Open access Protocol

Qualitative research on maternal care
access among Arabic-speaking refugee
women in the USA: study protocol

BM)J Open

To cite: Yeo S, Magrath P,
Alaofé H, et al. Qualitative
research on maternal care
access among Arabic-speaking
refugee women in the USA:
study protocol. BMJ Open
2022;12:¢055368. doi:10.1136/
bmjopen-2021-055368

» Prepublication history for
this paper is available online.
To view these files, please visit
the journal online (http://dx.doi.
org/10.1136/bmjopen-2021-
055368).

Received 12 July 2021
Accepted 13 February 2022

| '.) Check for updates

© Author(s) (or their
employer(s)) 2022. Re-use
permitted under CC BY-NC. No
commercial re-use. See rights
and permissions. Published by
BMJ.

The Department of Health
Promotion Sciences, The
University of Arizona Mel and
Enid Zuckerman College of
Public Health, Tucson, Arizona,
USA

Correspondence to
Sarah Yeo;
syeo@email.arizona.edu

Sarah Yeo

ABSTRACT

Background Refugees tend to have greater health needs
and pre-existing medical conditions due to poor living
conditions, lack of health services, exposure to a variety of
risk factors, and a high level of stress and trauma prior to
entry to a host country. Notwithstanding distinctive needs
and inherent conditions, there is a paucity of literature on
refugee maternal health, especially for Arabic-speaking
refugee women resettled in the USA.

Methods and analysis The paper delineates a qualitative
study protocol to explore the experiences of Arabic-
speaking refugee women in the USA when accessing
maternal care. Informed by social cognitive theory, the
study will employ two qualitative research methods;
in-depth interviews and ‘go-along’ interviews with
Arabic-speaking refugee women. Go-along interview will
be used to elicit spatial experiences in situ to explore
perceptions of environments among study participants and
environmental and structural barriers. 20 refugee women
who meet the inclusion criteria will be recruited through
snowball sampling with support from community partners.
Two researchers will code the transcription and fieldnotes
using MAXQDA 2020 (VERBI Software, 2019). The analysis
will involve deductive content analysis using a structured
categorisation matrix based on the theory while also
incorporating inductive codes that may emerge through
the process.

Ethics and dissemination The study has been reviewed
and approved by the Human Subjects Protection
Programme at the University of Arizona (IRB 2104716241).
The study results will be condensed in a summary report,
which will be shared with community partners, including
refugee resettlement agencies and relevant staff at the
state department. Also, community feedback will be
garnered from the dissemination workshops to inform
community discussions for actions and an intervention to
address the identified needs.

BACKGROUND

Since the Refugee Act was passed in 1980,
more than 3million refugees have been
admitted and resettled in the USA (the Immi-
gration and Nationality Act (INA) stipulates
the definition of a refugee as follows: an alien
‘who has experienced past persecution or has
awell-founded fear of persecution on account
of race, religion, nationality, membership in a
particular social group, or political opinion.”).

, Priscilla Magrath, Halimatou Alaofe, Abidemi Okechukwu

Strengths and limitations of this study

» This study operationalises the key constructs of
social cognitive theory for qualitative research on
refugee maternal health.

» It elicits spatial experiences of refugee women using
‘go-along’ method and explores the potential of the
method.

» Although the application of a theory could pro-
vide a useful lens through which sociocultural and
physical environments could be better understood,
the boundaries on the foci of inquiry could be
circumscribed.

Refugees tend to have greater health needs
and pre-existing medical conditions due to
poor living conditions, lack of health services,
exposure to various risk factors such as
violence, and a high level of stress and trauma
prior to entry to the host country.' Refugee
women in particular are at greater risk for
sexually transmitted infections, gender-based
violence and harmful practices such as female
genital mutilation due to their experiences
before resettlement.”™

Despite distinctive needs and condi-
tions inherent in refugee populations, the
programmes designed for refugee health
promotion in the USA tend to be short term,
mostly targeting refugees who have stayed
in the country for less than 2years.” ® One
study, in which the majority of participants
were refugees residing in the country for
more than bSyears, found that the refugees
still had limited access to healthcare due to
language barriers and lack of insurance.”
Other studies also resonate with these find-
ings and provide further evidence of the chal-
lenges faced by refugees in accessing health
services, including communication barriers,
limited knowledge of complicated healthcare
systems, inadequate health insurance and
difficulty in cultural adjustment.' *!

Pregnant women with refugee status in a
host country also face challenges in accessing
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healthcare, especially maternal healthcare.'® Several
studies found that migrant women, including refugee
women, have an increased level of maternity-related risks
such as gestational diabetes, stillbirth, infants with low
birth weight, early neonatal mortality, prenatal mortality
and preterm birth compared with women in the host
countries.””™" Although maternal care especially prenatal
care provides a unique opportunity to mitigate the risks
through screening, diagnosis and treatment,'® utilisation
of prenatal care of refugee women was lowest among
migrant women.'* !

Notwithstanding peculiar needs and challenges with
regard to experiences of refugee women, there is a paucity
of literature on refugee maternal health, especially in the
USA.'” Even when maternal health for the refugee popu-
lation residing in the USA is investigated, they are aggre-
gated with other migrants even though refugees tend to
have worse health outcomes and experiences compared
with other migrant populations.'* Aggregation of hetero-
geneous migrant groups makes it difficult to identify
challenges and health outcomes that are unique to the
refugee population and to develop more targeted and
nuanced interventions for the refugee population.'

Arizona has been among the states that have long
welcomed refugees, with more than 87000 refugees reset-
tled in the state since 1981." In the fiscal year 2018, it
ranked sixth among all states in terms of the number of
resettled refugees. Arab countries, including Iraq, Syria
and Somalia, have been among the top ten origin coun-
tries for refugees admitted to the USA over the decades.
In Arizona, around 40% of refugees resettled over the
past decade were from Arab countries such as Iraq (19%),
Somalia (12%), Syria (5%), Sudan (2%). Little has been
known, however, about access to maternal care of Arabic-
speaking refugee women in the state.'” The study seeks
to explore the experiences of Arabic-speaking refugee
women resettled in Arizona in order to identify needs,
barriers and facilitators related to access to maternal care.

Theoretical framework

In this study, the key constructs of social cognitive theory
will be used as a lens to better understand individual
and social level facilitators and barriers faced by refugee
women as they navigate through the maternal health-
care system in the USA. Key constructs of social cogni-
tive theory include perceived self-efficacy, knowledge,
outcome expectation, goals, perceived facilitators and
impediments. Based on these individual and social level
constructs, the theory provides a theoretical framework
to ‘inform, enable, guide and motivate people to adopt
habits that promote health.”’

As one of the most widely applied health behaviour
theories, the theory has provided a framework for
various contexts, including managing chronic diseases,
psychological disorders and community health promo-
tion programmes.”’ The theory has also been used to
inform a behavioural intervention for reducing inci-
dence of preterm birth among a minority population®

and determine the relationships between self-efficacy,
one of the key constructs of the theory and psychological
distress and subjective well-being among refugee popula-
tions.” ™ In this study, the key constructs of the theory
inform the study design and data analysis.

METHODS AND ANALYSIS

Research procedure

The study will employ two qualitative research methods:
in-depth interviews and ‘go-along’ interviews. In-depth
interviews will be done with Arabicspeaking refugee
women residing in Arizona based on a semistructured
interview guide. The first author initially developed
the semistructured interview guide based on the key
constructs of social cognitive theory” and operational
definitions of the constructs used in other existing liter-
ature (table 1).2** The semistructured questions were
then shared with the other authors, were revised, and
refined based on the feedback. To ensure that the ques-
tions are culturally relevant, they will also be reviewed and
tested with community partners, trained Arabic native
interpreters and refugee women.

Before interviewing, participants will read the informed
consent form, which is translated into Arabic. For those
who have difficulty reading, an interpreter would read it
to them. Once they agree to participate, the interview will
begin. Demographic information such as age, education,
years of residency, country of origin and marital status
will be collected before the interview. Then, an author
will conduct the interview with the assistance of an inter-
preter following the interview guide. To accommodate
the different dialects of Arabic, multiple Arabic speakers
will be recruited including a Levantine Arabic speaker, a
Somalian Arabic speaker and Iraqi Arabic speaker. The
interpreters will go through training on research aims,
ethics and interpretation guidelines prior to conducting
interviews.” The interview will be recorded and tran-
scribed verbatim. The interview would last up to one
and a half-hour, and participants would be given a small
amount of compensation for their participation.

‘Go-along’ interviews, in which informants are accom-
panied on an outing, would be used to elicit spatial expe-
riences in situ while integrating participant observation
and interviewing.”' ‘Go-along’ provides a unique oppor-
tunity for researchers to explore perceptions of environ-
ments among study participants and how they interpret
and navigate the physical landscape.”® In the study, the
researcher will accompany refugee women to their
medical appointment when they get maternal health
services. Following the journey from their house to the
clinic and observing how they experience and navigate
transportation and health systems, the study would be
able to glean information that is too implicit and subtle
to be captured through ‘sit:down’ interviews.” It would
also help reveal environmental and structural barriers
when they navigate the systems in the host country. The
‘go-along’ will use a set of prepared questions with regard
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Table 1 Operational definitions and example questions informed by social cognitive theory

Key constructs for
social cognitive theory

Operational definition

Example questions

Knowledge

Perceived self-efficacy

QOutcome expectations

Goals

Perceived facilitators

Impediments

Knowledge about the health risks of pregnancy and
benefits concerning maternal care

Confidence and control in the ability to get maternal
care that are formed by previous mastery experiences,
vicarious experiences through observational learning,
social persuasion and emotional arousal*

Physical, social and self-evaluative outcome
expectations of getting maternal care

Health goals people set for themselves and the concrete
plans and strategies for realising them

Social or environmental factors that influence access to
maternal care positively

Social or environmental factors that influence access to
maternal care negatively

>

>

Do you know how many times you are recommended
to visit a health provider during pregnancy?

What would be the benefits of getting maternal care
from health care providers?

What would be the risks if you do not get maternal
care?

When you visited the health facilities for maternal
care, what were your overall experiences?

After visiting the clinic, how did you feel about
yourself?

Have you seen women from your community
(either from your country of origin or other Arab
communities) receiving maternal care?

What would be the outcomes of getting maternal care
from health care providers?

What are the perceptions of family and friends or

any other people that are close to you concerning
maternal care?

How is maternal care different in your country of
origin and the United States? Also, are there any
differences in perceptions concerning maternal care
and its needs between your country of origin and the
United States?

What would be health goals for you during your
pregnancy?

(If pregnant now and a pre-natal visit is one of her
health goals, follow-up questions might include) When
is your next appointment with a health provider? How
are you going to get there? After the appointment,
how are you going to make a follow-up appointment?
If you have difficulty communicating, how are you
going to address the issue? If you cannot make it to
the appointment for some reason, what should you
do? Who is going to take care of your children?

(if pregnant in the past) If you were to be pregnant
again, when do you think you would make an
appointment to visit a health provider? How do you
think you will make an appointment? How are you
going to get there?

What has been helpful for you to get maternal care?

— Informational support: where do you get
information concerning prenatal care, pregnancy,
delivery?

— Functional support: When you go to a clinic, who
takes care of your children? How do you get to the
clinic? Who helps you?

If there are pregnant women who do not get maternal

care, what would be the reasons, and what could

support them?

What would be the biggest barriers to getting
maternal care? (perceived discrimination,
transportation, language barriers, etc.)

What could be done to mitigate the challenges?

to experiences of public transportation, maternal health-
care access and utilisation along with impromptu ques-
tions using spatial cues. The researcher will accompany
refugee women with an interpreter, and the interview
will be recorded with consent. Locations, landmarks,
names of streets or any other particular things worth
noting will be recorded in the fieldnote as recommended
by Carpiano.”® During the medical appointment, the

interpreter will interpret for the refugee women. There
will be a follow-up interview right after the appointment
to glean her experiences based on the interactions with
the healthcare provider.

Research team
The research team consists of individuals with multi-
cultural and diverse backgrounds. All the authors are

Yeo S, et al. BMJ Open 2022;12:055368. doi:10.1136/bmjopen-2021-055368

3



immigrants from Asia, Europe and Africa, having lived
experiences of navigating the unfamiliar US health
system. SY, the first author, had worked at an interna-
tional development organisation as an evaluation and
research specialist for more than 6 years, and later in
her career, she worked as a senior programme officer for
Syrian refugee projects. Also, she worked as a caseworker
associate at one of the refugee resettlement agencies in
the USA. The interactions and experiences working with
the population led to the formulation of this research
question. PM is specialised in medical anthropology, and
PM, HA and AO all have extensive knowledge in global
health with experiences working with multiple inter-
national development organisations and marginalised
communities.

Sample selection, recruitment and size

As there is no sampling frame readily available for Arabic-
speaking refugee women and the population is somehow
‘hidden and socially connected’ with subgroups repre-
senting different nationalities, the study will employ
snowball sampling and quota sampling with support
from community partners including refugee resettle-
ment agencies in the state.”> Quota would be based on
the nationalities of refugees. Study participants will be
recruited from the top countries with the highest number
of Arabic-speaking populations, such as Somalia, Iraq,
Syria, Sudan. Once a participant is interviewed, she would
refer another person till the numbers allocated per quota
are met.

Inclusion criteria

The study will recruit study participants that meet the

following criteria. As the study is focused on the experi-

ences of refugee women, other immigrant populations,

including asylum-seekers, will not be eligible for this study

given distinctive conditions and characteristics.'

» Refugee women who have resettled in Arizona, the
USA.

» Whose mother tongue is Arabic.

» Who are pregnant or have been pregnant or given
birth in the USA at the time of recruitment.

Recruitment

The recruitment process will be twofold. First, one of the
refugee resettlement agencies based in Arizona (Phoenix
and Tucson), would provide contact information for
potentially eligible individuals. They will be contacted
first and given information concerning the study via text
messages and phone calls. After that, snowball sampling,
a recruitment technique in which study participants
recommend potential participants, would be used. An
electronic version of the recruitment flyer will also be
posted on social media venues widely used by refugee
populations in Arizona. For those who participate in the
in-depth interviews, the researchers will ask whether they
are interested in participating in ‘go-along’ interviews as
well. The researchers will reach out to those who agree to

participate and proceed with ‘go-along’ interviews after
making an appointment.

Sample size

A growing body of literature has explored the concept
of saturation in qualitative research. The characteristics
of samples and the scope of domain often determine the
level of saturation.”* One empirical study in relation to
saturation found that twelve would suffice when involving
a relatively homogeneous population with similar ques-
tions on a narrow domain.” Another study concluded
that 16 or fewer would be sufficient when interviewing
relatively homogeneous groups.36 As the study involves
knowledge, belief, and behaviours concerning maternal
health that could be shared by Arabic-speaking refugee
women, the study aims to recruit 20 individuals based on
the existing literature. However, if new information and
themes still emerge after interviewing participants, more
participants would be recruited.

Data analysis

Two researchers will qualitatively code the transcribed
texts so as to ensure the reliability and consistency of
the coded data. Deductive content analysis using a
structured categorisation matrix based on social cogni-
tive theory will guide the initial process.”” Then, the
researchers will also create inductive codes based on
emerging themes that may not be part of research ques-
tions or the constructs of the theory. Patterns and themes
that may differ depending on ethnicities and countries
of origin of the study participants will also be recorded
and reported. The codebook structure will follow the
recommendation by MacQueen, which entails ‘the code,
a brief definition, a full definition, guidelines for when
to use the code, guidelines for when not to use the code,
and examples.”” The researchers will code full responses
and discussions between the researcher and participants
that fall under one elicitation as one segment to provide
nuanced meaning and preserve the flow and context
of the discussion.” The reviewers will review data and
reach a consensus on determining the segments for
coding after an initial review of the data. Also, they will
see whether the matrix of codes and categorisation based
on the theory and research questions is relevant and
make revisions as deemed necessary. Once a list of code
names is proposed, a more detailed codebook will be
devised, including definitions, guidelines and examples.
Then, the researchers will code the same two transcribed
interviews independently and compare and assess the
consistency of application of codes as well as segmenta-
tion. If any discrepancy is observed, they would reach a
consensus through discussions and code the entire inter-
views with periodic checks. MAXQDA 2020 (VERBI Soft-
ware, 2019), a qualitative data analysis software, will be
used for data analysis. The results will be reported based
on the Consolidated criteria for Reporting Qualitative
research.”
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Patient and public involvement

The study will engage community partners and study
participants in the study process. First of all, commu-
nity partners will provide insights for culturally relevant
interview questions and recruitment strategies. Also,
the preliminary findings from in-depth interviews and
go-along interviews will be summarised and shared with
study participants and community partners, including
refugee resettlement agencies and relevant staff at the
state department, through dissemination workshops and
materials. The study participants will provide input for
a preferred method of dissemination, such as a format
of materials, a venue for dissemination and a list of invi-
tees for dissemination workshops. The findings will eluci-
date the health needs among the population and inform
community discussions for actions and an intervention
to address the needs. The community feedback garnered
from the dissemination workshops will be incorporated
into the research findings. The findings and lessons
learnt will be published and presented at conferences to
contribute to the body of knowledge on refugee maternal
health in the USA. Also, the results will be epitomised into
an executive summary and shared with the refugee reset-
tlement agencies and relevant staff at the state depart-
ment along with presentations.

ETHICS

The institutional review board has approved the study
through the Human Subjects Protection Programme at
the University of Arizona, and informed consent would
be obtained prior to each interview. Deidentified tran-
scription will be used for analysis. The participants’ names
will not be recorded anywhere other than the consent
form, which would be stored separately. The study partici-
pants will be provided some compensation for their time.
Although the risks associated with this study are deemed
minimal, some women may be subjected to emotional
stress as a result of sharing their experiences. Each
participant will be assured from the outset that they can
stop at any moment if they are uncomfortable, and that
they are not obligated to share their experiences if they
are distressed. They would also be notified that if they
decide to leave the interview in the midst, they will still be
rewarded for their time, reducing the possibility that they
will feel forced to stay despite their feelings for the sake
of compensation.

Contributors The first author SY designed the study, devised the study procedure
and drafted the manuscript. PM and HA provided substantial feedback on the
overall study procedure. AO provided feedback on the initial concept of the study. All
the authors reviewed, provided valuable feedback and approved the manuscript.

Funding The study has been funded by the Research and Project Grants, Graduate
and Professional Student Council (GPSC), the University of Arizona.

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the
design, or conduct, or reporting, or dissemination plans of this research. Refer to
the Methods section for further details.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Sarah Yeo http://orcid.org/0000-0001-5814-4187

REFERENCES

1 Mirza M, Luna R, Mathews B, et al. Barriers to healthcare access
among refugees with disabilities and chronic health conditions
resettled in the US Midwest. J Immigr Minor Health 2014;16:733-42.

2 Heaman M, Bayrampour H, Kingston D, et al. Migrant women's
utilization of prenatal care: a systematic review. Matern Child Health
J 2013;17:816-36.

3 Crumlish N, O'Rourke K. A systematic review of treatments for post-
traumatic stress disorder among refugees and asylum-seekers. J
Nerv Ment Dis 2010;198:237-51.

4 Satinsky E, Fuhr DC, Woodward A, et al. Mental health care
utilisation and access among refugees and asylum seekers in
Europe: a systematic review. Health Policy 2019;123:851-63.

5 Refugee Medical Assistance | Office of Refugee Resettlement |
ACF. Available: https://www.acf.hhs.gov/orr/programs/cma/about
[Accessed April 19, 2020].

6 Refugee Health Promotion | Office of Refugee Resettlement | ACF.
Available: https://www.acf.hhs.gov/orr/programs/preventive-health
[Accessed 20 Apr 2020].

7 Do K, Toure D, Nlam N, et al. Refugee health needs assessment in
Omaha, Nebraska. Center for Reducing Health Disparities, University
of Nebraska Medical Center, 2017.

8 Yun K, Fuentes-Afflick E, Desai MM. Prevalence of chronic disease
and insurance coverage among refugees in the United States. J
Immigr Minor Health 2012;14:933-40.

9 Lipson JG. Afghan refugee health: some findings and suggestions.
Qual Health Res 1991;1:349-69.

10 Brouwer KC, Rodwell T. Assessment of community member attitudes
towards health needs of refugees in San Diego, 2007.

11 Morris MD, Popper ST, Rodwell TC, et al. Healthcare barriers of
refugees post-resettlement. J Community Health 2009;34:529-38.

12 Khanlou N, Haque N, Skinner A, et al. Scoping review on maternal
health among immigrant and refugee women in Canada: prenatal,
intrapartum, and postnatal care. J Pregnancy 2017;2017:1-14.

13 Gissler M, Alexander S, MacFarlane A, et al. Stillbirths and infant
deaths among migrants in industrialized countries. Acta Obstet
Gynecol Scand 2009;88:134-48.

14 Heslehurst N, Brown H, Pemu A, et al. Perinatal health outcomes and
care among asylum seekers and refugees: a systematic review of
systematic reviews. BMC Med 2018;16:89.

15 Liu C, Ahlberg M, Hjern A, et al. Perinatal health of refugee and
asylum-seeking women in Sweden 2014-17: a register-based cohort
study. Eur J Public Health 2019;29:1048-55.

16 Hanson JD. Understanding prenatal health care for American Indian
women in a northern plains tribe. J Transcult Nurs 2012;23:29-37.

17 Kentoffio K, Berkowitz SA, Atlas SJ, et al. Use of maternal health
services: comparing refugee, immigrant and US-born populations.
Matern Child Health J 2016;20:2494-501.

18 Arizona Refugee Resettlement Program. AZ refugee arrivals report.
Phoenix, 2020.

19 Abuelezam NN, El-Sayed AM, Galea S. The health of Arab Americans
in the United States: an updated comprehensive literature review.
Front Public Health 2018;6:262.

20 Bandura A. Health promotion by social cognitive means. Health Educ
Behav 2004;31:143-64.

21 Kelder SH, Perry CL. How individuals, environments, and health
behaviors interact social cognitive theory. Heal Behav Theory, Res
Pract 2015:159-81.

22 El-Mohandes AAE, Kiely M, Gantz MG, et al. Very preterm birth is
reduced in women receiving an integrated behavioral intervention: a
randomized controlled trial. Matern Child Health J 2011;15:19-28.

23 Sulaiman-Hill CMR, Thompson SC. Learning to fit in: an exploratory
study of general perceived self efficacy in selected refugee groups. J
Immigr Minor Health 2013;15:125-31.

24 Tip LK, Brown R, Morrice L, et al. Believing is achieving: a
longitudinal study of self-efficacy and positive affect in resettled
refugees. J Ethn Migr Stud 2020;46:3174-90.

Yeo S, et al. BMJ Open 2022;12:2055368. doi:10.1136/bmjopen-2021-055368


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5814-4187
http://dx.doi.org/10.1007/s10903-013-9906-5
http://dx.doi.org/10.1007/s10995-012-1058-z
http://dx.doi.org/10.1007/s10995-012-1058-z
http://dx.doi.org/10.1097/NMD.0b013e3181d61258
http://dx.doi.org/10.1097/NMD.0b013e3181d61258
http://dx.doi.org/10.1016/j.healthpol.2019.02.007
https://www.acf.hhs.gov/orr/programs/cma/about
https://www.acf.hhs.gov/orr/programs/preventive-health
http://dx.doi.org/10.1007/s10903-012-9618-2
http://dx.doi.org/10.1007/s10903-012-9618-2
http://dx.doi.org/10.1177/104973239100100305
http://dx.doi.org/10.1007/s10900-009-9175-3
http://dx.doi.org/10.1155/2017/8783294
http://dx.doi.org/10.1080/00016340802603805
http://dx.doi.org/10.1080/00016340802603805
http://dx.doi.org/10.1186/s12916-018-1064-0
http://dx.doi.org/10.1093/eurpub/ckz120
http://dx.doi.org/10.1177/1043659611423826
http://dx.doi.org/10.1007/s10995-016-2072-3
http://dx.doi.org/10.3389/fpubh.2018.00262
http://dx.doi.org/10.1177/1090198104263660
http://dx.doi.org/10.1177/1090198104263660
http://dx.doi.org/10.1007/s10995-009-0557-z
http://dx.doi.org/10.1007/s10903-011-9547-5
http://dx.doi.org/10.1007/s10903-011-9547-5
http://dx.doi.org/10.1080/1369183X.2020.1737513

25

26

27

28

29

30

31
32

Lacour O, Morina N, Spaaij J, et al. Prolonged grief disorder among
refugees in psychological Treatment-Association with self-efficacy
and emotion regulation. Front Psychiatry 2020;11:526.

Joseph RP, Ainsworth BE, Mathis L, et al. Utility of social cognitive
theory in intervention design for promoting physical activity among
African-American women: a qualitative study. Am J Health Behav
2017;41:518-33.

Short CE, James EL, Plotnikoff RC. How social cognitive theory can
help oncology-based health professionals promote physical activity
among breast cancer survivors. Eur J Oncol Nurs 2013;17:482-9.
Rogers LQ, Matevey C, Hopkins-Price P, et al. Exploring social
cognitive theory constructs for promoting exercise among breast
cancer patients. Cancer Nurs 2004;27:462-73.

Edwards ME, Jepson RG, Mclnnes RJ. Breastfeeding initiation:

an in-depth qualitative analysis of the perspectives of women and
midwives using social cognitive theory. Midwifery 2018;57:8-17.
CDC. National health and nutrition examination survey interpretation
guidelines, 2006.

Kusenbach M. Street phenomenology. Ethnography 2003;4:455-85.
Carpiano RM. Come take a walk with me: The “Go-Along” interview
as a novel method for studying the implications of place for health
and well-being. Health Place 2009;15:263-72.

33

34

35

36

37

38

39

40

Guest G. Sampling and selecting participants in field research. In:
Bernard HR, Gravlee CC , eds. Handbook of methods in cultural
anthropology. 2nd ed. Rowman & Littlefield, 2014: 215-50.

Morse JM. The significance of saturation. Qual Health Res
1995;5:147-9.

Guest G, Bunce A, Johnson L. How many interviews are enough? An
experiment with data saturation and variability and a good number of
journals in the. Field methods 2006;18:59-82.

Hagaman AK, Wutich A. How Many Interviews Are Enough to Identify
Metathemes in Multisited and Cross-cultural Research? Another
Perspective on Guest, Bunce, and Johnson’s (2006) Landmark
Study. Field methods 2017;29:23-41.

Elo S, Kyngés H. The qualitative content analysis process. J Adv
Nurs 2008;62:107-15.

MacQueen KM, McLellan E, Kay K, et al. Codebook development for
team-based qualitative analysis. Field methods 1998;10:31-6.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and
focus groups. Int J Qual Health Care 2007;19:349-57.

Bandura A. Self-Efficacy: the exercise of control. New York: Freeman,
1997.

Yeo S, et al. BMJ Open 2022;12:2055368. doi:10.1136/bmjopen-2021-055368


http://dx.doi.org/10.3389/fpsyt.2020.00526
http://dx.doi.org/10.5993/AJHB.41.5.1
http://dx.doi.org/10.1016/j.ejon.2012.10.009
http://dx.doi.org/10.1097/00002820-200411000-00006
http://dx.doi.org/10.1016/j.midw.2017.10.013
http://dx.doi.org/10.1177/146613810343007
http://dx.doi.org/10.1016/j.healthplace.2008.05.003
http://dx.doi.org/10.1177/104973239500500201
http://dx.doi.org/10.1177/1525822X16640447
http://dx.doi.org/10.1111/j.1365-2648.2007.04569.x
http://dx.doi.org/10.1111/j.1365-2648.2007.04569.x
http://dx.doi.org/10.1093/intqhc/mzm042

	Qualitative research on maternal care access among Arabic-­speaking refugee women in the USA: study protocol
	Abstract
	Background﻿﻿
	Theoretical framework

	Methods and analysis
	Research procedure
	Research team
	Sample selection, recruitment and size
	Inclusion criteria
	Recruitment
	Sample size
	Data analysis

	Patient and public involvement

	Ethics
	References


