majority of educated 

parents with proficiency in English argued with healthcare professionals’ decisions and 

distrusted them, there were several immigrant parents who trusted and believed in the GP’s 

decisions over their child health issues. Additionally, several studies have reported an association 

between the socio-demographic characteristics of immigrants, such as age, language proficiency 

and self-reported health status, and their communication with healthcare professionals (Kim et 

al., 2011; Kimbro et al., 2012: Tosh et al., 2016). Those studies concluded that older immigrants 

with poor language proficiency reported communication difficulties and poor self-rated health as 

a result of difficulties reading complex health information in English. 

Furthermore, trust was also affected, typically negatively, by the difference in beliefs and 

attitudes such as over the use of antibiotics and waiting times for an appointment. The interview 

findings show that differences in health beliefs and values between professionals and immigrant 

parents influenced the trust which parents had in the professionals. For example, the immigrant 

parents perceived that GPs were not willing to prescribe antibiotics for their children. Some 

immigrant parents reported bringing antibiotics from their home countries to self-manage their 

children’s health. This perceived deficit about antibiotic prescription resulted in immigrant 

parents becoming dissatisfied with the services provided in Northern Ireland and consequently 

influenced the level of trust which they had in healthcare professionals. This point aligns with the 

theoretical framework in that differences in beliefs and attitudes affect health service utilization 

by immigrants. The interview findings in this area echo those of two previous studies which 
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highlighted that immigrants perceived that medication and antibiotics should be provided to them 

routinely, and that if they are not, they will obtain medication from their home countries (Ahmed 

et al., 2010; Aung et al., 2010). Similarly, immigrant parents in Canada who found antibiotics 

the most effective medication reported that doctors were ‘reluctant’ to prescribed for them 

(Salami et al., 2020). This is in line with the findings of Ragavan et al. (2017) that cultural 

barriers had a significant impact on immigrant parents’ experiences of child healthcare services.   

Furthermore, the interview findings showed that the differences between home and new host 

countries’ healthcare services were a major factor in framing expectations of child health 

services in Northern Ireland, which in turn impact on the parents’ level of trust in the services. 

The immigrant parents believed that the healthcare system in Northern Ireland was slow to 

respond to their child’s needs, with some participants complaining that they believed that 

medical staff in Northern Ireland were slow to respond to their children’s needs. This was 

perceived to be different from their home-country healthcare services from the parents’ 

perspective. The majority of the current participants reported difficulties in accessing GPs due to 

lengthy referral times to specialist care services in Northern Ireland, which was opposite to their 

home country’s healthcare services. This is in line with the findings of the Canadian study that 

immigrant parents felt that long waiting times and a booking system were barriers to them 

accessing healthcare services; this made them treat their children at home or wait until their 

children’s symptoms worsened and then they went to a GP (Salami et al., 2020). Interestingly, 

this was found to be one of the main differences between the healthcare systems in a developing 

country and the developed country discussed in Chapter 4, in which these differences in health 

systems and structures in addition to the culture and language enhanced immigrant parents’ 

comparison of behaviour between the home and host countries’ child healthcare services. Garg et 



 

181 

 

al. (2017) found that “culturally and linguistically diverse parents mostly made comparisons 

between the home and host country child healthcare services”. By ‘culturally and linguistically’, 

they meant that the language and ethnicity of immigrant parents differed from the local people in 

the new country. A significant finding of the current study was that the participants 

recommended the recruitment of cultural advocates or interpreters who would act as translators 

and advocates to help to enhance immigrant parents’ ability to understand health issues and 

facilitate access to the new healthcare system in Northern Ireland.  

 

6.2.3 Balance  

 

The final overarching theme identified by the systematic review (see Chapter 2) was balance. 

The interview data show that achieving balance was typically mediated by ‘reaching compromise 

within child healthcare services and, from the theoretical framework perspective, by ‘parents’ 

ability to assess and evaluate their child’s health needs. These links are shown in Figure 6.3.   

 

Figure 6.3. The linkage between the inductive analysis of the interview data, the deductive 

analysis of the interview data grouped by the theoretical framework categories (Yang & 

Hwang, 2016) and the balance theme derived from the qualitative thematic synthesis   
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The key points of the finding concerning balance will be discussed in the following paragraphs 

under four headings: 

1. Balance was achieved by satisfaction with services, and conversely, dissatisfaction with 

services resulted in a lack of balance. 

2. Balance was more likely to be achieved when parents’ first contacts with healthcare (such as 

registration with a GP) were successful and the reception was perceived to be welcoming. 

3. Balance was also supported when the services received in the new country were considered to 

be of high quality, or not typically available in their home countries. 

4. Perceived unmet need was the greatest barrier to achieving balance, and this was most 

commonly related to differences between parents’ and healthcare professionals’ opinions as to 

the urgency of the care required. 

First, the findings showed that balance was achieved by the participants’ satisfaction with the 

healthcare services, and conversely, their dissatisfaction with the services resulted in a lack of 

balance. Most of the participants reported satisfaction with the healthcare services in Northern 

Ireland due to their compromises resulting in meeting their children’s health needs and regular 

access to the available services within the new healthcare services. This led them to reach a 

balance, although one participant who was dissatisfied with the healthcare services had been 

unable to reach a balance.  

Moreover, the balance was more likely to be achieved when the parents’ first contacts with 

healthcare, such as registering with a GP, were successful and the reception was perceived to be 

welcoming. Most of the participants reported satisfaction with the healthcare services based on 

the unlimited support provided to them by healthcare providers when they had first arrived in the 

country which had enabled them to reach a balance between their perception and their 
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expectation. This is in line with the finding of Clark (2002) that Mexican mothers were satisfied 

with the healthcare services provided by healthcare professionals who were supportive and 

respectful towards them. The first impression was crucial for the study participants because it 

had enabled them to successfully access various resources for their children within the health 

services and gave them relief after their feelings of uncertainty regarding the new health services, 

which resulted in satisfaction with the services and their ability to achieve balance. Healthcare 

planners need to provide immigrant parents with a warm welcome when they first make contact 

and register with a GP to enable them to quickly reach a balance with the healthcare services. 

This will be achieved through the welcome given within the GP’s reception. 

The findings from the interviews and the inductive analysis show that most of the participants 

reported that healthcare services in Northern Ireland are of high quality and provide their 

children with follow-up and regular health checks because no similar services were available in 

their home country. The balance was therefore achieved when the health services in the new 

country were considered to be of high quality or not typically available in their home countries. 

This in line with the finding of Ny et al. (2008) that Middle Eastern fathers described the 

healthcare system in Sweeden as a unique health system as there were no similar services in their 

home country.  

However, perceived unmet need was the greatest barrier to achieving balance, and this most 

commonly related to differences between parents’ and healthcare professionals’ opinions as to 

the urgency of the care required. From the perspective of Yang and Hwang’s (2016) framework 

that the need for healthcare affects immigrant parents’ healthcare access, which is linked to 

immigrant parents’ ability to reach a compromise (see Figure 6.3). This is supported by the 

Andersen model of health behaviour (Lee, 2000). Interestingly, reaching a balance was directly 
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affected by immigrant parents reaching a compromise. The findings from the inductive analysis 

showed that immigrant parents were unable to reach compromises and satisfaction with the 

quality and quantity of the healthcare services provided to them because of the inflexibility of the 

appointment system with GPs, unmet expectations and the long waiting time in both GPs’ clinics 

and the ED, This resulted in immigrant parents being unable to reach a balance. This was also an 

important factor which affected the immigrant parents’ ability to build trust in the healthcare 

system and professionals as discussed in the previous section. 

This finding supports those of Ahmad et al. (2010) and O’Donnell et al. (2007) that Arabic 

immigrants have higher expectations than local people and are more likely to be dissatisfied with 

the UK healthcare system. The traditional culture was found to have an impact on them through 

the healthcare services which were provided in their home country (Alshawish et al., 2013) and 

this affected their preparedness to compromise and reach a balance in the host country. Those 

two studies also highlighted that there are differences in the explanations of illnesses provided by 

immigrant patients and healthcare professionals, which impairs interactions and has a negative 

influence on parent satisfaction. Immigrants who are dissatisfied with healthcare services are 

more likely to defer decisions to access healthcare or emergency hospital services (Warfa et al., 

2006). The interview findings in the current study show that voluntary immigrant parents 

experienced difficulties finding compromise and balance with healthcare services. The parents’ 

need for healthcare and the differences in the health assessments and evaluations expected by 

parents and provided by healthcare professionals limited their ability to achieve a balance. The 

parents used child healthcare services with high expectations of healthcare professionals 

regarding their children’s health needs being met, but they were surprised by the reactions of 

GPs regarding health assessments and evaluation. This is similar to the findings of DeShaw 
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(2006) who reported that Somali refugees had higher expectations of healthcare professionals 

concerning diagnosis, treatment and recovery because they were unfamiliar with disease 

prevention and the need to access healthcare services when they become unwell. Anderson et al. 

(1997) found that individual values and perceptions in regard to illness can vary, which can lead 

to differences in expressing and recognising signs and symptoms of the disease and subsequent 

access to healthcare services.   

It is therefore clear that immigrant parents’ ability to reach a balance is linked directly with their 

preparedness to compromise with the healthcare services. A higher level of satisfaction makes 

immigrant parents more able to reach a compromise with healthcare services and adds to their 

ability to achieve a balance. The main point was that the parents’ ability to meet their health 

needs and ensure their children’s health resulted in them reaching a balance.  

 

6.3 What does this PhD study add and how does this differ from the existing knowledge? 
 

As stated in the previous section, this study identified knowledge gaps and then sought to address 

them by examining voluntary immigrant parents’ experiences of child healthcare services in 

Northern Ireland. The findings generated by this study differed from the existing knowledge and 

thus added new knowledge regarding the experiences of voluntary immigrants with the child 

healthcare services in Northern Ireland. For instance, the variety of experiences with the child 

healthcare services reported by the participants was due to their different nationalities (Arabs, 

Kurds) and the fact that they spoke different languages, which meant that the data were collected 

in the Arabic, Kurdish and English languages. Similar experiences were therefore not reported 

by all the participants. For example, several participants reported positive experiences with an 

interpreter whereas a few were not satisfied with that particular service.  
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The findings from both the inductive and the deductive analyses were different as two different 

data analysis methods were applied (see Chapters 4 and 5). To manage these differences, similar 

experiences and opinions were grouped together and identified in the inductive analysis without 

generalizing them to all participants. Additionally, in the deductive analysis, when the findings 

or participants’ opinions were different from the theoretical framework, those elements were left 

empty and an explanation was provided. For instance, immigrants’ specific health needs in the 

theoretical framework were mentioned as a need factor which influences immigrants’ healthcare 

access, but this was not reported in the study findings. Another difference between the findings 

of this study and the existing knowledge is that previous research reported negative experiences 

of immigrants of child healthcare services, but the results of the current study suggested a 

positive outcome for the Middle Eastern voluntary immigrants in terms of their experience of 

child healthcare access. Most of the study participants were satisfied with the healthcare services 

provided to them.  

  

6.4 What are the limitations and strengths of the study? 

6.4.1 Limitations of the study  

 

The findings of this study have to be seen in the light of some limitations.  

1. Limited sample The findings from this study are based on a convenience sample of voluntary 

immigrant parents from the Middle East in one part of the UK. This cohort is also only one of 

many voluntary immigrant groups in Northern Ireland. In addition, the majority of the 

participants were internationally funded students rather than employed workers. Arguably, 

however, the focus on this specifically defined immigrant group has added depth to the study’s 

findings. 
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2 Study generalization Because of the nature of this qualitative study, the results cannot be 

generalized across other immigrant populations. However, the use of an overarching theory of 

immigrants’ healthcare use in analysing the data along with a systematic review of the empirical 

literature has helped to draw out some commonalities in findings across this field of study. 

3 Translation Potentially inaccurate translations of the recorded interviews from Arabic and 

Kurdish into English could be a limitation as the translations might not have adequately 

conveyed the participants' expressions in English. Five interviews were transcribed and 

translated into English by an official translator.   

4 The research setting This study was conducted in Belfast, the capital city of Northern Ireland. 

There might be a bias in selecting just one city, but Belfast is an urban area with two large 

universities containing high numbers of international students and is also a major business centre 

with a broad range of immigrant populations from different nationalities.  

5 Applying Yang & Hwang’s (2016)  theoretical framework was added to the data analysis 

process by using the theory elements as a matrix, but a limitation from applying this theoretical 

framework appeared when some elements of the theory were not supported by the acquired data. 

This element was therefore left empty without mapping it into any data. This occurred because of 

the differences between the type of immigrant in the theoretical framework and those in the 

current study.  

 

Northstanding these limitations, the study has several strengths, the main one being that I am a 

researcher from the Middle East living with three young children in Northern Ireland, and this 

gave me unique perspectives and probably made the participants feel more comfortable during 
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the interviews. The importance of similarity of culture and values highlighted in the study 

findings also applied for health research.   

6.4.2Strengths of the study  

 

1-This is the first study to be conducted on voluntary immigrant parents’ experiences of child 

healthcare services in Northern Ireland. There has been limited prior research conducted and 

focused on this group in Northern Ireland and in the UK. 

2 -During the data collection, I visited the study settings regularly to meet new potential 

participants and to give them answers to any concerns expressed regarding their participation. 

Once I had recruited several participants, snowball sampling was used to identify and recruit new 

participants to the study and to reach the target population. The study participants had voluntarily 

migrated to Northern Ireland for study, work or family reunification. This resulted in some of 

them having concerns regarding participation in the study, especially as the study sought to 

examine access to healthcare services. Healthcare services are provided by the government, 

which meant that some participants were afraid to share their experiences of those services.  

3 -The sample size in similar studies has ranged from sixteen (Ny et al., 2008) to fifty-nine 

(Sime, 2014); the sample size in this qualitative study, twenty-eight participants, was therefore 

above the average for similar previous.  

4 -A summary of their interview transcripts was provided to five participants for them to check 

for accuracy. This form of member checking enhanced the rigour of the study. All five 

participants agreed that the transcripts were an accurate reflection of the interviews and their 

responses. 

5- The NVivo 11 software was used for the coding process, which enhanced the credibility and 

trustworthiness of the study findings. 
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6.5 Research experiences  

As a researcher and an immigrant parent from the Middle East who has experienced child 

healthcare services in Northern Ireland, I have a close understanding of the participants’ words 

and feelings, and this reduced the risk of misinterpretation during the interviews and the data 

analysis. Capturing and understanding relevant ideas can be a result of prior understanding and 

experiences (Aldarwish, 2013). Using the Arabic, Kurdish and English languages during the 

interviews had a positive effect in enabling me to obtain rich information and to create positive 

relationships with the participants. My own previous experiences of child healthcare services and 

being an immigrant with the same language and culture as the participants helped to enable me to 

be seen as an insider in this population and to build trust. Even so, being an insider can also lead 

to limitations, such as creating bias during data collection, analysis and interpretation.  
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Chapter 7: Conclusion   
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7.1 Introduction:  
 

The first section of this chapter will focus on the overview and contribution to the study, 

followed by a discussion about the main key findings highlighted and implication policy and 

practice.  Finally, the recommendation for the policy, practice and future studies discussed in 

details.  

  

7.3 Contributions of the study and the key findings  
 

1- This study is the first in Northern Ireland to explore Middle Eastern voluntary immigrant 

parents’ experiences of child healthcare services in Northern Ireland as identified in the 

systematic review of the literature for this study.  

2- Middle Eastern voluntary immigrant parents hold a range of different nationalities and 

demographic features, so this study provides an in-depth study of a sample of this diverse 

population in Northern Ireland.  

3- The findings identified positive experiences reported by the immigrant parents, but the 

majority of this group of voluntary immigrant parents had also experienced difficulties in 

relation to their initial visit and registration process, which was an unhelpful start to their 

journey in healthcare services.  

4- The differences between healthcare systems in the Middle East and Northern Ireland’s 

healthcare system, as well as cultural and language differences, led to a broad and diverse 

understanding, knowledge and expectations of healthcare services.  

5- The findings also acknowledge that voluntary immigrants, like undocumented and non-

voluntary immigrants, should be provided with support and guidance regarding 

healthcare when they enter a new country. The healthcare system should be flexible and 
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based on culturally competent environments and should ensure that new immigrants have 

access to GP services as a gateway to health services more broadly. The development of a 

welcoming and organised registration process with information targeted specifically at 

voluntary immigrants and the development of culturally competent care within the 

service would enhance service access and experience and lead to more positive health 

outcomes. 

     

7.4 Recommendations for policy and practice 

 

As a result of the findings, the following policy, practice and educational recommendations are 

made. These recommendations relate to the information and guidance provided to new voluntary 

immigrant parents regarding how to register with healthcare services and their entitlement to 

child healthcare services in Northern Ireland.  

7.4.1 Recommendation for policy 

 

- There is a need for improvements in the registration process for new voluntary 

immigrants in the healthcare services in Northern Ireland after arrival. The findings 

highlighted the importance of this step at the time of arrival in a country and how most of 

the study participants experienced difficulties with this process. Previous studies have 

also recommended that registration is the first step in providing adequate healthcare 

services to immigrants (Aung et al., 2010). GPs should support immigrants’ registration 

process by providing them with important resources such as the ‘Migrant Health Guide’, 

which includes guidelines, information and resources which promote access to GPs by 

immigrants. Any delay in registration might lead to an increased risk of the transmission 
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of infectious diseases or delays in child health check-ups and vaccination schedules. An 

effective registration process will also help to reduce the burden on the emergency 

hospital. 

- Cultural advocates should be recruited to replace interpreters in healthcare services; they 

would help to promote mutual cultural understanding as well as acting as interpreters in 

healthcare services.  

- Voluntary immigrant families like non- voluntary migrant families have to provide with 

the key workers when they arrive in the country to help in the familiarization process 

especially healthcare services.  

7.4.2 Recommendation for practice 

 

 -  Training should be provided for both healthcare professionals and community interpreters 

to enhance the quality of interpreter services. This initiative will ensure greater accuracy in 

the translation and interpretation process between immigrant parents and healthcare 

professionals. 

- It is important that educational institusion and community healthcare providers provide extra 

training on how to communicate with and support voluntary immigrants. 

 - To ensure providing culturally competent services Multilanguage information services 

should be applied in which information and guidance provided in different languages. 

 

7.5.3 Recommendations for further study  

The findings presented in this thesis support several recommendations for future studies to focus 

on voluntary immigrant parents’ experiences of child healthcare services. 



 

194 

 

- Future studies should consider healthcare interventions to improve registration processes. 

Future research might also look at the impact of length of residency on voluntary immigrant 

parents’ experiences of health services, language development and acculturalization in 

Northern Ireland / the UK.  

- In light of the limitations of this study considered above, further research is needed to gain 

more in-depth knowledge of the experiences of medical healthcare professionals, GPs, nurses 

and health visitors with voluntary immigrants in Northern Ireland. This would complement 

the knowledge gained in this study of voluntary immigrants’ experiences.  

- Further research is necessary to explore how to improve health literacy for immigrant 

parents to assist in their assessment of their children’s health needs.-  

-  It is crucial that research in the future focuses on the impact of the COVID 19 pandemic on 

immigrant parents’ experiences, especially voluntary migrants, within child healthcare 

services, and more importantly, the socio-psychological impact of the pandemic on these 

groups.  
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Appendix 2.1: Search strategy (CINAHL search through EBSCO) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

No  Query 

S1 (MH״Immigrants״)OR (MH״Immigrants, Illegal״)OR(״immigrant״) 

S2 (MH״Refugees״)OR( ״refugee״) 

S3 ״asylum seekers״ 

S4 S1 OR S2 OR S3 

S5 (MH״Parents״) OR ( ״Parent״) OR( MH״Biological parents״) OR(MH״Single 

parent״) 

S6 S4 AND S5 

S7 " experiences" 

S8 (MH״Perception״) OR "perception" 

S9 (MH״Attitude״)OR "attitude" 

S10 "opinion" 

S11 (MH״Health Beliefs״) OR belief* 

S12 "Satisfaction" 

S13  "Dissatisfaction״ 

S14 S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 

S15 ״Child healthcare״ 

S16 (MH״Family Practice״)OR (״General Practice״) 

S17 S15 OR S16 

S18 S6 AND S14 AND S17 

S19 S6 AND S14 AND S17 Limiters – Published Date:2000-2018 



 

216 

 

 

       Appendix 2.2: Search strategy (Medline) 
 

 

No  Query 

S1 (MH״Immigrants״)OR (MH״Immigrants, Illegal״)OR(״immigrant״) 

S2 (MH״Refugees״)OR( ״refugee״) 

S3 ״asylum seekers״ 

S4 S1 OR S2 OR S3 

S5 (MH״Parents״) OR ( ״Parent״) OR( MH״Biological parents״) 

OR(MH״Single parent״) 

S6 S4 AND S5 

S7 " experiences" 

S8 (MH״Perception״) OR "perception" 

S9 (MH״Attitude״)OR "attitude" 

S10 "opinion" 

S11 (MH״Health Beliefs״) OR belief* 

S12 "Satisfaction" 

S13  "Dissatisfaction״ 

S14 S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 

S15 ״Child healthcare״ 

S16 (MH״Family Practice״)OR (״General Practice״) 

S17 S15 OR S16 

S18 S6 AND S14 AND S17 

S19 S6 AND S14 AND S17 Limiters – Published Date:2000-2018 
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Appendix 2.3: Search strategy (Web of Science) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

  

 

 

 

 
 

 

 

 

 

 

No  Query 

S1 (MH״Immigrants״)OR (MH״Immigrants, Illegal״)OR(״immigrant״) 

S2 (MH״Refugees״)OR( ״refugee״) 

S3 ״asylum seekers״ 

S4 S1 OR S2 OR S3 

S5 (MH״Parents״) OR ( ״Parent״) OR( MH״Biological parents״) OR(MH״Single 

parent״) 

S6 S4 AND S5 

S7 " experiences" 

S8 (MH״Perception״) OR "perception" 

S9 (MH״Attitude״)OR "attitude" 

S10 "opinion" 

S11 (MH״Health Beliefs״) OR belief* 

S12 "Satisfaction" 

S13  "Dissatisfaction״ 

S14 S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 

S15 ״Child healthcare״ 

S16 (MH״Family Practice״)OR (״General Practice״) 

S17 S15 OR S16 

S18 S6 AND S14 AND S17 

S19 S6 AND S14 AND S17 Limiters – Published Date:2000-2018 
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Appendix 2.4: Search strategy (Psych INFO) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

No  Query 

S1 (MH״Immigrants״)OR (MH״Immigrants, Illegal״)OR(״immigrant״) 

S2 (MH״Refugees״)OR( ״refugee״) 

S3 ״asylum seekers״ 

S4 S1 OR S2 OR S3 

S5 (MH״Parents״) OR ( ״Parent״) OR( MH״Biological parents״) 

OR(MH״Single parent״) 

S6 S4 AND S5 

S7 " experiences" 

S8 (MH״Perception״) OR "perception" 

S9 (MH״Attitude״)OR "attitude" 

S10 "opinion" 

S11 (MH״Health Beliefs״) OR belief* 

S12 "Satisfaction" 

S13  "Dissatisfaction״ 

S14 S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 

S15 ״Child healthcare״ 

S16 (MH״Family Practice״)OR (״General Practice״) 

S17 S15 OR S16 

S18 S6 AND S14 AND S17 

S19 S6 AND S14 AND S17 Limiters – Published Date:2000-2018 
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Appendix 2.5 Data Extraction Form 
 

Author, year 

Study design 

Aim 

Host country/region 

Aspects of healthcare investigated/engaged 

GPs 

Community nurse 

Consultant  

Paediatrician  

Another specialist  

Participants 

Relationship to child 

Age of participant 

Level of education 

Age of child 

Home country 

Number of children 

Income 

Years living in the country  

Immigrant status 

Recruitment  

Data collection method  

Data collection setting 

Data collector  

Data management  

Data analysis  

Results related to parents’ experiences of child healthcare services 

Study strength and limitation as reported by the author  
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Appendix 3.1: Letter to advocates  
 

 

 

  

 

Letter to advocates 
Dear Sir/Madam  

I am writing to you as a PhD student in the School of Nursing and Midwifery, Queen’s 

University Belfast. I am a mother of three children and have recently arrived in Northern 

Ireland from Iraq. I am conducting a research study on Middle Eastern immigrant parents’ 

experiences of child healthcare services in Northern Ireland; the results of which may 

ultimately be used to inform services provision. I would like to ask you to help me recruit 

potential participants for this study, as your role in this centre brings you into contact with 

Middle Eastern parents who I may have difficulty accessing.    

 

          What is the study about? 

The study aims to explore and understand Middle Eastern immigrant parents’ experience of 

child healthcare services in Northern Ireland. I would like to interview parents: mother, 

father or both parents following their wishes, to understand their experiences of the child 

healthcare services. I would like to know how satisfied they are with the care which their 

child has received or is receiving and to hear their suggestions on how this care could be 

improved.  I would like to speak with parents of children aged (0-5) years old who has 

lived in Northern Ireland for less than five years. It does not matter if the child or children 

have been born in Northern Ireland or elsewhere. Although I would prefer to carry out 

interviews in English, I am fluent in Kurdish and Arabic and so can accommodate 

participants who would prefer to be interviewed in these languages. 

 

           What I am asking you to do? 

As advocates in your role (Imam, community coordinator or manager) within these centres 

(Mosque, community centre, student unions) I am asking you to promote this study. I 

would like you to simply provide potential participants, Middle Eastern parents of young 

children aged 0-5 years, who have lived in Northern Ireland for less than 5 years, with a 

study flyer. You do not need to tell me about who you have approached and those who you 

approach are not obligated to take part in the study. If parents are interested in taking part 

they may need your help in contacting me, but I am happy for them to ring or email me 

directly.  

 

          What I will ask potential participants to do? 

Potential participants who are interested in participating in the study will be asked to give 

written consent for an interview which will be audio recorded. The interview can take place 

in participants’ homes or in a public place such as your centre if there is a quiet room 

available where we can talk in private.  

Thank you so much for considering this request. I hope you will see it as an opportunity to 

better understand and potentially improve healthcare experiences for immigrant families. I 

would be grateful for the opportunity to speak with you in person and have provided my 

contact details at the end of this letter. 
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 I look forward to speaking with you. 

 

           Yours sincerely, 

           Nadhira Karim  

           PhD candidate 

           School of Nursing & Midwifery 

           Queen’s University of Belfast/ MBC  

          97, Lisburn Road, Belfast BT9 2BL 

         Email / nkarim02@qub.ac.uk 
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Appendix 3.2 Study Flyer English version
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Appendix 3. 3: study flyer Arabic version 
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   Appendix 3.4: Participants’ information sheet   
 

                        
 
  

 

Participant information sheet 

 

             Study Title: A qualitative study of Middle Eastern immigrant parents’ experiences  

            of child healthcare services in Northern Ireland. 

 

          Background and Invitation 

 

I am a PhD student in the School of Nursing and Midwifery, Queen’s University Belfast. 

As the mother of three children, and having recently arrived from Iraq, I am also an 

immigrant parent. I would like to invite you to take part in a research study that I am 

undertaking which explores the experiences of recently arrived immigrant parents, from 

Middle Eastern countries, who need to access child healthcare services for their children 

who are under five years of age. Although I would like, where possible, to conduct this 

research in English, I am fluent in both Arabic and Kurdish. If you would like this 

information sheet in these languages, please let me know via the contact details provided. 

Before you decide whether or not to take part in the study it is important that you 

understand why the research is being undertaken and what it will involve. Please take the 

time to read the following information carefully and discuss it with others if you wish. 

Please contact me if there is anything that is not clear or if you would like more 

information. Thank you for reading this information sheet. 

 

          What is the study about? 

 

The study aims to explore Middle Eastern immigrant parents’ experiences of child 

healthcare services in Northern Ireland. 

 

Why I am being asked to take part in the study? 

 

You are invited to participate in this study because you are a recently immigrated Middle 

Eastern parent with young children. You may have experience of using child healthcare 

services in Northern Ireland.  I am interested in the experiences of both mothers and 

fathers, and either parent or both parents, are welcome to take part.  

 

What will happen if I choose to take part in this study? 

 

If you decide to participate in the study, after giving written consent, you will be asked to 

take part in an interview. I will ask about your experiences with child healthcare in 
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Northern Ireland. The interview can take place either in your own home, or in a place of 

your choosing where you feel comfortable, and which is convenient for you.  I will audio- 

 

record interviews to ensure that all your comments are accurately recorded. 

 

What are the possible benefits for me or others? 

 

You are not likely to have any direct benefit from participating in this study.  The study is 

designed to learn more about parents’ experiences of child healthcare services. Findings 

will be disseminated to those responsible for planning and delivering child healthcare 

services, and so may benefit other parents in the future.  

 

How will you protect the information you collect about me and how will that 

information be shared? 

 

Everything which you tell me will be held in complete confidence unless you reveal 

something which would suggest that you, your children, or another individual is in danger. 

Each interview audiotape will be transcribed and the data will be stored securely on the 

Queen’s University Belfast server. I may quote your remarks in any presentations or 

articles resulting from this work.  A pseudonym will be used to protect your identity unless 

you specifically request that you be identified by your name. However,  if the interview 

provides evidence of child welfare issues, the study supervision team will be notified and a 

relevant healthcare professional may subsequently be informed in order to ensure family 

and child safety in accordance with the regional safeguarding policy. 

 

Do I have to take part? 

Participation in this study is voluntary.  If you do take part, you do not have to answer any 

questions you do not wish to. You may withdraw from the study at any time. If you 

withdraw from the study, the researcher will ask you if the information which has already 

been collected can be used in the study. 

 

How can I take part? 

If you decide to take part in the study you will be asked to provide written consent and I 

will arrange a date and time for an interview which is convenient for you.   

 

What will happen to the results of the research? 

 

The results of this study will be disseminated to study participants and organizations 

supporting Middle Eastern families. Results will also be shared with relevant healthcare 

planners and service providers. The results of the study will be written up in a thesis, and 

presented at national and international conferences and published.  

 

Who is organising and funding the research? 

This study is organised through Queen’s University Belfast.     

 

Who has reviewed the study? 

This study has been reviewed by the Office for Research Ethics Committees Northern 

Ireland (ORECNI).   

 

What if something went wrong? 
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If you have an issue regarding any aspect of this study you can contact Chief Investigator 

Dr Claire Kerr (email c.kerr@qub.ac.uk). If you remain unhappy and wish to make a 

formal complaint about any aspect of this study, you can contact the Research Governance 

Team at Queen’s University Belfast (Tel: 02890972529; Email:  

researchgovernance@qub.ac.uk). 

 

Contact for Further Information  

 

If you have any further questions or need more information about the study you can contact 

the researcher (Tel:  07404070409) or Email: nkarim02@qub.ac.uk, or contact the chief 

investigator: Dr Claire Kerr Email: c.kerr@qub.ac.uk. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

mailto:nkarim02@qub.ac.uk
mailto:c.kerr@qub.ac.uk
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 Appendix 3.5: Participants’ consent form (bilingual English/Arabic version) 
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 Appendix 3. 6: Interview Schedule 
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    Appendix 3. 7: Distress protocol 
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             Appendix 3.8 Ethical Approval 
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 Appendix 3.9: Ethical approval for amendments  
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 Appendix 3.10: University Privacy Notice  
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 Appendix 3.11: Sole Sponsorship letter 
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Appendix 3.12: Confidentiality Agreement for the Transcription of Qualitative Data 
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       Appendix 3.13:  Child Protection Certificate 
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 PhD timeline 2019-2020 
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                Appendix 5. 1: Deductive analysis table  

 

Theoretical framework (Yang and Hwang, 2016)  

 

                 Quotes 

1-Macrostructural/contextual factors: 

Macrostructural or contextual factors 

may be defined as conditions at the 

societal or community level that are 

beyond individual control. This includes 

general and specific immigrant factors. 

General factors include government 

policy, healthcare system and social 

economic and political condition. 

- Government policy: policies may not be 

designed to influence health behaviours 

but can significantly impact health 

services utilization. Such as some 

government policy that restricts legal 

immigrant from publicly funded services 

like medicare.     

  

 

 

        “Even I paid before because I am an immigrant, I paid 

200 pounds! I think if you go three or four times 

and the GP prescribe for you antibiotics with the 

examination this will be covered by the money you 

paid before and the rest will be free. You think is 

block when you paid once, but it is really good” 

(Participant 14) 

        “We came with the visa and we already paid for the 

services and health insurance…… our government 

paid and covered everything for us”( Participant 21) 

        “Ow, actually in the first year we didn’t paid for the 

healthcare services, but in the time of renewing the 

visa we paid nearly 100pounds  each then the 

charge increased until 200 pounds ”(participant 16) 

         “No, I didn’t know it was free; because I remember, 

we have paid more than 10 thousand riyals while 

completing visa procedures. when I arrived here, 

they said that I have to register with the GP. Why 

do we register while we have insurance like that!?  
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- Healthcare system: Intertwined with 

government policy, the health care 

system could have dramatic effects on the 

healthcare utilization of immigrants. The 

Affordable Care Act can boost the health 

services utilization of legal immigrants 

because like local citizens, they are 

mandated to acquire health insurance, are 

eligible to buy insurance through the 

health insurance exchanges, and are 

qualified to receive the premium and 

cost-sharing subsidies. 

             ( Participant 6) 

          “When I came here, I registered my children with the 

surgery practice. At that time my son had a tooth 

problem and pain, I took him to the GP, but they 

were not able to do anything for him because our 

medical cards not yet arrived …. Then after three 

months, our cards arrived and they booked me with 

the dentist. On the day when I went to the dentist, 

they said ‘Sorry you are not registered with the 

dentist, and you have to visit a private service; I 

said ‘My son is already registered with the GP and 

he has got his medical card’, why is there this 

confusion”? (Participant 22) 

       “I didn’t know anything about that service and how to 

register and to access the GP and child healthcare 

services, then we used private healthcare services 

because my husband scholarship covers a part of 

health insurance”( Participant 13) 

          “There were no problems regarding the procedures 

for registration, they were very simple”(participant 

6) 

         “In my country also there is no home visiting for  

children it is just for elderly people”(Participant 25) 

         “Let us be honest, I became more aware of the 

system, first we did not know anything about the 

system( Participant 2) 
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- The social, economic and political 

condition: A severe economic recession 

can increase unemployment, lower 

average income, increase individual cost-

sharing of health insurance premium, and 

therefore, reduce the health services 

utilization of immigrants. 

         “I can say the knowledge is higher in my country 

(Iran) than here but technology is higher here 

(Northern Ireland) than my home country the 

problem is the governments, not the people and the 

money”(Participant 11) 

- Specific factors: includes the context of 

immigration, health service utilization in 

the homeland  the context of reception 

- Context of immigration: Context of 

emigration is an essential predictor of 

immigrant health service utilization. 

Immigrants leave their country of origin 

under different conditions. How the exit 

affects how they use health services in 

the host country. Because of immigrant 

selectivity, economic immigrants may 

have a lower level of need and propensity 

for health service utilization than 

refugees (Yang and Hwang, 2016) 

 

      “ Since 2014 we registered with the health centre and 

we meet the GP for the first time, we usually go to 

the GP for my children Asthma condition, so we go 

regularly to the health centre”( participant 16) 

         “I have been living in Belfast since 2015; I have three 

children. My life was good in my home country, but 

my husband planned to leave the country to work 

and live in another country. Now we are living 

here”. (Participant 3) 

         “I am Kurdish dad from Iran 45 years old. I have a 

barbershop and I have 3 children. My life in Iran 

was bad and n work. I hope to have a better life and 

work in Northern Ireland. Generally, my life is 

good here but we have some problems with GPs 

and the health system” ( Participant 4) 

        “I’m from the Kingdom of Saudi Arabia, specifically 

from Jeddah. I came here to Belfast to study for a 

PhD in biological sciences. The whole project is 

related to cancer cell biology, specifically breast 

cancer cells. I’m a mother and have two children, 
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may God protect them” ( Participant 6) 

          “I have been in NI since 2014. My husband has lived 

in NI before I came. I have two kids 5 and 2 years 

old. I had a good life in my home country we 

arrived in Belfast for the work purposes, my 

husband is a pharmacist. I was working in air Kraft 

maintenance for 3 years in Jordon, but now taking 

care of my children at home because my husband is 

so busy with work ( Participant 14) 

         “I am Iranian dad I have family and two kids. I have 

been in Northern Ireland since 2014. My life was 

better in Iran because I was worked as an engineer 

and have had my company and people working for 

me but for some reason, I migrated and now living 

here [Northern Ireland] (Participant 9)   

          “I was worked in my home country as an emergency 

nurse supervisor, that was my life every day my 

duty starts from 9:00 to 4:00 pm and taking care of 

my children and my mum not very socialize with 

people around me just giving priority to my 

children and my family. Regarding my life now, I 

am busy same like my home country, focusing on 

my study on my family very rare engaging with my 

friends because I priorities my life” ( participant 20) 

          “I am from Kurdistan north of Iraq, I have been here 

since 2016 with my family and I am doing a PhD 

here.  Well, it was great, I was a lecturer at 
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university and worked as an engineer in the 

engineering field, I liked to develop my career and 

do a PhD that is why I am here[ Northern Ireland]”( 

Participant 27) 

        “I had difficulties to work in my home country, I came 

to work here before my wife, then, later on, I 

applied paperwork for my wife here”( Participant 1) 

         “I am …from Iraq, I have been in Belfast since 2017. 

We accompanied my husband, he is studying PhD 

at Queen’s University Belfast. We have 4 children 

14, 12, 10 and 3 years old (participant 19) 

         “If I compare my life in the home country and now as 

a full-time student, it is more difficult; I have lost 

the assistance from my family and friends. Here it 

can be difficult to find that because most of my 

friends are PhD students like me, and the nursery is 

much more expensive than in my home country, 

which means that I wasn’t able to get a place for her 

in the full-time nursery from the beginning of my 

studies, I got financial support to enrol her in 

Queen’s crèche. So, life is much more difficult and 

I am looking forward to going back to my home 

country” ( Participant 23) 
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- Health service utilization in the 

homeland  The immigrants' adaptation 

and use of the new services that exist in 

the home country. Immigrants from 

countries with a universal health care 

system (e.g., Germany, Belgium, Canada, 

Spain) are more likely to carry health 

insurance and use health services in the 

United States, but immigrants from many 

African, Asian, and Latin American 

countries without a universal health care 

system tend to have a lower rate of health 

services utilization (Sanz et al., 2011). 

 

   

  

 

         “They refer them immediately.  In our clinics, you 

take medicine. You go to the doctor, you know, a 

doctor gives you medicines. I think you are aware 

of that! If you have an unusual condition, while you 

are in a public hospital, you go to clinics and they 

quickly refer you to a doctor who specialises in 

certain fields”. (Participant 6)   

         “I have a good experience, in my home country we 

don’t have this, you go to the GP and there is a 

small room and there is a midwife and they are 

calling you that your time arrives, and you have 

appointments in these days and you have the 

vaccination. It is not that often if I remember for my 

older kid they were calling us just for vaccination, 

not anything else” ( Participant 25) 

           “This is the main problem of healthcare services in 

Northern Ireland and I am not sure if same in 

another country. in my home country you book for 

an appointment with the doctor  in the private and 

you pay in the clinics  there are the specialist you 

don’t need to go to the hospital every time( 

Participant 2) 

“Yes, still in my country I can speak with the 

receptionist and they are friendly and direct me to 

the right way even my background is nursing but 

here I need to go through a different process and 
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wait a long time without reason”( Participant 20) 

“In my home country, they refer you to the 

paediatrician easily “( Participant 25) 

“Another differences between services in KSA that 

we never receive letters from doctors or hospital, 

when you go home after birth you have to know 

what you need to go back to the doctor and remove 

your suture if C/S, and if normal for a check-up. 

Same for children vaccine time table” (Participant 

15). 

 

 

- Context of reception:  comprises 

governmental, societal, and communal 

levels. Government policies toward new 

immigrants include exclusion, passive 

acceptance, and active encouragement. 

Attitudes of the host society toward 

newcomers vary in terms of newcomers’ 

race, class, religion, language, and so on. 

The most immediate context of reception 

is immigrants’ ethnic community, which 

can vary from non- existence to existence 

and from working-class and peasant 

community to middle-class, professional, 

and entrepreneurial community ( Yang 

          “Here (Northern Ireland) when he/she asked me that 

question, I got anxious when he looked at me with 

the different facial expression and said why you are 

here? I felt that I did something wrong! ok this is 

the differences” (Participants 20) 

“She [ the nurse] said I know that your husband 

away I can help you, maybe I am lucky or they 

know my husband that is why the treatments are 

different because I heard others that have issues 

with the healthcare services”( Participant 14) 

“Look! When I first came here, I could not adapt to 

this life because of religious differences, especially 

wearing the hijab. People here refuse the idea of a 

veiled woman in the centre of Belfast, where I was 

harassed from the young teenagers but thank God, 
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and Hwang, 2016). 

 

 

 

 

 

 

 

everything is going well”(Participant 5) 

 “I had one but not for my child it was for one of 

my friends, her daughter has epileptic seizer and it 

was a second time for her. We went to the hospital 

for her but the nurses and doctor didn’t provide her 

with any medication or doing for her any test. They 

said to bring her back when she has the seizer for 

the third time. I felt shocked why not treating a 

child in that situation and not giving her anything 

just leave her. It was very hard for mum and she 

wasn’t able to speak and understand English I was 

translating for her”( Participant 13) 

2-  Predisposing factors:  predisposing factors 

may be defined as conditions that indicate a 

propensity for HSU. In this category, we include 

only individual-level variables pertinent to the 

predisposition or propensity for health service 

utilization. This includes general and immigrant 

specific factors 

General predisposing factors include 

demographic factors, socio-economic 

factors, health beliefs, and genetic 

factors.  

 

- Demo- graphic factors typically include 

“I am from Kuwait 30 years old, I have been in 

Belfast since 2014.  I have been married 13 years 

ago but we  didn’t have a chance to be a dad but 

hopefully, when my wife came here after a short 

time she became pregnant and now we have a 

baby”( Participant 1) 

“I am an Iranian woman  I am 37 years old.  I have 

been living in Belfast since 2015, I have 3 children” 

(Participant 3) 

“My name …..I am Kurdish dad from Iran 45 years 

old. I have a barbershop and I have 3 children” 

(Participant 4) 
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gender, age, race or ethnicity, and marital 

status (Andersen, 1968, 1995).  

 

 

“I am an Iranian dad 45 years old,  I have family 

and two kids. I have been in Northern Ireland since 

2014£ ( Participant 9) 

“I’m .......... from the Kingdom of Saudi Arabia and 

35 years old, particularly from Jeddah. ( Participant 

6) 

 

“I am a 21 years old mother,  I have 2 children and 

pregnant with the third baby( Participant 10) 

          " I am a mom 30 years old, from the Kingdom of 

Saudi Arabia. I have got three children, two 

daughters and a soon”  (Participant 11). 

 

           “I am from sultanate Oman and 35 years old, we 

came here for nearly 7 months accompany my 

husband for study purpose”. ( Participant 12) 

 

- Socioeconomic status ( education level, 

social class) Education is an indicator of 

social status. People with a higher level 

of education may be more likely to seek 

health, especially preventive health 

          “I tried private service because it was difficult to 

reach a specialist, and I went to Ulster clinic private 

directly to see the specialist, and when I was there 

he transfers us to the hospital, and the doctor was 

more experienced and we solved the problem in one 
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services, than those with a lower level of 

education because their knowledge of 

health and their resources enable them to 

treat health problems in a timely fashion 

and to prevent health problems from 

happening    

 

and half a month, but before we struggled for two 

months until we understand what is wrong. It was 

not very urgent, but she was a child and difficult to 

not know what is wrong with your child. I 

experienced differently, but I learned how the 

system works”(Participants 25) 

 

            “As a mum, I have my provision, I brought with me 

some medications such as Panadol or paracetamol.  

I didn’t bring antibiotics but I brought the cough 

and influenza treatment as I thought because the 

country is cold we might need them. We used them 

until the health card arrived and we visited the GP 

for childhood illness”(Participant 12) 

  

- Health beliefs such as attitudes, 

knowledge, and values concerning health 

and health services may affect how 

people perceive the need to seek health 

care and their health service utilization 

behaviour (Andersen, 1995; Rosenstock, 

1966).  

  

         “I never give my son any medication without a 

doctors permission. Some times I used herbal syrup 

or nasal drops”(Participant 14) 

          “I visited child healthcare services a month ago 

before going to the holiday, it was for my small one 

she had small eczema issue and it was a third time 

to go there and it was all heled but we wanted  to 

show here to the GP”(Participant 25) 

 

           “ let say for skin issue it is not urgent but you go to 

            the GP and they give you a cream or something and 
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go again and wait and they check and if you didn’t 

become good then send you to the specialist. I 

learned this after a while. The first time when I 

went to the GP because my daughter was tired. I 

didn’t saw any specialist and you cannot get to the 

specialist easily but here[Northern Ireland] no,  for 

example, my daughter when we went to the GP and 

he said it can be eczema or something and we tried 

different creams we go and tried and nothing 

happens and we go again. And we didn’t saw any 

specialist and after 2 months and I became very 

crazy, we couldn’t know what it is, so I tried private 

service because it was difficult to reach specialist, 

and I went to Ulster clinic private to see directly the 

specialist, and when I was there he transfers us to 

the hospital, and the doctor was more experienced 

and we solved the problem in one and a half month, 

but before we struggled for two months until we 

understand what is wrong. It was not very urgent, 

but she was a child and difficult to not know what is 

wrong with your child. I experienced differently, 

but I learned how the system works” (Participant 

25) 

         “It depends on the situation just a regular check-up 

nothing happens, but sometimes we face difficulties 

when unexpected health problems happen and we 

feel that the GP is not quite enough for that 

problem. I had bad and good experiences with the 

GP”( Participant 23 
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         “You will be sure about your child health, as a parent 

I don’t have any information about health problems 

when my child became sick. The healthcare staff 

are more knowledgable in this area”(Participant 29) 

- Genetic factors: genetic factors have 

increasingly been recognized as factors 

contributing to some diseases, which can 

influence the need for health services and 

HSU (Health & Martin, 1993; True et al., 

1997). Individuals who have a 

significantly higher probability of 

contracting certain diseases may be 

informed and urged to take preventative 

action for self- protection. If genetic data 

become available, they should be 

included in the category of predisposing 

factors. 

 

          There is no data about any specific illnesses and 

disease among the participant of this study.  

 

  

 

  

 

Specific factors: includes immigration status, 

assimilation and immigrant ethnic 

culture. 

- Immigration status is associated with 

rights, benefits, resources, psychological 

status, and therefore, health service 

utilization. The legal status is probably 

the most important status that affects the 

likelihood of immigrant health service 

utilization.  

        Study participants are legally present in Northern 

Ireland and this has been discussed previously.  
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- Assimilation: how well immigrants 

adapt to host culture and social systems 

including the health care system has an 

important impact on their health services 

utilization. The degree of their adaptation 

partly accounts for variations in their 

health services utilization. 

       “As I said I am a PhD student, married with two kids, I 

have my regular life with different responsibilities. 

Living in Northern Ireland is enjoyable.  It is quite 

easy to live in Belfast”(participant 22) 

       “To be honest, I was studying at an international house 

for English to improve my language, as we came to 

study also the weather and all area here is very nice 

it looks we came for holiday. Thank God”( 

participant 29) 

         “I adapted to the situation and able to do everything 

by my self, but to be honest they take too much care 

for children, if I compared with my home country, 

because I saw my nephews and how the staff treat 

them” ( Participant 24) 

          “Thank God, life is very nice here even I am away 

from my family, but the daily life and the system 

and the quality of life are good.  I feel 

comfort”(Participant 15) 

 

          “Everything good and I am housewife not working. 

We adapted to life here”( participant 19) 

        “I am a mother of a child I am studying a PhD at 

Queen’s University Belfast. This is my 3rd year in 

Northern Ireland. Living with my husband and my 

daughter. I was worked as a physician as preventive 
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health, my husband is also a doctor.  I am ok now I 

am studying it’s a little difficult, we should do 

everything by our self there is no close family 

living nearby. We are not using lots of things that 

present here. Yes, it is difficult to live far away 

from family and friends” ( participant 13) 

- Immigrant ethnic culture: immigrant 

ethnic cultures influence health services 

utilization because certain immigrant 

groups’ beliefs about health and illness 

and their treatments of diseases may be 

quite different from those of the host 

society ( Yang and Hwang, 2016) 

 

           “I hate to take them to the health centre, so  I am 

trying  to treat them at home, giving them 

antihistamine, paracetamol. Because even for viral 

infection said it will go by itself how?”( Participant 

21) 

       “In KSA, they dispense medicines such as antibiotics, 

medicines and everything I want. Here [Northern 

Ireland], they don't dispense anything in other 

words, they tell you to take paracetamol and you 

will be fine”( Participant 5) 

           “When you are there in GP, you will then hear the 

unpleasant news from the GP that your child is fine 

noting wrong,  no problem; everything is normal; 

give her something hot, or give her paracetamol” 

(Participant 19) 

3- Resources factors (Enabling factors): 
resources refer to the means that enable 

individuals to receive, and/or access to, 

health services. 

- Financial resources:  Income and ability 

to purchase health insurance are common 

           This also clarified previously as all most all 

participant paid their health surcharges with the visa 

application. 
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measures of financial resources  

 

 

         “Some times I asked my friends and relatives advice 

when they get sick”(Participant 14) 

 

- Social resources: are relationships 

through kin, friendship, and communities 

that grant or increase one’s access to 

health services. Social resources can be 

conceptualized as social capital that 

enables access to health care. Access to 

health services means that there must be 

the availability of health professionals 

and facilities in the community to provide 

needed services; it also means that 

individuals can choose a regular doctor or 

facility for medical care 

 

 

- Access to healthcare: Evidence suggests 

that having access to doctors and medical 

facilities is associated with a higher rate 

of health services utilization. The 

availability of trained interpreters is also 

part of resources critical for immigrant 

health services utilization( Yang and 

Hwang, 2016) 

 

“Here [NI] no they wait for the crises to happen 

then they take an action if the patient needs CPR or 

intubation they have to do it immediately not wait 

they want to give a body to respond. even for 

children but there in my home country, they are not 

waiting for a crisis they treat before crisis I had a 

situation for my kids”( Participant 20) 

“I think there are differences, the services in my 

home country it is easier to follow, the appointment 

it easier to get.”(Participant 23)  
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          “ The difference in my country you can go directly 

and knock the door and if they are free they can see 

you without a referral”( Participant 25) 

      “ In the Jordon, you can take an appointment easily and 

in a short time not like here”(Participant 26) 

“She [ the nurse] said why you are here? I went to 

take an appointment for my son, there was a lump 

in his neck, the receptionist said to go back home 

and call for an appointment? What? he has a serious 

issue why go home why I am here and you are not 

giving me the appointment? and it is urgently 

supposed to give me an appointment!”(Participant 

21) 

        “The nurse gave me the advice, and said, "What do 

you think if I advise you to go to speech therapy 

unit in Bradley Place? I agreed and told her that I 

would do so. She said that she would help me and 

she booked an appointment for me though she is 

working privately.  She told me that they bear all 

the costs for the child and took me to the clinic. She 

helped me understand that naturally if the child is 

bilingual, he needs longer to speak well. The 

smoothness of service was excellent”( Participant 

5) 

           “Last time my son had skin infection I took him to 

the GP and they said don’t bring him like this just 

call for an appointment. OK, you have different 
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rules but WHY when we registered first nobody 

told us this is our rules, you need to follow this and 

this? I know is different from our home country, if I 

sick in my home country I will go directly to the 

health centre and they will treat me the same day, 

but here [ Northern Ireland] you have to call and the 

doctor call you back and ask you a different 

question, sometimes you cannot describe your sign 

and symptom on the phone or cannot hear or 

understand some words, and then they give you an 

appointment a month later until that time you will 

recover and all sign and symptom disappeared”( 

Participant 21) 

 

           “I took my daughter to the Ulster hospital they were 

very friendly and nice people, all are trying to help 

you and support you. They provide my daughter 

with everything she needs and observe here until 

became well. They were like an angel around my 

daughter trying to make my child comfortable and 

not scare”( Participant 13) 

           “I went to Ulster Hospital and when I reached there 

I was shocked by the perfect and great organisation. 

They were kind, cooperative and willing to help.  

My son was crying and they provided toys for him 

in the room. They brought him an iPad, games, and 

a USB for watching videos. We, the parents, were 

served coffee and tea. I was surprised by their way 
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of dealing with the problem, it was the first time I 

had experienced such a difference. Now, If I want 

to go to the hospital, I will go to Ulster Hospital”( 

Participant 5) 

         “they responded and we got an appointment for a 

visit to the clinic.  Yes, and I went there on the 

appointment day. Thank God, they responded and 

brought us an interpreter "(Participant 11) 

        “They provided a female interpreter for us. The 

interpreter provided good communication between 

us”(Participant 11) 

- Specific factors include:   home land-

based social and financial resources, 

transnational access to healthcare 

- Home land-based social and financial 

resources: unlike natives whose 

resources are normally constrained within 

their country, some wealthy immigrants 

bring in financial resources from their 

country of origin to the host country 

(Yan, 2014). The foreign source of 

money can increase their chance of health 

service utilization. 
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- Transnational Access to healthcare: 

immigrant access to health services is 

more transnational and flexible; they can 

choose between the home country and the 

host country for services, contingent 

upon the price and quality of health 

services (Bergmark et al., 2010). They 

can also use traditional medicine. 

 

         “We still have contact with our GP in Jordon when 

going back visiting him, last time we took 3months 

in Jordon and  

          we needed to have contact with them because they 

know more about them”( Participant 11) 

        “I had bad and good experiences with the GP. One of 

the bad experiences, they do everything for me as 

they did, but when I consult a specialist in Jordon 

they said it is a bad way treating a burn when I 

followed the instruction it burned more and 

more”(Participant 23) 

4- Need for healthcare services:  The concept 

of the need for health care is self-

explanatory. Without a doubt, health 

service utilization depends most directly 

on needs for such services or health 

conditions. This includes general factors 

and immigrant specific factors. 

  General factors: include self-reported health 

and evaluated health.   

- Self-reported health: self-rated health 

reflects the self-assessment of an 

individual’s health in terms of feelings, 

symptoms, and informal evaluation and is 

a consistent and strong predictor for 

           “My children, they suffer from the same thing. They 

have like dermatitis, you know, it is like at the cold 

weather…Especially that itching increases 

redness.”( Participant 6) 

          “My eldest son has a high level of thyroxin hormone 

(goitre) and they didn’t do anything for him. And 

my other two boys have tonsillitis and their ear 

closed and they are in the waiting list for 3 years 

without doing anything to them”(Participant 3) 
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health care- seeking activities, 

medication use, and health service 

utilization.  

 

- Evaluated health:  Immigrants who 

have a better health status, either self-

assessed or professionally evaluated, are 

less likely to use health services than 

those who have a worse health status, 

simply because they have a lower level of 

need to health service utilization. 

 

       “I am trying to not visit GP quite often as I am taking 

care of him and giving him a good and healthy 

diet”(Participant 15) 

          “It was a bad situation especially my son had a 

toothache, and the GP gives us only paracetamol 

just to relieve the pain for nearly two months. ” ( 

Participant 21) 

- Specific factors 

- Immigrant-specific health need/ 

conditions: Immigrants have some 

special needs for certain types of health 

problems because of disease prevalence 

and health environment in the country of 

origin. 

          There are no data that support this category, as this 

study participant attended child healthcare services 

with their healthy children and accessed primary 

healthcare services.  

           None of the participants and their children has a 

specific type of disease related to their home 

country.  

  


