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Abstract

Background
Until the onset of the con�ict in 2011, Syria has made noticeable progress in reducing maternal mortality
and morbidity. Despite the improvement in antenatal care (ANC) coverage and patterns of use, analyses of
national surveys demonstrated wide regional variations in uptake, timing and number of visits even after
controlling for women’s socio-demographic characteristics. The main aim of this study is to highlight the
barriers to women’s adequate uptake of ANC that existed in Syria pre-con�ict, comparing two governorates:
Latakia, where uptake of antenatal care was high and Aleppo, where uptake of ANC was low.

Methods
This qualitative study carried out 30 in-depth interviews with (18–45 year old) pregnant women from
Aleppo and Latakia and conducted 15 participant observation sessions in different types of health facilities
that provide ANC. Participants were purposively recruited from randomly selected rural and urban, public
and private health facilities, and independent midwives’ clinics, with onward sampling of women who did
not attend ANC. Transcripts and �eldnotes were analyzed using the framework approach.

Results
Inadequate uptake of ANC in Aleppo included not attending ANC, discontinuing care or seeking care with
unquali�ed providers. Three themes emerged that explained the disparities in uptake of ANC in Aleppo
compared to Latakia: women’s assessment of their own health status in pregnancy, women’s evaluation of
the risks of seeking ANC, and women’s appraisal of the value of different types of service providers. These
evaluations were connected with the availability, accessibility (geographical and �nancial) and acceptability
of ANC services however women’s views were shaped by the knowledge and prevailing opinions in their
families and community.

Conclusions
Findings are utilized to discuss low-cost interventions addressing the disparities in uptake of ANC.
Interventions should be aimed at increasing vulnerable women’s capacity and capabilities to make informed
decisions. Women’s groups that foster education and empowerment and which have been effective in other
low resource settings are worth exploring in Syria. Increased use of mobile phones and social media
platforms that were not present pre-con�ict, suggests mobile health technologies (mHealth) may present
e�cient platforms to deliver these interventions.

Background
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A substantial number of women of reproductive-age still suffer from pregnancy-related complications that
cause maternal and neonatal morbidity and mortality, most of which take place in low and middle-income
countries (LMICs) (1, 2). Most interventions, often introduced during antenatal care (ANC), improve the
health of the mothers and the neonates concurrently (3).

ANC is de�ned as the care provided by skilled health-care providers to pregnant women and adolescent girls
in order to ensure the best health conditions for both mother and baby during pregnancy (4). It is
recommended that ANC should be initiated in the �rst trimester of pregnancy because most interventions
should be implemented early in order to be effective (5, 6). A minimum number of visits is important. The
World Health Organization (WHO) formerly recommended four focused ANC visits for low-risk pregnancies
with additional visits for high risk women following the 1990 model (7), however, this model was found to
be associated with higher perinatal deaths compared to the model advocating for 8 visits (8). Consequently,
WHO’s updated model in 2016 recommended 8 ANC visits; one visit in the �rst trimester, 2 visits in the
second trimester and 5 visits in the third trimester (8).

Given the prominent role of ANC in protecting the health of mothers and babies, understanding the factors
that in�uence women’s access to and uptake of ANC services is extremely important in order to address any
barriers that prevent demand for or provision of such services. The health services “access” concept is a
function of demand and supply. Demand-side factors are de�ned as “those factors that affect demand and
that operate at the individual, household or community level” whereas supply side factors are “factors
derived from the health care production function, that interact to produce effective health care services” (9).
Access is hampered when individuals do not use services that could be bene�cial to them on the demand
side or when good quality effective care is not offered on the supply side, and both demand and supply
sides are related (10). Most studies that examine access to health care use frameworks that include three
dimensions that have supply and demand elements as described by Peters et al (11):

1. Availability: having the right type of care available to those who need it, such as hours of operation and
waiting times that meet demands of those who would use care, as well as having the appropriate type of
service providers and materials (11).

2. Geographic accessibility:

a. Geographical accessibility: the physical distance or travel time from service delivery point to the user
(11).

b. Financial accessibility: the relationship between the price of services (in part affected by their costs)
and the willingness and ability of users to pay for those services, as well as be protected from the
economic consequences of health costs (11).

3. Acceptability is the match between how responsive health service providers are to the social and cultural
expectations of individual users and communities (11).

These three constructs are in�uenced by individual, household and community characteristics as well as
distal determinants of health service access at the policy or macro environmental level (11).
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Individual and household factors that in�uence use of ANC include education, age, parity, socio-economic
status, area of residence and knowledge about the characteristics of and need for medical treatment (12).
Cultural, religious and other social factors are among community factors that in�uence use of health
services and these include autonomy, religion, social support and cultural beliefs and these factors are
often not captured with standard national household surveys (9, 12–14).

Until the onset of the con�ict in 2011, Syria had made considerable progress in decreasing maternal and
infant mortality. Ninety six percent of women delivered with a skilled birth attendant, and 88% had at least
one ANC with a skilled attendant. However, the number of women who had at least 4 ANC visits (according
to the national guidelines following WHO recommendations at the time of the study) was much lower (64%)
(14). Moreover, there were wide regional variations in ANC coverage and patterns of use (15).

Although women’s socio-demographic characteristics such as age, education, socioeconomic status, area
of residence and parity are important determinants of service use, secondary analyses of two earlier
national surveys in Syria revealed that the regional disparities in ANC coverage and patterns of use (timing
of �rst visit and number of visits) remained even after controlling for women’s main demographics,
suggesting that there are additional factors contributing to the regional disparities in ANC coverage and use
patterns, which are likely related to service provision on the supply side and socio-cultural and community
factors on the demand side (15).

The Syrian con�ict caused destruction to many health facilities in the country (16), consequently
interrupting maternal health care for many women and likely deepening divisions in care quality. Post-
con�ict reconstruction of health services offers a unique opportunity to address the issues that existed pre-
con�ict, which contributed to the regional disparities in ANC coverage and patterns of use. Efforts to rebuild
the health system in Syria are likely to focus on addressing factors on the supply side that are related to
governance, infrastructure, rebuilding the destroyed health facilities and retaining the health workers (17)
with the overall aim of achieving universal health coverage. However, high coverage does not always
translate into positive health outcomes when health facilities are underutilized (18). Therefore, it is
important to address the demand-side barriers to adequate uptake of ANC that contributed to the regional
variations in ANC coverage and patterns of use that were present before the con�ict.

Methods

Aims of the study
The main aim of the study is to explore barriers to women’s uptake of ANC comparing two governorates in
Syria, Latakia where uptake of ANC was high and Aleppo where uptake of ANC was low (as demonstrated
by secondary data analyses of two earlier national health surveys). Findings are utilized to discuss
potential low-cost interventions to increase women’s uptake of ANC focusing on addressing the demand
side barriers, which are discussed within the three dimensions of the health access model (availability,
accessibility, (geographical and �nancial) and acceptability).

Study design
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This study was carried out in 2010, shortly before the eruption of the con�ict, and was part of a larger
mixed-methods study that involved secondary data analysis of two national surveys (Pan Arab Project for
Family Health (PAPFAM) (1996–2001) and Multiple Indicator Cluster Survey (MICS) (2004–2006),
supplemented by a qualitative case study that employed in-depth interviews as well as observation
sessions to explore factors affecting utilization and quality of ANC in Syria. In this paper, we present the
results of the qualitative study that looked at barriers to adequate uptake of ANC presenting the
perspectives of women in two governorates in Syria; Latakia where quality of care was high and Aleppo
where quality of care was low (15). Inadequate uptake of ANC in this study is de�ned as: not seeking
antenatal care, seeking care with unquali�ed providers or discontinuing care.

Study setting
Table 1 provides an overview of Aleppo and Latakia governorates (which they will be referred to as Aleppo
and Latakia in the paper) including the population size in each governorate in 2010 at the time of the study.
Aleppo is the largest and most densely inhabited Syrian governorate. Latakia is much smaller and its
capital, Latakia city, is the main port city of Syria on the Mediterranean Sea.

Study participants
Participants included pregnant women aged 18–45 years living in Aleppo and Latakia attending ANC at
different types of health facilities that provide ANC in Syria (private clinics/hospitals, public health
centers/hospitals in urban and rural areas). We also included women who attended ANC with midwives
who provided ANC independently at their own clinics in Aleppo (which was considered illegal as reported by
health o�cials) as well as women who did not attend ANC (Table 2).

Sampling and recruitment
Purposive sampling was used to recruit the women using updated lists of gynecologists practicing privately
and publicly in Aleppo and Latakia (issued in 2009 by the Syrian Society of Obstetrics and Gynaecology
o�ce, and the Ministry of Health around the same time of the study). From each list, we randomly selected
one clinic/health center using the random selection number method with a calculator. We then contacted
the doctor working at this health facility, explained the study and if they consented, we arranged an
appointment to recruit women from their health facilities. If doctors declined to participate, we selected the
clinic/health center below them on the list and contacted the doctor who worked there.

To recruit women attending ANC with midwives who provide ANC independently, we obtained the phone
numbers of midwives from the health o�cials in Aleppo who worked at the health directorate. We contacted
the midwives, explained the study and recruited women from the clinics of those who agreed to participate.
There were no midwives that provided ANC independently in Latakia.

Women who did not attend ANC were recruited using the snowball technique, a type of purposive sampling,
with the help of women participating in our study. We were unable to recruit women who did not attend ANC
in Latakia. Our experience was con�rmed by doctors and women in Latakia who claimed that almost all
women in Latakia attended ANC at least once. MICS survey data in 2006 also shows that 97% of women in
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Latakia attended ANC. This percentage might have increased in 2009–2010 around the time we conducted
our interviews.

We recruited 13 women attending ANC and 5 women not attending ANC in Aleppo and 12 women attending
ANC in Latakia (Table 2). Twelve women in Aleppo were interviewed twice resulting in a total of 42 in-depth
interviews.

Data collection
In-depth interviews and observations at ANC settings were combined to provide a comprehensive view of
the situation of ANC in both governorates. In-depth interviews are ideal for collecting data on individuals’
personal histories, perspectives, and experiences, especially when sensitive topics are being explored. (19).
Observation sessions allowed us to better understand the different ANC settings and interactions.

Semi-structured in-depth interviews were recorded in Arabic by the �rst author (the researcher) as part of her
PhD research. The interview guide covered the following topics: women’s practices regarding their current
pregnancies (and the reasons for these practices); places where they sought care, frequency of care;
women’s perceptions of the importance of ANC and certain elements of ANC. We interviewed some women
(12 women) in Aleppo twice. Firstly, most of these women were shy or hesitant during the �rst interview,
which might have in�uenced their willingness to share information about their health seeking behavior.
Secondly, we wanted to explore how perceptions changed over time, given the pregnancy related
physiological changes. We expected that such changes, along with the interaction with the health system
may have had implications on women’s health care seeking behavior. The guide was piloted with six
pregnant women, three from each governorate. Women were interviewed either at their home or in a private
room at health centers/clinics depending on women’s preferences. The interviews lasted between around
30–45 minutes.

The researcher observed the physical settings of the clinics/health centers and the participants including
women, doctors, staff and how they interacted in different settings. The observation sessions were recorded
in �eldnotes. The role of the researcher was known and she engaged in the social situations that presented
themselves (20–21). Fifteen observation sessions were completed, lasting for two hours on average: three
sessions at private clinics (2 in Aleppo and 1 in Latakia), 8 sessions at health centers (4 in Aleppo and 4 in
Latakia), 2 sessions at hospitals in Aleppo and 2 sessions at midwives’ clinics in Aleppo.

Data management and analysis
Interviews were transcribed verbatim and translated into English. Data were analyzed using the framework
approach, a modi�ed version of content analysis developed for policy relevant research (22–23). The
researcher familiarized herself with the data by reading the transcribed data and observational notes
several times, then documented her initial impressions. Key themes were identi�ed followed by a
construction of a thematic framework that was based on issues derived from aims of study as well as
persistent views or experiences that were present in the data. This process produced a detailed index, which
was applied on textual data (the transcribed interviews and the �eld notes from the observation sessions) in
a systematic manner where all data were annotated according to the thematic framework. Data were then
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rearranged according to the corresponding part of the thematic framework, which they belong to, forming
thematic charts. In the �nal stage (mapping and interpretation), charts were reviewed carefully, examining
different perceptions and experiences looking for similarities and differences and attempting to �nd
associations between themes to provide an explanation for the �ndings.

Results

Characteristics of study participants
Tables 3 (Additional File 1) describes the main demographic characteristics of study participants in both
governorates and the place where they attended ANC.

Barriers to adequate uptake of ANC
Three dominant themes emerged throughout the in-depth interviews that explained barriers to adequate
uptake of ANC, particularly in Aleppo. These were mainly related to women’s evaluation of their own health
status in relation to their pregnancy, women’s evaluation of risks and costs of seeking ANC, and women’s
evaluation of the type of services in relation to their experiences.

Theme 1: Women’s assessment of their own health status in pregnancy and reasoning about the causes of
ill health

Women’s evaluation of their own health status and risks during pregnancy was one of the reasons why
some women did not seek ANC or did not follow up with their care. Reasons for not seeking ANC were
related to the lack of perceived risks of own pregnancy, such as not experiencing complications, not being
primiparous, and not perceiving any bene�ts of ANC.

Not experiencing health complications
Women who never attended ANC or who did not seek ANC on a regular basis associated seeking care with
being ill or having complications with their pregnancy. They explained that only ill women, or women having
problems conceiving should follow up with their care.

Participant 4 from a village in Manbij district, Aleppo and who never visited the doctor for ANC explained:
“We do not have the habit of seeking ANC here. I will go to the doctor only if I feel sick or if I bleed.” She
added, “Some women in the village visit the doctor but those have fertility problems.”

Our observation sessions of the public health facilities in rural areas in Aleppo demonstrated that the doctor
was not available on a regular basis. Additionally, the doctors practicing at such facilities were mostly
males, which could have discouraged women from seeking care given the religious and traditional beliefs in
those communities.

Our interviews indicated that many women believed that a woman who has a normal pregnancy and who
has no symptoms of illness, does not need to seek ANC or visit the doctor. Moreover, since the habit in the
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village is for sick women or women who have fertility problems to visit the doctor, some of those women
may have been worried about being perceived as unhealthy or infertile, and that this would shake their
position in communities where women’s main identity may be de�ned by her ability to conceive.

Not being primaprous
A number of multiparous women in Aleppo demonstrated less interest in following up their pregnancies.
What reassured them was having at least one uncomplicated previous pregnancy. Talking about her second
pregnancy, participant 6 who lived in a village in Afrin district, Aleppo explained: “I did not want to follow
this pregnancy up, I tried the �rst pregnancy, and everything was normal.”

The fear of the unknown, which these women experienced in their �rst pregnancy, dissipated in consequent
pregnancies. Once women have experience of pregnancy and childbirth themselves, they feel there is little
value in seeking care in further pregnancies. This was not the case of multiparous women in Latakia as all
of them reported attending ANC regularly.

Lack of perceived bene�ts of ANC and reasoning about the causes of ill health in pregnancy

The main reason why some women who lived in rural Aleppo visited the health center was to get vaccinated
against tetanus. The vaccination was provided at the local health center at their village free of charge.
These women explained that the vaccination would protect their baby from dying. Participant 4 explained in
her second interview: “I was told to get vaccinated as soon as I feel that my baby started moving, this is the
habit here.”

Some of the women who experienced complications found alternative explanations for their conditions and
did not perceive attending ANC to be protective. For example, a number of the women in Aleppo who had
miscarried believed that having had a shock, a nightmare, or the evil eye, were the reasons for the loss of
their babies. One woman reported that her doctor told her that being frightened had caused her previous
miscarriage. Participant 1 who lived in a village in Afrin district, Aleppo, described her miscarriage thus:
“The reason for my miscarriage was being scared. I had a nightmare and I woke up, a month later, I did not
feel the baby moving and then I discovered that the baby was dead and I was four months pregnant. The
doctor told me it was me being scared. I had no toxoplasmosis, I did the test and everything was normal.”

Participant 2 who lived in a village in Manbij district, described why she visited a sheikh (a religious man)
after her �rst miscarriage: “People in the village told me that it is the evil eye that caused my miscarriage, so
my mother and my husband advised me to go to the sheikh to disable the evil eye.”

When this did not solve the problem and she had a second miscarriage, she decided to visit a private doctor.
This is yet another example of women not perceiving ANC services as being helpful as some found
alternative explanations for their miscarriages and the only one who sought care did so after her second
miscarriage and only sought care as a last resort.

Theme 2: Women’s evaluation of the risks of seeking ANC
services
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Women perceived there to be risks to accessing ANC. Some women in Aleppo, mostly those living in rural
areas, with little formal education and low-socioeconomic status, reported the following: fear of taking the
road trip to the health facility, fear of hearing false bad news, and fear of being asked to undergo a
caesarean section.

Concerns over the road trip
A few women who lived in rural Aleppo and poor urban Aleppo avoided seeking ANC, as they believed that
visiting the doctor while pregnant could put the woman and her baby at risk. Those women believed the car
ride, especially at the beginning and end of pregnancy, could endanger the woman and her baby. For
instance, the mother in law of Participant 8 who lived in Aleppo city and did not follow up with her care
explained during the second interview: “I took her to a private doctor at the beginning of her pregnancy to
make sure everything is �ne but we did not follow up because her husband could not afford it. Also, now
that she is advanced in her pregnancy, the road trip could be dangerous.”

The roads in one of the areas we visited in rural Aleppo, and some of the poor areas in urban Aleppo were in
a poor condition to the extent that it was di�cult to reach them by car. When the roads were in good
conditions, there was a lack of regular public transportation in those areas. This could explain women’s
reluctance to travel or to use public transport.

The road conditions in Latakia were better. Additionally, the distance that women had to travel to reach a
health facility was much smaller compared to the distances that women traveled in Aleppo, even in rural
areas.

Fear of hearing false bad news
Women generally try to minimize the stress they face throughout the course of their pregnancy. Some
women, on the basis of stories they heard from their immediate community (family members, friends and
neighbors), decided not to seek care out of concern that they would hear false bad news or be
misdiagnosed. This is not only an example of women not perceiving the existing ANC services as bene�cial,
it is also an indication that some women perceive ANC services to be harmful. These women anticipated
that hearing false bad news will add to their existing stress therefore they have decided not to seek care.
This was more apparent in rural areas where women had limited access to other sources of knowledge.
Participant 3 expressed her concerns and her reasons for not seeking ANC: “I worry that the doctor might tell
me some bad news that will stress me out. My cousin, who was nine months pregnant, was told by her
doctor that the baby’s position was not right and she would need a caesarean. She was stressed out, and at
the end, she had a normal delivery. This affected her and she was stressed out for a whole month.”

Although some women in Latakia reported having doubts about ANC, they were not enough to prevent them
from seeking care, as was the case with many women in Aleppo. Participant 27 who lived in Latakia city
explained that her previous bad experience had reduced her con�dence in doctors and in the effectiveness
of ANC, yet she followed up her current pregnancy with a private doctor. She expressed her feelings of
uncertainty and hesitation regarding regular ANC: “I monitored my previous pregnancy from the beginning
and they did not discover that my baby was malformed until the end. Sometimes monitoring the pregnancy
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is useless unless both the doctor and the ultrasound are good. Sometimes you �nd people who do not
monitor their pregnancy and everything works for them.”

Fear of undergoing a cesarean section
Some women avoided seeking care due to the belief that most doctors performed unnecessary caesarean
sections. For example. participant 5 who lived in a village in Manbij district, Aleppo, explained the reason
why she does not attend ANC or desires to deliver with a doctor: “The midwife does not deliver you unless
you are totally ready whereas the doctor gives you needles or operates on you when your delivery is
delayed.”

Many women in Aleppo who attended ANC with midwives reported that doctors are not as patient as
midwives and perform caesarean sections immediately at delivery time. Participant 16 who lived in Aleppo
city explained why she chose to attend ANC with a midwife: “Midwives have more patience, the doctor will
not wait. I noticed that there were several stories where doctors did not wait, they ask for a caesarean right
away.”

Many women, especially those in poor Aleppo and in rural areas, reported that their knowledge of ANC
practice comes from the people around them such as family, friends, and neighbors. Not only had these
women avoided ANC because they did not perceive any bene�ts as seen with some women, these women
perceived seeking care as a risky event. Therefore, they avoided ANC with certain providers such as doctors
or avoided seeking ANC as whole to protect their pregnancies.

Theme 3: Women’s appraisal of the value of different
services and their treatment by providers
A central theme to emerge from the accounts of women who attended ANC was their preference for private
care, which included care with a private doctor or a private midwife, over public health centers. This was due
to the following reasons; their lack of knowledge about services offered by public health centers, their lack
of trust in services offered at public health centers and bad experiences with seeking care at public health
centers.

Lack of knowledge about services offered by public health
centers
Some of women’s ANC seeking practices suggested that various women had little knowledge about public
health centers. This phenomenon was evident in both Aleppo and Latakia governorates, although more
common in Aleppo. For example, participant 8 who complained in about not being informed about the
availability of the tests at the health center: “The staff did not mention that I could do the tests at the health
center.”

Participant 21 who lived in Latakia city and attended ANC at a health center was told about the center she is
currently attending by her sister. She explained: “The service here is good. I have never heard of this health



Page 11/24

center before. My sister told me about it. I did not even know that they have a gynecologist and an
ultrasound.”

Lack of trust in services offered at public health centers
Many women who were more familiar with the ANC services offered at the public health centers did not
trust their quality, in particular their ability to deal with or identify complications. A few women in Aleppo
expressed their preference for private care by visiting a private doctor at the beginning of their pregnancy.
Once they were reassured that there were no complications, they followed up the pregnancy at a public
health center. Participant 9 who lived in Aleppo city and was attending ANC at a health center, explained this
point: “I visited a private doctor at the beginning of my pregnancy. She reassured me that my pregnancy
was �ne. Therefore, I have decided to follow up at this health center.”

Other women attending public health centers in Aleppo maintained that they would seek alternative care in
the private sector if complications were identi�ed and the perceived risk outweighed the �nancial burden.
The mother in law of participant 8, who did not follow-up with her care explained: “When she found out that
she was pregnant, I brought her to the health center because her husband cannot afford the doctor. We will
never visit a health center again but if anything happens like bleeding, dizziness, fatigue or back pain, we
will take her to a private doctor.”

Poor experiences of patient-provider interactions at public
health centers
A frequently reported experience in both governorates, but more commonly reported in Aleppo, was being
mistreated by doctors and staff at public health centers and public hospitals. A number of women in Aleppo
criticized the treatment they received from doctors and other health staff at public health centers on many
occasions. For instance, participant 9 who lived in Aleppo city explained: “You feel that they are cold, they
do not make you feel comfortable, they do not understand what you want to tell them and everything is
done so quickly and only the necessary things.”

The researcher witnessed the impolite treatment that women experienced from doctors and staff working in
health centers/hospitals in Aleppo on two occasions. On the �rst occasion, the doctor scolded participant
11 for failing to explain the severity of her headache saying: “How di�cult could it be to tell me how severe
is your headache? Why can’t you do it properly?”

On the second occasion, another woman was rudely scolded by a nurse at the health center for entering the
examination room by mistake. The nurse screamed at the woman saying: “How many times do we have to
tell you that you should not enter this room?”

To avoid being mistreated by doctors, some women decided to seek care with midwives whom they
considered as “nicer”. For instance, participant 12 explained: “I have known her for a while. She delivered
most of my relatives. Although it takes half an hour to get here, I prefer to seek care with her. I like her as she
makes me feel good every visit. Good attitude is the most important thing. When you are sick you need
someone who makes you feel at ease, especially during the last month of pregnancy.”
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Similarly, participant 14 who lived in Aleppo city explained why she preferred seeking care with a midwife
and not a doctor: “My parents advised me to see a doctor and told me that no matter how experienced the
midwife is, the doctor will always be better but I like my midwife and I am comfortable with her so I will
follow up with her. I do not like arrogant doctors. I am going there to check on my pregnancy and not to deal
with arrogance. My midwife does not intimidate me and she never makes me feel I know nothing like
doctors do.”

Generally, the majority of women in Latakia were satis�ed with how the doctors and staff treated them. This
was also con�rmed by the observation sessions. One example is participant 29 who lived in rural Latakia
and who attended care with a private doctor at the beginning of her pregnancy but decided to follow her
pregnancy up at a health center. Participant 29 explains why she followed-up the rest of her pregnancy at
the health center saying: “The doctor here is so nice and has sense of humor (she smiles). She makes me
feel at ease. It is all about attitude. There are some doctors who are always in a hurry, and they never listen
to you. Therefore, you cannot explain anything to them. I have decided to follow-up here.”

Some women in Aleppo considered seeking ANC with a private doctor because of their lack of trust in public
health centers as well as being mistreated by doctors working at the public sector but were unable to do so
because of their higher fees, so they either ended up discontinuing their care or they attended care with
midwives who charged lower fees. Participant 8 elaborated why she does not want to follow her pregnancy
up: “The private doctor is too expensive, and the treatment at the health center is really bad, so we have to
depend on God now, that’s all we have.”

Instead of discontinuing care, some women in Aleppo chose to seek care with midwives who charged lower
fees. This was brought up on several occasions as a reason that encouraged many women to seek care
with midwives and not doctors. Private doctors usually charge 500 Syrian Pounds (SP) per visit and
sometimes 700 SP, whereas the majority of midwives charge only 200 SP and sometimes they do not take
money at all. For instance, participant 15 explained why she attended care with a midwife: “She is not
expensive, I pay only 200 SP for a visit, and sometimes she does not take money, and when she refuses to
take money I give her a present.”

Women’s current or previous experiences with different health care providers as well as experiences of
family members and friends have in�uenced their health care seeking patterns and made them sometimes
discontinue care, seek care with a particular provider, or change health providers until they felt comfortable
with a particular one. Additionally, the choice of the health provider was also in�uenced by women’s
perception of the risks their own pregnancy as women were willing to seek care with an inconvenient health
provider if they experienced complications.

Discussion
Overall, �ndings revealed three dominating themes that triggered different patterns of ANC seeking
behavior, which consequently resulted in inadequate uptake of ANC, especially among vulnerable women in
Aleppo (who generally had low educational level and socio-economic status and who often had limited
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mobility and reduced access to �nances); not seeking ANC at all, seeking care with unquali�ed providers
(independent midwives) or discontinuing care. Our �ndings indicated on several occasions that ANC
services may have been more available, accessible and acceptable for women in Latakia than they were for
women in Aleppo, however, they also showed that women’s perceptions of ANC bene�ts and their
accessibility and acceptability of ANC services were also shaped by traditions and the beliefs and
experiences of others such as family members, friends and other women in their communities.

The majority of women who did not seek ANC were from rural Aleppo where services were often accessible
(within easy reach and free of charge) but the doctors practicing at those public health centers may have
not been always available. Nevertheless, even if the doctors were available, it would have been unlikely for
such women to seek ANC as they were willing to seek care only when they perceived their case as risky.
Women’s emic de�nitions of risk, which affected their perception of ANC bene�ts, differ from the etic or
medical de�nitions which consider any pregnant woman at risk of developing complications. Whereas in
those communities, pregnancy continues to be seen as a normal event that does not require regular medical
follow-up, especially among multiparous women and women who did not experience any health
complications or had a normal previous delivery.

Generally, women in traditional communities worry about the harmful effect of the evil eye on the unborn
baby, which obliges many women to remain discrete about their pregnancy until their baby is born (24). A
number of women in rural and poor urban areas in Aleppo brought up the concept of “evil eye,” and a few
were convinced that it was responsible for their previous miscarriages, possibly because they were given no
alternative explanations. Women’s fear of the harmful effect of the ”evil eye” in these communities could
have discouraged them or delayed them from seeking care, as seeking ANC would have been a clear
announcement of their pregnancy.

Some women stated that infertility issues or serious health problems are two essential reasons why women
should seek care. Since women in traditional Arab societies gain status by their ability to produce children,
seeking care might indicate that they are experiencing problems conceiving or experiencing problems with
their current pregnancies, thus undermining their status in their communities. Therefore, women might feel
obliged to meet the expectations of their family and community by not complaining about their health
publicly in order not to compromise their position in the household and in their communities.

These perceptions of ANC were related to prevailing cultural norms and the in�uence of others, which
resulted in not perceiving ANC as being bene�cial and which could have prevented vulnerable women, who
had lower educational level and socio economic status, from seeking adequate care. These �ndings are in
line with �ndings from other studies included in a recent review of factors in�uencing women’s uptake of
ANC (13). Fourteen studies in the review con�rmed the in�uence of traditional beliefs on shaping women’s
ANC seeking behavior, which translated into avoiding biomedical care (13). Additionally, 16 studies that
were included in the review established that for many women, pregnancy is still considered as a normal
event that does not require medical attention, especially in LMICs (13).
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These traditional beliefs are unlikely to be solely religious in nature, as many Muslim women in other rural
areas in Aleppo, such as Afrin district and in rural Latakia, did seek ANC. These beliefs are perhaps more
likely to be associated with adopted values, based on shared information in certain communities which did
not disappear with time, or changed via positive interaction with the health system, possibly due to the
isolation of these communities as well as the lack of interaction with other communities or the medical
system, which may have contributed to increasing those women’s vulnerability. Consequently, alternative
logical explanations of illnesses may have been less available to the women in these communities. This
was unlikely the case for Latakia, as its smaller size and its geographical location on the Mediterranean sea
may have permitted additional exposure to the outer world, increased their access to education and
consequently resulted in a wider exposure to endorsed information.

When women considered seeking ANC or managed to seek care, issues related to accessibility
(geographical and �nancial) and acceptability of different types of ANC services arose. Women’s
accessibility to and acceptability of ANC services they were exposed to resulted in seeking care with
unquali�ed providers such as midwives or discontinuing their care.

Women often evaluated the risks entailed in accessing ANC services. Accessibility of services was a
challenge for many women in Aleppo, especially for vulnerable women with limited mobility and restricted
access to �nancial resources. For instance, services were not always located within close proximity to
where women lived especially for poor women in urban Aleppo. Some of these women considered the road
trip to seek ANC as risky given the poor road conditions and the lack of regular transportation. Additionally,
although it was not brought up during the interviews, women in traditional societies such as in Aleppo, are
not allowed to leave the house unaccompanied, which makes seeking care even harder when services are
not easily accessible. Therefore, even when women wanted to seek care despite their communities’ beliefs
that did not perceive ANC as important, they were often faced with traditional norms that did not favor
women going out alone. Accessing ANC becomes even more challenging when women are obliged to pay
for transportation to go to a public health center or pay for ANC provided at private clinics that are closer to
where they live. Travel related risks resulting from inadequate infrastructure, distance to health facilities and
lack of transportation were also brought up as barriers to ANC uptake in several studies included in a review
that looked at reasons why women do not use ANC in LMICs (14).

Other concerns that women brought up regarding seeking ANC with quali�ed providers were fear of hearing
false bad news and fear of undergoing a cesarean section. Such fears clearly re�ect the women’s lack of
trust in biomedical care. Preferences for normal vaginal childbirth were brought by women in rural
Bangladesh in a study that examined women and obstetricians’ attitudes towards cesarean delivery (25),
however, the study revealed that women trusted their doctors’ decisions performing cesarean sections
unlike the women in this study who decided to discontinue ANC or seek care with midwives. Those
concerns are likely to have been transmitted to those women by other members in their community, which
considered seeking ANC as risky and which resulted in inadequate uptake of ANC.

A positive pregnancy experience is of extreme importance to women across different socioeconomic and
cultural backgrounds (26). Many women seeking ANC at public health facilities found ANC services
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provided at those health facilities to be unacceptable or less satisfactory. Some women brought up issues
of lack of trust in public health care providers and being maltreated at public health centers (PHCs), which
translated into either going to a private doctor, seeking care with an independent midwife or discontinuing
ANC when women could not afford private health care. Poor staff attitude was among the main factors that
prevent women from seeking ANC as demonstrated by a review that examined reasons why women seek
ANC in LMICs (14). Similarly, a recent study in Saudi Arabia demonstrated that the negative attitude of the
staff and poor communication prevented women from attending ANC despite their awareness of its
importance (27). The same study also demonstrated the importance of the beliefs of others including
family and community members and how they impaired women’s access to ANC (27).

To avoid undergoing a cesarean section, to avoid being mistreated by doctors practicing at the public health
sector and to avoid paying for private care, many women resorted to seeking care with midwives in Aleppo
who charged lower fees than private doctors. Another potential explanation of why many women preferred
care with midwives, which was not brought up by women, was because they preferred seeking care with a
female health provider, which is particularly important for traditional women in Aleppo. A previous study
that included 500 women in Damascus, Syria, con�rmed women’s preferences for females as birth
attendants (28), so we assume that this might have been the case for women in Aleppo. Our results
indicated that some women were willing to travel and pay for transportation to seek care with midwives
whose clinics were not necessarily close to where they lived, which is also an indication that women are
willing to overcome accessibility barriers when they perceive services as being acceptable. Although,
acceptability of services was sometimes based on women’s own experiences, our interviews indicated that
on many occasions, women’s choice for certain health providers was largely in�uenced by stories they
heard from others in their communities, which considered ANC provided at PHCs that could have been
available and accessible as being unacceptable.

The above-discussed issues relate to women’s agency and putting to use the ideas and knowledge present
in their families and communities. However, it is important to note that women’s agency in the evaluation
and decision whether to use services, is imbedded within gendered hierarchical structures of families and
communities. In rural and poor urban areas in Aleppo, women appeared to be more vulnerable given their
lower educational level and socio-economic status, which consequently may have limited their mobility and
reduced their access to �nancial resources. Those women did not present themselves as having a great
deal of control or insight into the management of their pregnancy. The majority of women living in Manbij
district justi�ed not seeking care at a health facility or with a private doctor in relation to the prevalent socio-
cultural norms in their community. The role of social networks and the in�uence of community were also
evident in relation to access to resources such as transport and �nancial resources. Even when women
wished to seek care despite their community beliefs, the socio-cultural norms may have prevented them.

The results of the current study have important implications for consideration of introducing low cost
interventions that address the demand side barriers to adequate uptake of ANC. Figure 1 provides an
overview of the main themes and sub-themes resulting from this study. Theme 1 translates into perceptions
of bene�ts of ANC, which were related to the availability and acceptability of services. Theme 2 translates
into perceptions of risks of seeking ANC, which were related to accessibility to (geographical and �nancial)
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as well as acceptability of services. Theme 3 translates into perceptions of quality of ANC services, which
were related to availability and acceptability of certain types of ANC services. Overall, this study
demonstrated that perceptions of bene�ts, risks and quality of ANC were largely related to the beliefs and
experiences of others in the community and were often dependent on misconceptions that resulted in
inadequate uptake of ANC.

Although universal health coverage is important to achieve positive health outcomes, its effectiveness
becomes limited when services are not used or under-used. Our study demonstrated that vulnerable women,
such as women in Aleppo were less likely to demand for ANC services even when they were available and
accessible. Future interventions intending to increase adequate uptake of ANC should aim at addressing the
needs of vulnerable women and strengthening their capacity and capabilities to enable them to make their
own decisions without having to depend on the opinions of others (18). We recommend 3 promising and
inter-related approaches to strengthen women’s competencies and eventually improve their uptake of ANC:
education, empowerment using women’s groups and Mobile Health Technologies (mHealth) as potential
platforms to deliver education and empowerment interventions.

Increasing women’s access to education improves their status in the household and the community,
improves their knowledge of ANC bene�ts and their knowledge about existing services and appropriate
types of providers, thus increasing the likelihood of their adequate uptake of ANC. When education is
coupled with empowerment, it improves women’s accessibility to health services especially when women
are able to go out without the need to have a companion and when they have an increased access to
�nancial resources. Additionally, education and empowerment improve women’s ability to communicate
effectively with health care providers thus enabling them to raise their concerns regarding any negative
news they may receive or regarding undergoing a caesarean section hence reducing the likelihood of being
mistreated by health providers, and consequently improving their acceptability of ANC services that are
offered by quali�ed health providers.

Empowerment using community mobilization through women’s groups has been shown to be an effective
strategy in improving maternal and birth outcomes in poor settings (18, 29–32). Women’s groups are
particularly recommended in poor settings to provide support to pregnant women, giving them the
opportunity to discuss their needs and the barriers they face when seeking care and encourage them to seek
care at health facilities (31–33).

The use of mobile phones was not widespread around the time of the study, especially among rural and
poor women. Additionally, social platforms such as WhatsApp, which permits the free exchange of text and
audio messages, were also not available. Given the high prevalence of mobile phones use these days, using
Mobile Health technologies (mHealth) offers an effective and a low cost platform to promote behavior
change and increase vulnerable women’s uptake of ANC. A systematic review on the effectiveness of using
mHealth in improving usage of ANC demonstrated that there is a strong evidence that delivering text
messages reminders and education to the phones of pregnant women can improve their uptake of ANC
(34).
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When designing interventions for vulnerable women with limited mobility and reduced access to �nancial
resources, it is important to consider interventions with a delivery mechanism that meets their needs. In the
context of Syria, mHealth can be an effective platform to deliver such interventions without the need for
women to leave their homes or use transportation, which is particularly important in settings where
insecurity remains to be a major concern. Such platforms can be used to send text messages reminders
and deliver educational text and audio recorded messages on the importance of seeking ANC, risks of not
seeking care and on available PHCs that provide ANC that are close to where women live. Also, mHealth can
be an effective platform to deliver empowerment interventions. Such low cost interventions using existing
resources are worth being explored in a low resource setting such as in Syria.

One of the main strengths of this study is that, unlike many studies, it interviewed many women twice and
at different stages of their pregnancy, thus, it allowed to explore the effects of the pregnancy progress as
well as the interaction with the health system on women’s health care seeking behavior and their choice of
different types of ANC providers. The study also employed participant observation sessions, which aided in
triangulation of the results.

The sample included in this study is not be representative of all women in both governorates, but as in any
qualitative research, the sample is not usually selected for statistical representativeness, as the main
objective of the study is to understand social processes. We could have missed important information by
not including more women in rural Latakia. However, quantitative analyses of earlier surveys demonstrated
that both rural and urban women in Latakia seek adequate ANC.

Using observation as a data collection tool involves some limitations. Firstly, observation is a subjective
event and susceptible to observer bias. The researcher ensured to report the events as they occurred without
allowing her own judgment to in�uence her notes, but she also recorded her own perception and reactions
to the events. The second drawback of observation is the “Hawthorne effect,” that is, people usually perform
better when they know they are being observed. The researcher’s presence in health facilities where she
conducted observation sessions might have made doctors and staff working at those settings
uncomfortable thus in�uencing their behaviour. The researcher tried to avoid that by visiting those settings
several times and at different circumstances, so doctors and staff were used to her presence. When
possible, she visited the same settings at different days and different times to assess the processes of care
in different circumstances. We suspect that the researcher’s presence did not change the doctors’ daily
behaviour during the visits, as she did not specify what she was looking for during these observation
sessions.

Interviewing women at home made them feel more at ease, since they were at a familiar setting. However,
since many of them lived in households with many family members, interviews were often interrupted, and
other family members like mothers and mothers in –law who participated occasionally. Moreover, the
presence of other family members might have made women feel less comfortable discussing their health
seeking behaviour and biased their answers. Thus, to avoid this kind of bias, we interviewed women in
Aleppo for a second time and for a longer period, which helped to build rapport, encouraging the women to
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feel more at ease and comfortable sharing information about their ANC practices, and providing more
opportunities to interview them alone.

Courtesy bias, where women tried to give answers in favour of their doctors might have occurred with
women in Latakia, as most participants preferred to be interviewed at health facilitates. Consequently, being
interviewed at health facilities where those women received ANC might have biased their answers towards
favouring the services they have received at these particular clinics or health centres and might have
discouraged them from discussing the issues that they were not entirely satis�ed with.

Conclusions
We believe that our proposed interventions are likely to be effective in addressing the demand-side barriers
to adequate uptake of ANC that existed pre-con�ict and which were likely to have persisted post-con�ict.
Such interventions could be also explored to increase women’s uptake of other maternal health care
services including family planning and use of modern contraception methods. Furthermore, given the
physical destruction caused by the con�ict, which led to a decrease in the number of health facilities and
which instigated the internal displacement of a large number of people (464,800 estimated in January
2020) (35), future research is needed to explore the additional demand side barriers that internally displaced
women are currently experiencing when seeking ANC in their new host communities and as a result of using
new and probably strained health facilities. Crafting appropriate interventions to increase women’s uptake
of ANC is likely to be more effective when it is contextual and when it addresses the barriers that women are
presently facing.
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ANC services
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