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Summary

Objectives: To explore the issues of pregnancy and delivery in 

migrant women in their interaction with the Swiss healthcare 

system. 

Methods: Focus groups were conducted with women of the 

Turkish and Portuguese communities. Swiss women were in-

cluded as the reference group. Interpreters were used when 

needed. Group discussions were recorded and transcribed; all 

communications were categorized by specifi c themes and sub-

divided as to content. 

Results: Eight focus groups were held: there were a total of 40 

participants including 14 Turkish, 17 Portuguese, 9 Swiss. The 

study revealed that migrant women in Switzerland face stress-

ful situations, which may differ according to nationality and 

length of stay in the country. Main factors negatively affect-

ing pregnancy were stress due to precarious living conditions, 

heavy work during pregnancy, inadequate communication 

with healthcare providers, and feelings of racism and discrimi-

nation in society. 

Conclusions: Main fi ndings of this qualitative study confi rm 

that migrant communities need focused health attention be-

cause of numerous barriers to healthcare experienced in Swit-

zerland. Improving the reproductive health of the migrant 

community is a priority that can be addressed by public health 

interventions, including integration of migrants into the so-

ciety, strict observance of labor regulations, improved com-

munication with healthcare providers, and better information 

targeting migrant communities. 

Keywords: Migration – Reproductive health – Switzerland – Qualitative 
study.

Differences in pregnancy outcomes according to the moth-
er’s nationality have been noted in Switzerland for a long 
time. Lehmann (1990) reported that infant mortality in the 
early 1980s was higher for specifi c migrant groups than for 
Swiss nationals. In particular, nationals from Turkey and 
from “other groups”, a category including Portuguese and 
Yugoslavs, had a much higher perinatal and infant mortal-
ity than Swiss nationals, while rates similar to those of the 
native population were reported for Spaniards, Italians and 
Northern Europeans. These differences were attributed to the 
recent immigration of the former groups which constituted a 
new industrial proletariat with more precarious working and 
living conditions, while the groups with a history of longer 
immigration as Spaniards and Italians had reached a better 
social situation. A recent analysis of the period 1987–2001 
showed an overall trend towards the improvement of infant 
mortality indicators in Switzerland, while a gap still remained 
for specifi c nationalities. The analysis showed that Spanish, 
Portuguese and Yugoslav women have similar rates compared 
with Swiss nationals, while Turkish, Sri Lankan and African 
women fared worse than the native population; the rate for 
Italians was somewhat in between (Bollini & Wanner 2006).
The risk factors for poor pregnancy outcomes are multifac-
torial. They include biological factors (age, parity, maternal 
height and weight, maternal morbidity), behavioural factors 
(caloric intake, alcohol and cigarette smoking), socioeconomic 
status, and environmental variables (social support and stress) 
(Oakley 1985; Berkowitz & Papiernik 1993). In addition, ac-
cess to effective health services and their appropriate utiliza-
tion may affect pregnancy outcomes, especially concerning 
perinatal and neonatal mortality (Whitehead & Drever 1999). 
Migrant communities may be in the highest risk group – not 
only because they usually belong to the lowest socioeconomic 
strata of the receiving society, but also because of inadequate 
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access to and utilization of healthcare; reasons for these short-
comings are linguistic and cultural as well as administrative 
and political problems linked to the issuance of the residence 
permit in the receiving country (Bollini 1995). In Switzer-
land, despite the large proportion of persons of foreign origin, 
(now almost 28 % of the population (Wanner 2004)), causes 
for the poorer reproductive health of selected migrant groups 
have not been elucidated, and no information is available on 
the antenatal care they receive (Bollini and Wanner 2006). In 
contrast, in other European countries, issues concerning ma-
ternal and child health status of foreign communities are more 
closely monitored (Oldenburg et al. 1997; Rasmussen et al. 
1995; Davey Smith et al. 2000; Stoltenberg & Magnus 1995; 
van Enk et al. 1998; Balarajan & Botting 1989) Recently, 
problems of access to care have been identifi ed especially for 
illegal migrants in Switzerland (Achermann & Chimienti, in 
press), and the responsibility for lowering cultural and lin-
guistic barriers for pregnant women has been addressed by 
a large non-governmental organization, the International As-
sociation for Maternal and Neonatal Health, as well as by 
several groups in large towns and hospitals (International 
Association for Maternal and Neonatal Health IAMANEH 
2004). Since no systematic information is yet available on 
these specifi c barriers to healthcare possibly experienced by 
migrant women in Switzerland, this qualitative study was set 
up to explore the interaction between migrant women and the 
healthcare system concerning reproductive health issues, in 
particular the pregnancy experience in Switzerland. The re-
sults of this qualitative research will provide useful insights 
to design further quantitative studies exploring access to care 
for migrant women.

Methods

Two migrant communities, Portuguese and Turkish, have 
been chosen because they are large in Switzerland, and ac-
cording to the most recent analysis, they show different preg-
nancy outcomes, more favourable for the Portuguese commu-
nity than the Turkish (Bollini & Wanner 2006; Wanner 2001). 
For two reasons we decided to look closely at, as a reference 
group, the experiences and beliefs of a group of Swiss wom-
en: for one, to better understand the cultural values and beliefs 
which have informed the development of reproductive health 
services in the country; and second, to clarify factors which 
are common to all women across nationalities. 
The study was conducted employing the technique of focus 
groups, particularly valuable for understanding individuals’ 
and groups’ subjective experiences of health and disease and 
other sensitive issues (Fossey et al. 2002; Bender et al. 2001). 
We recruited a convenience sample of women from each na-

tionality who had at least one pregnancy in Switzerland. To 
brighten the contrast between migrant and native groups, the 
latter consisted of Swiss nationals, excluding fi rst generation 
migrants who obtained citizenship. For migrant communities, 
we excluded women born in Switzerland (second generation 
migrants), as well as those married to (or living with) a Swiss 
national, a condition that usually eases the access to and utili-
zation of health services. We recruited the participants on the 
recommendation and advice of local associations, following 
the experience of previous studies. 
Each focus group lasted about three hours and was conducted 
by two female researchers with previous experience of quali-
tative studies with migrant communities. Although we were 
aware of the multiple hypothetical risk factors for pregnant 
migrant women, for practical purposes we concentrated the 
discussion on their beliefs about factors infl uencing pregnan-
cy, and on access to healthcare services. Three main aspects 
were covered:
–  factors which infl uence pregnancy and the well-being of 

the mother and the baby, including cultural, environmen-
tal, family, lifestyle aspects and socio economic circum-
stances;

–  access to, utilization of, and satisfaction with health serv-
ices in Switzerland, both in the prenatal and postnatal peri-
ods; and

–  suggestions for improvement of the present situation, if 
necessary, concerning healthcare delivery and other as-
pects that members of the groups considered relevant.

A short list of the themes to be discussed was provided to 
the participants at the beginning of each focus group (Appen-
dix 1). Sessions with the Turkish women took place with the 
help of a female Turkish translator, while translation was not 
necessary for women from the Portuguese community, who 
generally spoke French fl uently after some years of residence. 
Two groups met in French-speaking Switzerland (La Chaux-
de-Fonds), 2 in German-speaking regions (Bern and Zurich), 
and 4 in a bilingual region (Fribourg), according to the pattern 
of Portuguese and Turkish migration to Switzerland. At the 
beginning of each focus group, we asked participants whether 
they agreed to tape record the session, ensuring full confi den-
tiality of the results. Furthermore, we asked each participant 
anonymously to fi ll out a form, translated in the participant’s 
mother tongue, with basic socio-demographic information. A 
small compensation was offered to all participants to cover 
transport expenses.
Discussions held during the groups were transcribed in full 
for detailed analysis. Field notes contributed to the interpreta-
tion of particular aspects of the discussion. After reading a 
number of transcripts, two of the authors identifi ed and coded 
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each statement. Eleven specifi c themes were identifi ed after 
considering and evaluating common statements: 
1) Factors associated with a good pregnancy outcomes; 2) 
Risk factors for pregnancy outcomes; 3) Follow-up during 
pregnancy; 4) Experience with the healthcare system dur-
ing delivery; 5) Follow-up in the fi rst months after delivery; 
6) Organisation of care; 7) Communication with health per-
sonnel; 8) Social, economic and administrative problems; 9) 
Suggestions to improve the current situation; 10) Comments 
about migrant women (only for Swiss participants); and 11) 
Comments about life in Switzerland (only for migrant wom-
en). Within each of the 11 themes, we identifi ed and coded 
various contents. As an example, the theme “Communication 
with health personnel” encompassed the following content: 
lack of problems, presence of language barriers, inadequate 
understanding of details, translation by friends and acquaint-
ances, etc.

Results

The 8 focus groups included the participation of 40 women: 
14 Turkish, 17 Portuguese, and 9 Swiss. The main sociode-
mographic characteristics are summarized in Table 1. Com-

pared to Swiss women, migrants were less educated, more 
frequently housewives (Turkish women) and held unskilled 
manual jobs. Turkish women tended to have the largest fami-
lies of all. Most migrant women had been residing in Swit-
zerland for a long time and were permanent residents. While 
5 of the 14 Turkish women had entered Switzerland seeking 
asylum, only one remained an asylum seeker at the time of the 
focus group. We will report below the essential features of the 
group discussion by nationality.

Turkish women

Turkish women who participated in our groups believed that 
the most important factor leading to a good pregnancy out-
come was the moral support of the family, followed by shar-
ing of experience and receiving advice from many persons in 
the community. The latter factor correlated with the experi-
ence of loneliness in Switzerland, where the feeling of com-
munity seemed commonly lost. The themes of loneliness and 
nostalgia spontaneously arose during the group discussions: 

“Certainly we experience some problems during pregnancy 
and at delivery also in Turkey, but the intensity is different, 

 Switzerland Turkey Portugal

Age
<30 –  2  1
31–50 9  9 15
>50 –  3  1

Education
Primary school or less –  6  4
Secondary school 1  3  9
Professional training –  2  4
University or equivalent diploma 8  3  –

Current occupation
Housewife 1  7  1
Unskilled manual work –  5 13
Clerical work –  1  3
Professionals  8  1  –

Marital status
Single 3  1  –
Married 5 10 15
Separated/divorced 1  3  2

No. of children
1 5  3  3
2 2  5 11
>2 2  6  3

Length of stay in Switzerland
<5 years –  2  –
5–14 years –  6  3
>14 years –  6 14

Type of residence permit
Permanent resident  – 12 16
Yearly resident permit –  1  1
Asylum seeker –  1  –

Table 1 Main socio-demographic 
characteristics of the participants
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because in Turkey we are supported by other people and here 
we are alone.” 

The main risk factor for a poor pregnancy outcome was con-
sidered stress at work, or performing a job too burdensome 
for their condition, both outside and inside the home. Stresses 
at work included the decision to abort due to fear of losing 
one’s job, or being fi red when their pregnancy was found out 
by their employer.

“The thought of getting pregnant in Switzerland makes us 
tired, stressed and afraid, because since we are foreigners 
we are worried to announce it to our employer and to be 
fi red. (…) When I got pregnant, after 2 months I was in a 
new job, and not having right to unemployment benefi ts, I 
aborted because I was afraid to lose my job. Now a Swiss 
friend of mine is pregnant, she announced it to her employer 
who congratulated her, but we foreigners are afraid to get 
pregnant. ” 

“Once I got pregnant, I was fi red by my employer as soon as 
I announced it. (…) I do not accept to be fi red because I am a 
foreigner and I am pregnant. We (foreigners) work more and 
for lower salaries, I would like to let people know.” 

In addition, some women reported problems obtaining appro-
priate medical leave from work. 
In about half of the cases, Turkish women reported poor soci-
oeconomic conditions, especially during their initial years in 
Switzerland, which also affected the ability to pay for health 
insurance. Furthermore, in two out of three focus groups, the 
women bitterly portrayed their experience of migration with 
descriptions of discrimination and racism within the Swiss 
society.

“I would like to stress that there is a certain discrimination 
between Swiss and foreign women, and that the latter do not 
get enough consideration. I would like that the Swiss Offi ce 
of Public Health were informed. If Switzerland claims to be 
a democratic country, then it should treat people coming 
from different countries in the same way as Swiss people are 
treated.”

“If a Swiss woman is in a diffi cult situation, her doctor 
makes a request for her to get help at home, but when a for-
eign woman is concerned, the doctor does not behave in the 
same way. We always feel we are foreigners in Switzerland, 
we are discriminated, also at work and because we are paid 
less. Therefore, being a foreigner in Switzerland is a risk 
factor.”

The Swiss healthcare system, it is observed, has many posi-
tive aspects but also some inadequacies. Nearly all the wom-
en had affi rmative opinions of the assistance they received 
during pregnancy and delivery, and in the neonatal period. 
Women reported they were treated with respect, consideration 
and encouragement, and that they did not feel discriminated 
against because of their nationality or language, a comment 
that already provides a vague clue to the discrimination expe-
rienced in the society. However, communication with health 
personnel presented many severe shortcomings. Of all com-
ments concerning communication with healthcare personnel, 
the majority concerned negative experiences, including inad-
equate understanding, unsatisfactory translation by friends 
and acquaintances, and inadequate access to care due to lan-
guage barriers. 

“Of course I would have needed an interpreter! When I was 
pregnant I brought along (to the doctor’s offi ce) a friend to 
translate, but this didn’t change much the situation even if she 
spoke German very well, because she did not know medical 
terminology.”

Communication problems compounded, for some women, a 
situation already defi ned by isolation and paucity of informa-
tion. Many women could but did not attend prenatal courses 
both because of language problems and lack of proper infor-
mation; some were not aware of the need to regularly consult 
a gynecologist during pregnancy. Physical and mental prob-
lems were frequently reported, as well as problems with ad-
equate nutrition.

“Since I did not know German, I have not seen a gynecolo-
gist for more than four years. I asked my husband, but he did 
not know anyone who could translate for me … and also you 
are ashamed to ask somebody to accompany your wife to the 
gynecologist.”

One comment directly highlighted the need for follow-up and 
information about the care necessary for the newborn baby:

“I would like to address the issue of infant mortality. Tradi-
tionally in Turkey babies have to stay at home for 40 days 
after birth (…), and newborn babies are strictly tied up in a 
tissue to make their body straight. Children may die because 
of this dangerous practice. Swiss authorities should get infor-
mation about this reality to decrease this kind of treatment of 
the newborn”.

Finally, a number of suggestions to improve the current situ-
ation were advanced by the groups: the need for more infor-
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mation in their own language, longer maternity leave, bet-
ter socioeconomic follow-up, and more efforts made by the 
institutions themselves to improve communication. As one 
woman said: 

“It is an important issue not only for newcomers, but also 
for those established since a long time who never learned 
the language. The institutions have to intervene concerning 
translation.”

Portuguese women

Women in our sample believed that the main factors ensuring a 
good pregnancy outcome were family support, the desirability 
of the parents for the child, the psychological well-being of the 
mother as well as good physical health. The main risk factors 
mentioned were poor socioeconomic situations, stressful work-
ing conditions, and stress in daily life and within the family. 

“It is diffi cult (to do a heavy job during pregnancy) but the 
employer tells you that pregnancy is not a disease, so we have 
to work and do the house chores on top of it, women always 
have the heaviest charge at home. There should be more as-
sistance during pregnancy, or we should work a little less.”

The negative impact of smoking and alcohol, as well as poor 
communication with the health personnel, were also men-
tioned as risk factors during pregnancy .
Overall, Portuguese women in our sample thought they re-
ceived good care during pregnancy, and in the fi rst months 
after delivery. 

“At the CHUV1, even after delivery the midwives are impec-
cable, they give you all the information you need (…).” 

However, one third of the comments concerning delivery 
were negative, specifi cally regarding painful medical proce-
dures and extended labor that in their opinion could have been 
avoided or considerably reduced.

Two of three comments concerning communication with the 
health personnel mentioned language barriers. 

“I needed information concerning breastfeeding, but since I 
did not know the language I couldn’t ask any question, so I 
called people in Portugal to ask what I should do.”

“I understand French but I do not speak much because I am 
afraid to make mistakes, and that people laugh at me, so I 
do not ask any questions. I think that (health care providers) 
should speak more slowly to those who don’t understand the 
language.”

Portuguese women in our sample mentioned economic prob-
lems and also problems due to their illegal status in Swit-
zerland at the beginning. (Most of these women followed 
their husbands who had received short-term permits which 
did not allow for family reunifi cation). One woman who had 
been a clandestine migrant described her fi rst pregnancy, as 
follows: 

“I had my fi rst daughter when I was illegal, it has been a 
terrible experience even though my sister helped me, I was 
always fearing that someone would knock at the door and 
would send us back to Portugal. (…) Even when I had con-
tractions I was afraid to go to the hospital fearing to be sent 
back to Portugal. With my second child I already had a Permit 
B2 , it was an incredible feeling of well-being having a desired 
pregnancy and knowing I could have my child here.” 

Spontaneous comments were also made during the discussion 
concerning the migration experience, such as nostalgia and 
loneliness. Finally, discrimination experienced in Switzerland 
was reported:

“Of course there are language problems, but also work-re-
lated problems, because foreign women always do the most 
diffi cult tasks like holding heavy charges, working in restau-
rants and on top at home, having very long shifts.”

Of all the suggestions made for improving the current situ-
ation, half involved the need for more information and for 
longer maternity leave. One Portuguese woman concluded 
the group discussion: 

“Everybody says that there are not enough children in Swit-
zerland, but we don’t have the structural conditions to have 
them either!”

Swiss women

The Swiss women who participated in the two focus groups 
believed that the main factors associated with a good preg-
nancy outcome were family and moral support, adaptable 

1  CHUV stands for Centre Hospitalier Universitaire Vaudois, the University 
Hospital in Lausanne. 2  Permit B is a one-year resident permit.
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working conditions, and good medical attention (including 
visiting a female gynecologist). Stress was considered the 
main risk factor affecting the pregnancy, but seldom did the 
women relate stress to inadequate working conditions. Rath-
er, the majority sensed an understanding and support by their 
employers at work.
Medical follow-up during pregnancy was mostly considered 
very positive, including attending antenatal courses, while the 
negative comments related to an excessive medicalisation of 
pregnancy and the diffi culty of making the medical system 
accommodate their wishes. Some women highlighted the lack 
of attention to the mother at the hospital just after delivery, a 
psychologically delicate period. 
Continuity of care between pregnancy and delivery drew 
negative comments, because of problems with reimburse-
ment by health insurance gynecologists who followed the 
women during pregnancy delivered babies only at private 
hospitals, and the expense without complementary health 
insurance was considerable. Problems with health insur-
ance and access to follow-up services were the most fre-
quent socioeconomic problems mentioned, followed by 
comments about how expensive it is to deliver at private 
hospitals; complaints about the lack of information on the 
right to free follow-up examination at home after delivery 
were also aired.
It is noteworthy that Swiss women, while mentioning their 
own problems with the medical system, displayed an under-
standing of and solidarity for the social situation of migrant 
women in Switzerland:

“I had a friend from Eritrea who worked as a cleaner at a 
supermarket, every morning at 5. She had to work until the 
end of her pregnancy, because if she missed one day of work 
it was very badly considered.” 

“For illegal migrants the lack of permit is a tremendous stress. 
They do not know if they will be reported to the police on ad-
mission to the hospital, and their pregnancy is not necessarily 
followed by a doctor.” 

“I think that people who don’t speak the language are hardly 
posing any questions. (…) Access to interpreter services at 
the hospital would be precious.”

A number of suggestions on how to improve the current situa-
tion were provided by the Swiss women in the groups: chiefl y 
these included more information on legal rights, better social 
and psychological follow-up, and easier access to alternative 
places of delivery or follow-up at home.

Discussion

Using a qualitative technique we undertook this study to ex-
plore the encounter between pregnant migrant women and the 
healthcare system in Switzerland. Although we employed a 
convenience sample whose participants were recruited through 
local associations and networks – an established methodol-
ogy in previous studies – it is worth noting that the socio-
economic characteristics of the migrant women attending our 
focus groups mirror the results of an analysis in the 2000 Na-
tional Census, based on a sample of women between 15 and 
49 years of age who had at least one child between 1987 and 
1996 (Bollini & Wanner 2006). The results of that analysis 
showed that Turkish and Portuguese women in Switzerland 
had lower levels of education than Swiss women (88 % and 
87 % of Portuguese and Turkish women, respectively, com-
pleted primary education as compared with 19 % of Swiss 
women), and most held unskilled jobs (75 % Portuguese, 
70 % Turkish versus 11 % Swiss). Turkish women were more 
frequently housewives than Portuguese women (25 % versus 
18 %), while Swiss women had a higher proportion (33 %). 
Finally, most of Portuguese and Turkish women in Switzer-
land held permanent residence permits. In summary, although 
the national sample was computed with attention to specifi c 
characteristics (specifi c age structure and delivery between 
1987 and 1996), the main socioeconomic features of our sam-
ple of migrant women refl ected the main characteristics of the 
national sample. In contrast, the group of Swiss women that 
we interviewed had higher education levels and were more 
frequently employed than the national sample.
The discussion during the focus groups highlighted that hav-
ing a baby is a stressful event for almost every woman. Social, 
economic, and political forces play a crucial role in determin-
ing the subjective experiences of women, both native and mi-
grants, in their contacts with the healthcare system (Anderson 
1985). National data on infant mortality by nationality indicate 
that Portuguese women’s pregnancy outcomes showed im-
provement in recent years (there is no separate data for Portu-
guese women in the early 1980s for reference) (Lehmann et al. 
1990), approximating those of Swiss women in the late 1990s, 
following stabilization of Portuguese migration to Switzer-
land. The women in our groups mentioned frequently what 
they found to be an unsatisfactory socioeconomic framework 
upon their arrival in Switzerland: a precarious economic situ-
ation, illegal status in the country, enormous stress linked to 
precarious living and working conditions. In addition, access 
to healthcare was limited by the fear of being reported to the 
police, and also by lack of health insurance. While healthcare 
personnel in large hospitals were sympathetic and dedicated, 
in small towns there was insuffi cient attention, or indeed frank 
disbelief of the claims presented by the mother-to-be. While 
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Portuguese women in our groups spoke French fl uently after 
some years of residence, language barriers were present obvi-
ously at the beginning, indicating the diffi culties of communi-
cation and a distinct sense of discrimination. (“At the hospital 
if you don’t speak the language you count much less.”) 
Epidemiological data show that the pregnancy outcome of 
women from the Turkish community remained unsatisfactory 
over the years, although a reduction in the gap with Swiss 
nationals has been observed in more recent times (Bollini 
& Wanner 2006). Language problems and the lack of avail-
able information on reproductive health issues experienced 
by some women, often in a framework of precarious living 
and working conditions, characterized the experience of the 
Turkish migrant community. This feeling was compounded 
by the profound sense of exploitation in the work place and 
discrimination in the Swiss society, and at times also in the 
encounter with the healthcare system, seen as less sensitive 
to the needs of foreign women as compared to their Swiss 
counterparts. The language barrier severely restricted access 
to healthcare even in the absence of obvious fi nancial or ad-
ministrative barriers. All women in fact had health insurance, 
and they were legally residing in Switzerland, either arriving 
as part of labour migration or in the framework of asylum. 
More frequently than the two other groups Turkish women 
mentioned the medical problems associated with pregnancy. 
Although the encounter with the Swiss healthcare system, 
especially at the moment of delivery, was considered very 
positive, many women reported tardy and inadequate ante-
natal care, as well as insuffi cient knowledge of the care to 
be provided to infants. Since these aspects may affect infant 
mortality, sensitive and effective solutions should be sought, 
emphasizing native childcare practices which protect babies, 
and providing antenatal care easily to all mothers-to-be (van 
Sleuwen et al. 2003).
The inclusion of Swiss women in our focus groups helped us 
to clarify the specifi c stresses linked to the pregnancy experi-
ences of migrant women, and certainly the problems identi-
fi ed by native and migrant women were of a different nature. 
In summary, Swiss women in our groups complained about 
the complexity of the health insurance system, lack of infor-
mation about their rights, economic barriers to continuity of 
care, and excessive medicalisation – “an armada of investiga-
tions”, as one woman expressed –, which contravened their 
desire for a more direct and private experience of pregnancy 
and delivery. It is worth noting here that Swiss women who 
participated in our focus groups were more educated and held 
professional positions more frequently than the national sam-
ple. However, previous analyses indicate that infant and peri-
natal mortality in Switzerland show only slight differences 
according to socioeconomic group (Lehmann et al. 1990). If 

we had recruited Swiss women from lower social strata, we 
would very likely have uncovered different sets of problems, 
perhaps similar to those socioeconomic diffi culties reported 
by the migrant women
Poor communication with healthcare providers was reported 
by many migrant women in our groups, not only with the hos-
pital but also with their doctors. One Turkish woman said that 
she could not tell her gynaecologist the exact date of her last 
menstruation: she nearly delivered her baby at work because 
the date of delivery was wrongly estimated. It is too easy to 
imagine how a “near miss” may degenerate into a fatality. 
Poor communication supplemented by inadequate knowledge 
of the need for regular checks during pregnancy, as well as 
poor follow-up after delivery, may be among the causes of 
the higher infant mortality rates reported in the Turkish com-
munity.
Finally, the stress linked to discrimination at work and frank 
racism is part of the specifi c experience of being a foreigner 
or belonging to a minority group (Davey Smith 2000). The as-
sociation between feelings of discrimination and higher blood 
pressure and poor pregnancy outcome (low birth weight, pre-
mature delivery) has been documented in the black American 
community, which experiences the poorest pregnancy out-
come in the United States, beyond what would be expected 
due to social class effect (Krieger 2000; Krieger 2003; Mus-
tillo et al. 2004; Rich-Edwards et al. 2001). Undeniable rac-
ism and discrimination revealed by our study do not credit the 
Swiss society, and should be openly discussed and addressed 
at the society level. 
The main fi ndings of this qualitative study confi rm that mi-
grant communities need targeted health attention because of 
the numerous barriers to healthcare that they experience in 
Switzerland. These barriers may differ for different ethnic 
groups, and specifi c needs must be assessed in order to plan 
effective interventions. The fi rst and most obvious need is for 
appropriately trained interpreters and a greater effort concern-
ing health education and support tailored to specifi c commu-
nities is clearly mandated. 
These interventions should be complemented by further re-
search to quantify the needs of specifi c groups, supported by 
appropriate evaluation. In addition, since infant mortality re-
fl ects the net effect of many biologic and sociologic factors, 
interventions have to tackle multiple, interdisciplinary issues. 
Improved welcoming and integration of migrants into the so-
ciety, strict observance of labour regulations for migrants as 
well as for natives, better information at all levels of society 
involving migrant communities, facilitation of networking 
among women, especially when (because of cultural fac-
tors) women take less part in public life, are ingredients of 
the active policies implemented to address the health needs of 
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migrant communities (Sachs 1993; Bhagat et al. 2002; Gustaf-
sson-Larsson & Hammarstrom 2000). In some immigration 
countries, both in Europe and outside, the adoption of com-
plex but negotiable strategies has ensured similar pregnancy 
outcomes for both native and migrant communities, irrespec-
tive of country of origin (Bollini & Siem 1995; Iglesias et al. 
2003; Doucet et al. 1992; Essen et al. 2000).
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Appendix 1

Draft questions for the focus group discussion
We will explore during the next few hours together many dif-
ferent aspects that may affect pregnancy and the health of the 
mother and her newborn baby. The results of the discussion 
will be kept strictly confi dential, and will help us understand 
and possibly improve the pregnancy experience in this coun-
try, with special attention to immigrant communities. We 
would like to thank you in advance for your participation.

The study team

1. What are, in your opinion, the most important factors for 
a good pregnancy and the well-being of the mother and the 
baby? Please consider any material factor, like nutrition, 
work, assistance and support from the family, economic situ-
ation, health care, etc., but also emotional factors like stress, 
loneliness, etc. 

1 bis  for immigrant women only
Is any of the factors you mentioned especially linked 
to the migration experience in Switzerland?

2.  How was your experience with the health care system 
during the pregnancy? Did you face economic diffi cul-
ties for doctor visits, exams, or hospitalisations? Please 
consider also contacts with doctors, nurses, and hospital 
staff. Do you feel you could easily communicate with 
them? Do you feel they provided enough information 
and reassurance? Did you attend antenatal classes? 

3.  How was your experience with the health care system 
during delivery?

4.  How was your experience with the health care system 
during the fi rst months after delivery?

5.  Would you suggest any change to improve the current 
situation, including health care delivery or any other 
aspect that you may consider of relevance? 
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