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Abstract

The European Union has seen a marked rise in immigration over the last
decade. The study aims to describe the nature of health problems for which
immigrant women most often seek medical help and explore their health
system/healthcare professional experiences and their perception of the level
of integration of culture in the care delivered. A mixed methods research
design was used. The quantitative part included 52 immigrant women hos-
pitalised in a single Slovenian hospital for female diseases and obstetrics
between March and September 2018. The data were collected using a semi-
structured questionnaire. The qualitative part was based on a descriptive-
interpretative approach which encompassed a purposive sample of five im-
migrant women with experience of the Slovenian healthcare system. The
data were gathered in 2018 with a semi-structured, one-to-one interview.
Immigrant women most often sought help in a healthcare institution due
to gynaecological problems, fever/infectious diseases and injuries. One of
the greatest problems affecting the quality of medical treatment in every-
day clinical practice perceived by the immigrant women was the language
barrier and gender issues, especially concerning the provider. The integra-
tion of cultural concepts into healthcare should occur on systemic and op-
erative levels.

1. Introduction

Migration is increasing around the world. People move to high-in-
come countries for a variety of reasons. Individuals usually emigrate
to improve their socio-economic status (labour migration), for study
reasons or to seek family reunification, although a significant share of
them are also forced to migrate due to war, human rights violations or
persecution.1 In the last decade, the European Union (EU) has con-
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fronted a significant rise in immigration from outside the continent,
leading to a growing ethnically diverse population in many EU mem-
ber states. Data for 2015 indicate that approximately 54 million im-
migrants are living in the EU, making up almost 10.4% of the total
population.2 While it is generally believed that the majority of immi-
grants are male, data for 2018 show that women account for around
46.0% of international migrants in EU-27 member states,3 showing
that the migration of women is an important element of international
migration.

There is a general consensus that migrant women are a particu-
larly vulnerable group that should be guaranteed early access to the
healthcare system.4 However, unequal access to health services be-
tween migrant women and the host population are reported around
the globe.5 The literature6 shows that migrant women face delayed
access to screening (e.g. mammograms and cervical cancer screening),
treatment and care (regular check-ups to help prevent, detect and
treat diseases like heart disease, cancer and diabetes), have limited
access to family planning (contraception and pregnancy termination)
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and are at greater risk of sexually transmitted infections. The reasons
for these health inequalities between migrant women and the host
population are multifactorial and hence quite complex. The main rea-
sons for such inequalities are identified as language barriers and gen-
eral communication problems between healthcare professionals and
patients, lower health literacy, the low multicultural competence of
healthcare providers, negative attitudes and low trust between health-
care professionals and patients, higher socio-economic stressors
among migrant women/minority groups, difficulties in providing
care for undocumented migrants, and issues arising during hospitali-
sation.7

Research on migrant women’s experiences continues to show
that healthcare providers lack awareness of such women’s existence
while the expectations between women and healthcare professionals
are often uneven due to differences in culture.8 Recognising the fac-
tors that might contribute to inequalities in the way migrant women
are treated may help healthcare professionals in their efforts to make
sure that women receive culturally appropriate care.9 Culturally com-
petent care is defined as a patient-centred approach that respects the
diversity in the patient population and the cultural factors able to
influence health and healthcare, such as language, beliefs, values, at-
titudes and behaviour.10 Health systems that do not address cultural
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diversity within healthcare institutions find it hard to provide cultu-
rally appropriate and congruent care.

The study aims to describe the nature of the health problems for
which immigrant women most often seek medical help while explor-
ing their health system and healthcare professional experiences to-
gether with their view on the level of integration of culture into the
care delivered.

2. Methods

A mixed methods research design was used. This research approach
requires a purposeful mixing of methods in data collection, data ana-
lysis and interpretation of the evidence. Mixed methods research ex-
ploits the potential strengths of both qualitative and quantitative
methods and allows researchers to explore the different perspectives
and relationships that exist between the complicated layers of the
multiple research questions. This approach is often used in healthcare
these days due to the internationally growing complexity of health-
care delivery.11

The quantitative part is based on a survey comprising a conveni-
ence sample of 52 migrant women hospitalised in one Slovenian hos-
pital for female diseases and obstetrics betweenMarch and September
2018. Only adult migrant women over the age of 18 were included in
the survey, and participation in the study was voluntary. Data were
collected by means of a semi-structured questionnaire developed by
the University of Trieste in collaboration with Burlo Garofolo Paedia-
tric Institute. The Italian version of the questionnaire was translated
into Slovenian and adapted to the Slovenian cultural context by a
panel of experts in the field of health and sociology, and coordinated
with the existing health system in the Republic of Slovenia. In addi-
tion to the socio-demographic part, the questionnaire contained 69
items concerning the social integration of migrant women in the
host country and their sexual and reproductive health. Relevant is-
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sues were analysed only for the purposes of this paper. The partici-
pants’ confidentiality and anonymity were guaranteed and main-
tained during the completion and return of the questionnaire. All
participants were informed about the objectives, guidelines and study
methods. The quantitative data were analysed using univariate de-
scriptive statistics. The data were processed and analysed using SPSS
version 23 (SPSS Inc., Chicago, IL, USA). For topics where open ques-
tions were used, the respective word units were ranked and presented
according to the frequency of their occurrence.

The qualitative part was based on a descriptive-interpretative ap-
proach which included a purposive sample of five immigrant women
with experience with the Slovenian healthcare system. Qualitative
descriptive designs tend to be methodologically eclectic and based on
the general premises of constructivist inquiry.12 Interpretativeness in
this approach requires integrity of purpose from an actual goal in
practice and therefore seeks to generate new insights able to help
shape applications of qualitative evidence to practice.13 The data were
gathered in spring 2018 with a semi-structured, one-to-one inter-
view. The interviews lasted 30 minutes on average and were con-
ducted at the women’s homes on invitation. All women were in-
formed about the study’s purposes and signed an informed consent.
The qualitative data were analysed using the method of content ana-
lysis.14

The study was performed as part of the European Union funded
project Interreg V-A Italy-Slovenia 2014–2020 »Cross border net-
work for migrant women: social integration, sexual and reproductive
health – INTEGRA« and focused on various aspects of migrant wo-
men’s lives. Within this project, the data collected was analysed from
different perspectives and the findings in this book chapter are pre-
senting one of this perspective. The funding source had no role in the:
study design; collection, analysis and interpretation of data; writing
of the manuscript; and decision to submit the manuscript for publica-
tion. The study was approved by the National Medical Ethics Com-
mittee (26. 10.2017; No. 0120–544/2017/7).
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3. Findings

3.1 Quantitative study findings

The convenience sample included 52 migrant women. The partici-
pants’ average age was 32.46 years (SD=8.06). Most participants
(n=32; 61.5%) had immigrated to Slovenia between 2014 and 2018.
The average duration of their stay in Slovenia was 4.16 years
(SD=7.25). Most of the migrant women included in the study come
from the former republics of Yugoslavia (n=36; 69.2%) or Russia
(n=11; 21.2%) and are members of the Orthodox Church (n=26;
50%) or Islam (n=19; 36.5%). With regard to their current employ-
ment status in Slovenia, 28 respondents (53.8%) said they were un-
employed or running a household and being at home; 24 (46.1%)
said they had a job. The majority of migrant women (n=44; 84.6%)
had completed at least upper secondary education or more. The main
reason for moving to Slovenia was the desire to join a family member
already living in Slovenia (n=29; 55.8%). A similar proportion indi-
cated marriage (n=10; 19.2%) or work (n=11; 21.2%). Participants
were also asked whether they spoke the Slovenian language. More
than 50% do not speak Slovenian or speak it only a little.

The respondents named cardiovascular diseases such as arterial
hypertension, acute myocardial infarction, angina pectoris, etc.
(n=33) and diabetes (n=15) as the most common family diseases.
Other family diseases cited by migrant women were diseases of the
thyroid gland (n=7), liver disease (n=6), stroke (n=4) and cancer
(n=4). Since having arrived in Slovenia, the health status of the ma-
jority of respondents (n=38) had not changed, although seven parti-
cipants stated their health status had improved and four that the
number of diseases had decreased. They most frequently sought
help in a health facility for gynaecological problems (n=20), fever/
infectious diseases (n=12) and injuries (n=10). Fifteen respondents
(28.8%) had experienced one or more abortions in the past. The latter
mostly come from less developed republics of former Yugoslavia such
as Kosovo (n=3), Bosnia and Herzegovina (n=3) and North Macedo-
nia (n=4), as well as from Russia (n=3).

The participants were asked whether they had encountered any
difficulties in society by virtue of belonging to a different ethnic
group. Eleven respondents (21.1%) answered this open question in
the affirmative, with most mentioning communication problems due
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to their poor language skills (n=6) and, as a result, difficulties in in-
tegrating into everyday social life (e. g. socialising with neighbours).
However, three respondents reported problems with finding work and
two stressed they had encountered disrespectful behaviour in admin-
istrative offices.

Most respondents (n=51) stated they had not been subjected to
any form of discrimination or violence in a healthcare institution;
only one indicated she encountered less tolerance towards those who
did not speak Slovenian properly. The biggest obstacle when in con-
tact with a healthcare provider was the »language barrier« (n=32), but
they also noted the »time constraints when dealing with foreigners«
and »lack of knowledge of other cultures«. A large share of respon-
dents (n=39.75%) believed that interpreters/translators would be a
possible solution for bridging communication problems in clinical
settings. Another suggestion for improving communication between
healthcare professionals/institutions and patients from other coun-
tries is to provide more healthcare professionals who either speak
other languages or even come from other countries/cultures, as well
as leaflets, brochures and instructions for foreign patients in different
languages.

3.2 Qualitative study findings

The purposive sample included five women. The average age of the
respondents was 34.6 years. Their education level was relatively low:
three had completed elementary school, one vocational and one sec-
ondary school. Three women were nationals from North Macedonia,
one migrated from Bosnia and Herzegovina, and one from Kosovo.
Two of the respondents migrated to Slovenia because of marriage and
three to re-join their husband who was a working migrant in Slove-
nia. Three women had two children and two women three. Their
average age upon their first child was 18.6 years. All of the respon-
dents included in the qualitative study had lived in Slovenia for over
10 years; three in the rural and two in urban parts. All of the women
declared themselves to be Muslim.

The results of the content analysis, which was focused on »social
diversity«, »access to healthcare« and »minority groups«, yielded two
themes: (1) ensuring respectful care; and (2) culture affects access to
healthcare.
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The first theme of »respectful care« represents the respondents’
perception that they had received appropriate care and were satisfied
with the understanding shown by most of the healthcare profes-
sionals they had encountered. Besides pointing out the qualities of
the health system in Slovenia compared to their home country, other
aspects were also put in the forefront:

»I’m very satisfied with the system here. When you get your turn, you
receive care that you need. You always get your answers and things are
explained to you.«

»The health system is ›free‹ and this means a greater chance of health
for you.«

One respondent who takes care of her two children, now both adults
with intellectual disabilities, described her experience with the health
system upon arriving in Slovenia. She described the understanding
displayed by healthcare professionals, also informing her of her
rights and access to health and social security possibilities for her
family and herself.

»There was that doctor, I cannot remember her name. She informed me
so much about the things (diapers, wheelchair, hospital bed) I need for
my two children and how to get them. This really improved my chil-
dren’s quality of life. […] When you arrive and you are new here, you
do not know how to get things or access the health system. I’m per-
fectly aware that my children would have a different quality of life in
Macedonia than here (Slovenia).«

She also described the role of the community nurse upon arriving in
Slovenia, who not only assisted with accessing the health system or
»bringing the health system to them«, but also helped them become
more included in the community.

»At the beginning, the children had nothing. They were at home. But
then the community nurse came to us because she found out that we
have two children with intellectual disabilities and asked me if I would
accept her help. I answered that I would do so gladly. She suggested that
it wouldn’t be good that the children are at home all the time and that
they need to be included in different development programmes in spe-
cialised institutions. And so both of them did. This helped them both a
lot. She draws, reads, uses a mobile.«

The second theme »culture affects access to healthcare« is even more
revealing. It emphasises the need for healthcare professionals to de-
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velop cultural competences and to empower them with cultural
knowledge and skills, and for developing strategies to tackle cultural
issues that limit access to healthcare due to patriarchy and gender
issues. All of the women described how the gender of a healthcare
professional is an important factor for accessing the health system,
especially when the reasons involve gynaecology or obstetrics.

»The gender of a practitioner is important. If you really need to see a
doctor, you go to a male doctor if there is no other choice.«

»Gender is an important factor. When I first arrived, I had a male doc-
tor and I was so embarrassed, because of the exam. Afterwards, I found
a female doctor, because in our culture a male doctor cannot touch you.
I feel better with this doctor.«

One woman described an »offensive« experience, even though her
own perception of it was different:

»I had an older doctor. He was around 70 years. […] Two years ago, I
had the feeling that something wasn’t right here (showing her breasts)
and I didn’t want to go to the doctors. It was hard but finally I went. He
mentioned to me that he sees that I’m embarrassed but that he is just
doing his work. Then he said to take my shirt off. Then also my under-
shirt. At the end, he said he has to undress me like an onion (laughs).
[…] After this experience, my son changed the doctor and chose a fe-
male doctor.«

On that note, access to healthcare seems to be affected even before a
woman enters the healthcare arena. Culturally-rooted gender issues
and strong patriarchy, even if at first glance they do not seem very
present, still shape women’s access to healthcare. Each of the respon-
dents confessed that they turn to a husband or another family mem-
ber (most often mother-in-law) before going to see a doctor: »First I
turn to a family member, then I go to the doctor.«

This was noticeable in another interview topic where one woman
stated:

»Concerning men as the authority in the family […] it is a bit strict.
Well, not that strict, but it is polite to notify your husband before tak-
ing on a survey or doing an interview. A woman has to ask her hus-
band, but it is her choice whether to participate or not.«

It may be concluded that the same principal applies when health is-
sues emerge and women need medical assistance. In this context, the
husband’s presence during the examination is described in two cases
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that, despite being ethically questionable and causing a great dilemma
for healthcare professionals in delivering care, is also a matter to be
considered in terms of health system access. Refusing a husband
might mean negative health outcomes for the woman or unwilling
exclusion from the health system, e.g. cancer screening.

4. Discussion

The study shows the respondent migrant women had not often ex-
perienced any form of discrimination or violence in the health sys-
tem. Moreover, they found the care provided to be adequate, pointing
out the high quality of the healthcare system in Slovenia. The main
difficulty they encountered in the clinical environment when in con-
tact with healthcare staff was the language barrier. Therefore, intro-
ducing interpreters/translators could be a possible way to overcome
the communication problems. However, the content analysis also re-
vealed the need for healthcare professionals to develop additional cul-
tural knowledge and skills.

In the 1990s, Slovenia was confronted with a major wave of mi-
gration due to the war in the Balkan region. At that time, refugees
mainly from Bosnia and Herzegovina and Kosovo applied for asylum.
Although up until recently Slovenia was mostly not the final destina-
tion for those coming to Europe from other continents for various
reasons, the situation has changed somewhat in the last few years. In
fact over the past decade, Slovenia, like other EU member states, has
been under pressure due to the migration flows resulting from the
conflicts in the Middle East and Africa.15 This growing cultural diver-
sity means that not only society but also the healthcare system is
facing increasing challenges. The migrant population often has differ-
ent habits, traditions and healthcare needs and therefore requires a
different approach to medical treatment. Some studies suggest that
migrants face various problems in the healthcare system in Slovenia,
among which language barriers and healthcare professionals’ lacking
intercultural skills are the biggest problems.16
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Language barriers make it difficult for women to find adequate
care and understand health information.17 Successful communication
between migrants and healthcare professionals is essential and signif-
icantly impacts outcomes and health service delivery. Schmidt et al.18
found that language barriers increase migrant women’s insecurity
and fear of using healthcare services and thus limit their access to
healthcare facilities. This can delay or even prevent a visit to a specia-
list and lead to numerous misunderstandings or even traumatic ex-
periences in the medical environment. Healthcare facilities in Slove-
nia are still reacting slowly to the presence of an ever more diverse
population. In fact, the Slovenian health system does not have effec-
tive systemic solutions in place to overcome the language barrier in
the clinical environment.19 From a linguistic point of view, the Slove-
nian healthcare system may be characterised for its pronounced
monolingualism. Indeed, interpreters/translators are not systemati-
cally regulated in the healthcare system in Slovenia. Moreover, bro-
chures, instructions or various forms, e. g. informed consent, referrals
to specialist medical examinations, in different languages other than
Slovenian are rarely found. When migrant women do not speak Slo-
venian, their husband, relative or friend from the ethnic community
is often involved in resolving the communication barriers with the
health worker.20 Although these ad hoc interpreters are often the
sole solution available in the current situation, they might interpret
inaccurately, omit or add information and thus contribute to many
errors and misunderstandings in the clinical environment or fail to
respect the confidentiality of data.21 Policymakers are not the only
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ones who should address the language barrier. At the operational le-
vel, health institutions should also more carefully address the pro-
blem by reviewing current practices and translating some health pro-
motion/health education materials into different languages according
to the actual demographic structure of migrants in the country. In this
context, few projects have been carried out in Slovenia to translate
some health materials into various languages, e. g. Albanian, Arabic,
Russian, Turkish etc., and these are mainly disseminated through
websites.22

Almost all study participants reported that they did not feel dis-
criminated against by healthcare professionals; they also emphasised
that they found the health system in Slovenia to be good. However,
the results of the qualitative part of the study reveal a need to develop
strategies to address the cultural problems that are hindering migrant
women’s access to health services as a result of patriarchy and gender
issues. Culturally defined gender roles in conjunction with patriar-
chal values can have an impact on a woman’s health.23 Healthcare
professionals must strive to provide culturally appropriate or congru-
ent care, for which cross-cultural competencies are essential. The con-
cept of intercultural competences underlines the importance of taking
into account the linguistic, cultural and religious specificities of mi-
grants who are treated in the health system.24 Yet, recent studies
show that many women still have negative experiences in the clinical
setting due to the inadequate cultural competence of healthcare pro-
viders.25 Indeed, some prejudices and stereotypes still exist in the
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healthcare environment. In the past, no specific training was given in
either formal studies or professional careers to prepare healthcare
professionals for work in a culturally and ethnically diverse health-
care environment.26 In the light of the demographic change and grow-
ing cultural diversity seen in the EU, healthcare professionals are be-
coming ever more aware of the need to acquire the necessary
knowledge and skills in cultural competence because culturally com-
petent care ensures patient satisfaction and thus leads to better health
outcomes for a culturally diverse population.27 In Slovenia, certain
recent project-based initiatives have tried to fill this gap, e. g. by orga-
nising training courses on the cultural competence of healthcare pro-
fessionals.28 Educational institutions that train healthcare profes-
sionals are also becoming increasingly cognisant of the need to
include transcultural content in their formal curricula at all levels of
study.29

Several limitations of this study should be considered. In the
quantitative part, we used a relatively small convenience sample. In
addition, the quantitative and qualitative parts only included migrant
women treated in a single regional maternity hospital in Slovenia.
Caution should therefore be exercised when generalising the results
of the study. Moreover, in qualitative research both the data and the
conceptualised results are vulnerable to subjectivity. However, the
mixed methods approach allows for more in-depth analysis with the
possibility of combining the evidence in different ways, as dictated by
the purpose of the study and the subject matter.30 Most of the migrant
women included in our study had a stable socio-economic back-
ground. Future studies should include newly arrived women with
irregular status and different backgrounds, e. g. refugees, given that

119

Improving the quality of care for a culturally diverse population

26 Čebron Lipovec, Bombač, Kocijančič Pokorn, Lučovnik: Monoligual Health
(Note 9).
27 Ruth W. Gallagher, Joshua R. Polanin: A Meta-Analysis of Educational Interven-
tions Designed to Enhance Cultural Competence in Professional Nurses and Nursing
Students. In: Nurse Education Today 35 (2015), pp. 333–340.
28 Čebron Lipovec, Bombač, Kocijančič Pokorn, Lučovnik: Monoligual Health
(Note 9).
29 Mirko Prosen: Developing Cross-Cultural Competences. In: Obzornik Zdravstvene
Nege 52 (2018), pp. 76–80.
30 Rashmita S. Mistry, Elizabeth S. White, Kirby A. Chow, Katherine M. Griffin,
Lindsey Nenadal: A Mixed Methods Approach to Equity and Justice Research: In-
sights from Research on Children’s Reasoning About Economic Inequality. In: Ad-
vances in Child Developmed-nt and Behavior 50 (2016), pp. 209–236.

https://doi.org/10.5771/9783495999561-107 https://www.inlibra.com/de/agb - Open Access - 

https://doi.org/10.5771/9783495999561-107
https://www.inlibra.com/de/agb
https://creativecommons.org/licenses/by-nc-nd/4.0/


Alber 99955 / p. 120 /17.5.2022

experiences in this group with the healthcare system and healthcare
professionals may vary.

5. Conclusion

Healthcare professionals have an important role to play in recognis-
ing the health inequalities and different needs of migrant women
arising from their cultural and religious background. However,
healthcare professionals also have an obligation to prevent and fight
health inequalities, and to strive to ensure access to high-quality, safe,
integrated, effective and women-centred healthcare. In the study, mi-
grant women emphasised that language barriers and gender issues,
particularly in relation to the healthcare provider, largely influence
the quality of their medical treatment in everyday clinical practice.
This finding underlines the need to adopt a socio-ecological approach
at all levels of healthcare in order to improve the quality of care pro-
vided and avoid exclusion. Furthemore, given the relatively rapid
changes in society, it is crucial that both the systemic and the opera-
tional levels of healthcare be adapted to the currently expressed needs
of patients entering the health system. It is clear that the problem of
health inequalities needs to be addressed in the context of health pol-
icy, which must be more responsive to the needs of migrants in gen-
eral or other minority groups who have access to the health system.
In addition, the lack of appropriate guidelines for clinicians and solu-
tions to address the problems that typically cause health inequalities
is evident.

In the future, we need to focus on improving research to better
understand the phenomena of social integration and social equity
within the health system, making health and social services more
gender-sensitive, raising self-awareness and finding other ways to
stimulate the development of cultural competences. The latter gives
healthcare professionals a sense of self-empowerment, provides pa-
tients with a sense of equality and healthcare organisations a confir-
mation of the level of quality of care provided. Ultimately, they are
also a reflection of social values and societal attitude towards those
who must not remain invisible.
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