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Abstract
Background  Perinatal psychological distress adversely impacts the well-being and social adjustment of parents 
and their children. Expectant parents who have migrated may be at higher risk for perinatal psychological distress 
due to various migration-specific stressors and healthcare service barriers. Limited studies have examined the 
perceived determinants of perinatal distress in immigrant parents, particularly men. This study explored first and 
second-generation immigrant parents’ lived experiences of social stressors and facilitators of perinatal psychological 
well-being.

Methods  Participants were recruited by convenience and purposive sampling as part of a larger study. Semi-
structured interviews were conducted virtually with first and second-generation immigrant women and men in 
Quebec, Canada. An inductive thematic analysis was performed.

Results  Sixteen women (age = 34.8 ± 3.7 years) and ten men (age = 35.1 ± 4.9 years) from various ethnic backgrounds 
participated in the study at 7.4 ± 0.73 and 7.5 ± 0.72 months postpartum, respectively. Three themes were identified: 
(1) cultural pressures (cultural differences in parenting, gender-related cultural pressures, health and baby-related 
practices), (2) health and social service access (social benefits and resources, and systemic barriers in health care), 
and (3) discrimination (physical appearance or parental-related discrimination, gender-related discrimination, ethnic-
related discrimination). First-generation immigrant parents reported greater acculturative stress (i.e. mental health 
stigma, health care access) and ethnic discrimination concerns related to their distress. Among men, barriers include 
feeling as though the paternal role was devalued by society and not receiving consideration by health care.

Conclusions  Our results highlight different social factors of perinatal well-being perceived by men and women 
from various ethnic and immigration backgrounds during the perinatal period. Perceived factors include macro-level 
factors, such as a country’s social climate, health and social policies and services, and social aspects of acculturative 
stress. Our findings suggest the need for continued efforts to challenge and eliminate discriminatory practices. 

A qualitative study exploring the perinatal 
experiences of social stress among first- 
and second-generation immigrant parents 
in Quebec, Canada
Monica Vaillancourt1,2*, Jean-Benoît Deville-Stoetzel2, Francine deMontigny3, Diane Dubeau4, Christine Gervais5, 
Sophie Meunier6, Tamarha Pierce7, Blaine Ditto1 and Deborah Da Costa2,8

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12884-024-06768-6&domain=pdf&date_stamp=2024-8-31


Page 2 of 15Vaillancourt et al. BMC Pregnancy and Childbirth          (2024) 24:575 

Background
Becoming a parent is an exciting but also challenging life 
transition that is multidimensional as it involves signifi-
cant psychological and social adjustment [1]. Migration 
status is being increasingly recognized as a social deter-
minant of health [2]. Almost 25% Canadians are for-
eign-born and 17.6% are second generation immigrants 
(i.e. born in Canada with at least one foreign-born par-
ent) [3]. While many who immigrate to North America 
are of reproductive age, little is known about the impact 
of migratory stress on perinatal well-being in men and 
beyond perinatal depression in women.

While mental health has frequently been defined in 
terms of the absence of mental health disorders, it also 
encompasses broader dimensions of psychological well-
being (i.e. psychological and behavioural adjustment, 
coping with demands and stressors, relative freedom of 
disabling symptoms of anxiety and depression, capac-
ity to maintain relationships, and thriving in social roles) 
[4, 5]. Expectant parents who have migrated may be at 
higher risk for perinatal psychological distress (i.e. symp-
toms of anxiety and depression, and stress exposure and 
perception) due to various migration-specific stressors 
and healthcare service barriers [6]. Migration can impact 
the health of immigrants as well as their offspring that 
are born and raised in the host country, as they negotiate 
a dual cultural background by combining their heritage 
values and practices with the values and social norms of 
the host country [7].

Previous research examining determinants of perinatal 
mental health in the general population have reported 
several factors contributing to transition challenges, 
including unplanned pregnancy, obstetric complications, 
child-related difficulties (e.g. child care issues, health or 
behavioral difficulties), financial stress, and work-fam-
ily conflict [8–14]. In addition to the common stressors 
experienced by many expecting families, there are several 
potential contributors to perinatal psychological distress 
that are particularly relevant and distinct to first-gener-
ation immigrant parents, such as social support [6, 13, 
15–19], gender role stress [14, 20], acculturative stress 
(i.e. stress from challenges or conflicts due to the adjust-
ment to a host society’s culture) [6, 21–26], and discrimi-
nation [6, 27, 28]. First-generation immigrant parent’s 
experience of perinatal psychological distress may be 
exacerbated because of their lower use of maternity-
care services and mental health services due to various 

barriers, including their unfamiliarity with the health 
system, cultural beliefs or preferences, language barriers, 
lack of culturally tailored therapies, culturally significant 
stigma and shame towards mental illness, and the fear of 
being perceived as an unfit parent [6, 29–32].

While the findings to date suggest high prevalence rates 
for antenatal and postnatal depression among first-gen-
eration immigrant women, more research examining its 
risk factors is needed. Previous Canadian studies exam-
ining perinatal mental health have primarily compared 
first-generation immigrants to samples of Canadian-born 
groups who belong to the dominant culture. There is a 
need for studies to increase our understanding of migra-
tion factors on perinatal well-being by including various 
ethnic groups, and second-generation parents because 
they may share similar heritage cultural influences with 
first-generation immigrant parents but not the stress of 
immigration [33]. Moreover, little is known about the 
experiences of ethnic discrimination among first-gen-
eration immigrant men in Canada, as this has primarily 
been examined in women [34]. Fathers’ well-being and 
involvement has a significant impact on better physical 
and psychological outcomes for their partners (e.g. post-
partum depression, pregnancy and birth complications) 
and their child’s well-being and development (e.g. child’s 
attachment security, psychosocial adjustment, school 
performance) [35, 36]. However, research among immi-
grants during the perinatal period has been conducted 
almost exclusively among mothers, which has created 
a tremendous gap in knowledge for immigrant fathers’ 
well-being (for systematic review, 38).

More qualitative studies are needed to examine poten-
tial factors influencing perinatal psychological distress in 
vulnerable populations to provide a more profound and 
rich account of parental experiences and insights that 
may not be captured by quantitative measures that have 
been primarily developed and tested among samples of 
individuals belonging to the dominant culture [37]. Given 
the growing size of the immigrant population in Canada 
and this group’s vulnerability to certain adverse mental 
health outcomes, research into the risk factors associated 
with perinatal psychological distress in this population is 
important and warrants further study. This is particularly 
important given that even mild to moderate psychologi-
cal distress during the perinatal period has consistently 
been shown to adversely impact the physical well-being, 
psychological well-being and social adjustment of parents 

Interventions and resources directed at first-generation immigrant parents should be bolstered. Understanding what 
parents perceive to facilitate or hinder their psychological well-being can help inform the development of tailored 
evidence-based programs and policies to better meet the mental health needs of Canadians and reduce gender 
disparities in the treatment of perinatal distress.
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and their children [38–42]. Research with a greater focus 
on social determinants of perinatal well-being is key for 
preventative strategies aimed at improving antenatal 
screening and treatment.

This study was guided by the key tenets of the Eco-
social Theory which considers how social experiences 
and the multilevel exposure of the family (microsystem) 
within the community (exosystem) can directly impact 
individual mental health outcomes [43]. Moreover, the 
life course perspective recognizes that experiences, such 
as discrimination, remain relevant for health outcomes 
years later [44–46]. Rather than using a framework 
that justifies group differences in health outcomes, this 
approach permits to question the impact of social factors 
such as discrimination and social inequality on health 
[47].

The current investigation sought to explore first and 
second-generation immigrant parents’ lived experiences 
of social stressors and facilitators of perinatal psycho-
logical well-being. Although certain factors such as social 
support, gender role stress, and discrimination may be 
relevant to both first and second-generation immigrant 
parents, we seek to explore if these factors, as well as 
acculturation, play a distinct role in the mental health of 
first-generation immigrant new parents. We expected to 
uncover potential insights into the ways in which support 
to first- and second-generation immigrant parents could 
be enhanced. The exploration of parents lived experi-
ences and perceptions are invaluable to guide the ongo-
ing development and improvement of perinatal programs 
and policies.

Methods
Study design
The current study is part of a larger research project 
investigating work-family conflict and parental leave on 
fathers’ adjustment. Two hundred and forty-three hetero-
sexual couples were recruited in their third trimester of 
pregnancy (28–36 weeks) primarily through social media 
(i.e. Instagram and Facebook advertising) due to the 
COVID-19 pandemic (December 2021- October 2022). 
Participants were eligible to participate if they (a) were at 
least 18 years of age; (b) were cohabiting (c) were able to 
communicate in French or English; (d) had access to the 
internet, and (e) father was employed (due to main objec-
tive of the larger study). Eligible participants that indi-
cated an interest in participating were e-mailed a link to a 
secured on-line data capturing (Research Electronic Data 
Capture (REDCap)) system to provide informed consent 
for access and completion of the quantitative question-
naires and the qualitative interview. Through the RED-
Cap system, participants completed the standardized 
self-report questionnaires measuring sociodemographic 

and psychosocial variables during the third trimester of 
pregnancy and at 2, 6 and 12 months postpartum.

A sub-group of individuals identifying as men or 
women with and without an immigrant background were 
selected for the qualitative interview after completing 
the questionnaire at six months postpartum. Men and 
women were contacted, and those that agreed selected a 
time for the interview. Interviewing was conducted until 
redundancy and saturation was achieved (i.e. no new 
information, themes, or explanations were being gener-
ated) [48]. This allowed us to obtain a balance between 
rich experiential description from participants, and as 
much as possible, a representation of variety in experi-
ences across the immigrant population in Quebec. We 
anticipated approximately seven parents per group (first-
generation immigrant men, first-generation immigrant 
women, second-generation immigrant men, and second-
generation immigrant women) to include a representa-
tion of parents from different ethnic backgrounds. This 
was possible for all groups except for second-generation 
immigrant men. This was part of a larger study and data 
collected among Canadian-born participants without an 
immigrant background were not examined in this study 
and have not yet been published.

Given the objective of the study to examine stress-
ors and facilitators of perinatal psychological well-being 
among an ethnically diverse sample, purposeful sam-
pling was used to select (1) a majority of participants that 
reported elevated psychological distress during the third 
trimester or postpartum according to questionnaires 
(Depression Anxiety Stress Scale—21 (DASS-21 [49]); 
score of ≥ 10 on the depression subscale and a score of 
≥ 8 on the anxiety subscale) and (2) belonging to several 
ethnic groups, including men and women from dominant 
and non-dominant cultural groups or visible minority 
groups. Participants who identified with White/Cauca-
sian/European ethnicity group or countries with major 
English ancestry (United States, Australia, or New Zea-
land) were considered the dominant culture. The Cana-
dian and Quebec government defines visible minority 
status as “persons, other than Aboriginal peoples, who 
are non-Caucasian in race or non-white in colour” [50].

Data collection
Socio-demographic and health information were 
obtained with online standardized questionnaires. Dur-
ing the development of the semi-structured interview 
guide, a male and female colleague that were unfamiliar 
with the project examined the guide and flagged unclear 
questions. Two members of the research team with prior 
qualitative research experience, including first author 
“MV” (female PhD student in psychology) and coau-
thor “JB” (male research assistant with a PhD in sociol-
ogy), were involved in the data collection process. We 



Page 4 of 15Vaillancourt et al. BMC Pregnancy and Childbirth          (2024) 24:575 

matched the interviewer’s gender to the participant. This 
has been recommended, particularly for some traditional 
cultures where it is inappropriate for a male stranger to 
interview women [51]. Semi-structured individual inter-
views were conducted and recorded remotely via Zoom. 
Interviews involved posing open-ended questions and 
follow-up probes designed to obtain an understanding 
of participants’ lived experiences (see Supplementary 
material 1 for question guide). The interviews began with 
general rapport-building and contextual questions, such 
as asking about their experience as a parent. Then ques-
tions focused on the experiences, views, and feelings of 
the parents regarding mental distress during pregnancy 
and the postpartum. Field notes were made by the inter-
viewer after every interview and were used to assist in the 
analysis of the transcribed audio recordings. All record-
ings were transcribed verbatim and were double-checked 
against the recordings to ensure accuracy. The transcripts 
were anonymised and entered into Dedoose qualitative 
software programme (www.dedoose.com) to facilitate 
data management.

Thematic analysis
As we aimed to explore insights into parents lived expe-
riences and perceptions, data were analysed using an 
inductive thematic analysis approach following the guide-
lines stipulated by Braun and Clarke, which includes data 
familiarisation, generating initial codes, generating initial 
themes, developing and reviewing themes, defining and 
naming themes and writing up [52]. This method allows 
for the use of a constructionist epistemology (i.e. mean-
ing and experience are deemed to be socially produced). 
Therefore, the analysis did not focus on individual psy-
chologies, rather it sought to theorize the sociocultural 
contexts and structural conditions related to psychologi-
cal distress.

Two members of the research team (MV and JB) were 
involved in the data analysis process to allow for triangu-
lation. All transcripts were independently read through 
several times by MV to familiarize herself with the data 
and obtain a sense of the entirety of the data. Both MV 
and JB coded all transcripts. Firstly, a subgroup of tran-
scripts from mother and father interviews were coded by 
identifying keywords to generate initial codes (MV and 
JB). This process was repeated for each transcript with 
previous transcripts reconsidered iteratively as codes 
and themes emerged with the analysis of subsequent 
transcripts. Next, the codes were discussed between MV 
and JB to arrive at a consensus regarding the initial codes 
and a codebook was agreed upon. All the transcripts 
were individually reread, and codes were updated, and 
the remaining transcripts were coded (MV and JB). MV 
categorized codes into themes and subthemes. Next, MV 
and JB met to discuss themes. Throughout this process, 

themes and subthemes were compared, modified, com-
bined, and developed in line with new and alternative 
data. To ensure credibility of results, we took the themes 
back to the original transcripts to verify that they made 
sense within the actual data (i.e. the coded extracts and 
the entire data set). The final step involved a meeting 
with the first author and the senior/corresponding author 
to discuss emerging ideas, themes, and subthemes and to 
decide on the final themes that best represent the collec-
tive thoughts and experiences of the participants regard-
ing the social factors influencing perinatal distress (MV, 
DD). Interpretations were negotiated among all authors.

All study materials, including the protocol and inter-
view questions were approved by the research ethics 
board of the McGill University Health Centre.

Results
Semi-structured interviews were conducted among first-
generation immigrant and second-generation women 
(N = 16, age = 34.8 ± 3.7 years, 7.4 ± 0.73 months postpar-
tum) and men (N = 10, age = 35.1 ± 4.9 years, 7.5 ± 0.72 
months postpartum) in Quebec, Canada, and lasted 
approximately 45 min (see Table 1).

Thematic analysis
The thematic analysis of social (macro-level) stressors 
and facilitators resulted in the identification of the fol-
lowing three main themes (see supplementary material 
for Table S1 containing quotes):

 	• Theme 1— Cultural pressures with three sub-
themes: cultural differences in parenting, gender-
related cultural pressures, health and baby-related 
practices.

 	• Theme 2— Health and social service access with 
two sub-themes: social benefits and resources, and 
systemic barriers in health care.

 	• Theme 3— Discrimination with three sub-
themes: physical appearance or parental-related 
discrimination, gender-related discrimination, 
ethnic-related discrimination.

Table  2 contains a summary of the subthemes reported 
by group.

1.	 Cultural pressures.

1.a.i.	Cultural differences in parenting.

First-generation immigrant men and women and sec-
ond-generation immigrant women described clashes of 
cultural differences between the Canadian and heritage 
cultures concerning parenting approaches that affected 
their psychological well-being during the perinatal 

http://www.dedoose.com
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Table 1  Characteristics of participants
First generation 
immigrant men 
(N = 8)

Second 
generation im-
migrant men 
(N = 2)

First genera-
tion immigrant 
women (N = 10)

Second gen-
eration immi-
grant women 
(N = 6)

Demographic variables
Age (mean years) 35.36 31.99 34.45 34.06
Education – post secondary education  N (%) 8 (100%) 1 (50%) 10 (100%) 5 (83.3%)
Employment Status - Employed N (%) 8 (100%) 2 (100%) 10 (100%) 6 (100%)
Parity (Primiparous) 6 (75%) 2 (100%) 4 (40.0%) 3 (50.0%)
Planned Pregnancy N (%) (yes) 8 (100%) 2 (100%) 8 (80.0%) 6 (100.0%)
Ethnicity N (%)
  Eastern or Western European 2 (25%) 1 (50%) 3 (30%) 2 (33.3%)
  Latin American 1 (12.5%) 1 (50%) 3 (30%) 1 (16.7%)
  Middle Eastern 3 (37.5%) 0 (0%) 1 (10.0%) 1 (16.7%)
  East or Southeast Asian 1 (12.5%) 0 (0%) 1 (10%) 2 (33.3%)
  Northern African 1 (12.5%) 0 (0%) 0 (0%) 0 (0%)
  Western African 0 (0%) 0 (0%) 2 (20%) 0 (0%)
First spoken language N (%)
  English 2 (25%) 1 (50%) 3 (30%) 4 (66.7%)
  French 3 (37.5%) 1 (50%) 4 (40%) 2 (33.3%)
  Other 3 (37.5%) 0 (0%) 3 (30%) 0 (0%)
Migration admission staus (%)
  Permanent resident: Economic class immigrant (Worker programs, 
Business programs, Provincial and territorial nominee)

5 (62.5%) 2 (20%)

  Permanent resident: Family class immigrant (family reunification) 0 (0%) 3 (30%)
  Temporary Resident (foreign temporary worker) 1 (10%) 1 (10%)
  Temporary Resident (foreign student) 1 (10%) 3 (30%)
  Canadian born abroad 1 (10%) 1 (10%)
Years in Canada (mean years) 11 15
Time with partner (mean years) 7.25 7 9.20 8.50
Household Income
  < $79,000 3 (37.5%) 0 (0%) 3 (30%) 0 (0%)
  80,000–$149,000 5 (62.5%) 2 (100%) 3 (30%) 6 (100%)
   > $150,000 0 (0%) 0 (0%) 4 (40%) 0 (0.0%)

Table 2  Summary of subthemes reported by group
First generation im-
migrant men

Second generation 
immigrant men

First generation im-
migrant women

Second 
generation 
immigrant 
women

Themes
1. Cultural pressures
1.a.i. Cultural pressures regarding parenting ✓ ✓ ✓ ✓
1.a.ii. Gender-related cultural pressures ✓ ✓ ✓ ✓
1.a.iii. Health and baby-related practices ✓ ✓
2. Health and social service access
2.a.i. Social benefits and resources ✓ ✓ ✓
2.a.ii. Systemic barriers in health care ✓ ✓
3. Discrimination
3.a.i. Physical appearance or maternity-related ✓ ✓ ✓
3.a.ii. Gender-related ✓ ✓
3.a.iii. Ethnic discrimination ✓ ✓
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period. Women reported these clashes occurring with 
family, while men reported these challenges to occur at 
work.

First- and second-generation immigrant women identi-
fied Canadian culture as a facilitator of a more favorable 
parenting style. For example, a first- and second-genera-
tion immigrant woman explained that in Quebec parent-
ing is less focused on the hierarchy between the child and 
the parent, while their heritage culture promotes authori-
tarian parenting, to which they are opposed.

On the other hand, first-generation immigrant men and 
women and second-generation immigrant women identi-
fied their heritage cultures to be more family-oriented in 
comparison to non-immigrant Canadian families, which 
facilitated their psychological well-being during the peri-
natal period. A second-generation immigrant mother 
noted greater expectations for family engagement (i.e. 
her parents and siblings) with her family compared to 
Canadian mothers that do not have immigrant parents. 
“I’ll be frank in saying, I’m happy to be in a Middle East-
ern family where like, people invite themselves over and 
my parents take care of my kids like they’re their own and 
like, take them, and my brothers will do the same. And 
that was really helpful post birth. And it was really helpful 
for my son to transition to having a sister because he felt 
super valued and like, he didn’t feel you know, replaced at 
all, he was still in the big family.”

However, first-generation women, as well as both sec-
ond-generation immigrant men and women reported 
feeling pressured to follow in heritage culture traditions 
for parenting, which contributed to distress in some. For 
example, a first-generation immigrant mother described 
how she was criticized and did not feel supported by 
her family in her choice to teach her infant one of Can-
ada’s official languages, instead of exclusively focusing on 
their native language. Second-generation parents simi-
larly experienced distress due to a discordance between 
their chosen parenting practices and those advocated 
by their parents or in-laws. A second-generation immi-
grant woman expressed how she felt after her mother 
was upset at decisions that she made regarding a cultural 
event that was for her baby; “I get down, I get sad, and 
sometimes just start crying. […] So, there’s moments where 
I take it bad. I tend to come out of it pretty fast, but it’ll hit 
me for few hours, and I’m just in a mood. It’s not a con-
stant thing. Like it’s just whenever my mom happens to 
share something that’s happening on her side, and it has 
something to do with my daughter. Like every time I have 
an event for my daughter it’s like a big story in my family”.

First-generation immigrant women identified the 
respect of personal boundaries as another facilitator of 
Canadian culture, and conversely, the disregard of these 
boundaries as a barrier due to their heritage culture. 
For example, participants from countries like Brazil and 

China explained how others within their heritage culture 
are intrusive and give unsolicited parenting opinions and 
advice, while Canadian culture is more cautious in doing 
so, which allows them to “lead their motherhood”.

1.a.ii.	 Gender-related cultural pressures.

First and second-generation immigrant men and women 
reported heritage culture influences on gender role divi-
sion of labour and parental leave expectations as barriers 
to their well-being. A first-generation immigrant mother 
from China described how her heritage culture influ-
enced her to feel anxious when her partner took paternity 
leave to be more involved. She found herself questioning 
whether he felt he had to take the leave because she was 
not supporting him enough and diminishing his abil-
ity for professional development. A second-generation 
immigrant father described the pressure from his fam-
ily to take a shorter paternity leave because of his gen-
der; “My mother is of Latin origin, so for her, the father 
must do nothing. He must go to work and then the mother 
stays home with the baby, so she doesn’t really understand 
why I took such a long paternity leave. She wanted me to 
get back to work as soon as possible”. However, this par-
ticipant felt supported to take a longer paternity leave by 
Canadian society given the additional weeks of parental 
leave provided when a father takes the full amount of 
paternity leave available. A facilitator of Canadian cul-
ture described by a second-generation immigrant woman 
included a more equitable division of labor by gender. 
This participant explained: “I think it had an impact [on 
perinatal mental well-being] because during my preg-
nancy I was not feeling well, so maybe my husband felt 
more comfortable doing more house-related tasks [clean-
ing, cooking, groceries]”. She attributed her partner’s 
comfort to take up traditionally female tasks to Cana-
dian family gender roles; “in Canadian culture it’s more 
accepted that a man does it”.

Negative systemic expectations of mothers in Canadian 
culture were signaled by first and second-generation immi-
grant men and women. Women reported a greater diffi-
culty balancing new maternal expectations in addition to 
everyday demands (i.e. being independent while keeping 
up a façade that all is well, the negative impact of maternity 
on their careers, and difficulty asking for help). A second-
generation immigrant mother described how Canadian 
mothers are expected to retain all the past aspects of them-
selves (e.g., intellectual, sexual, and physically active selves) 
and concurrently develop a maternal self. To make these 
demands possible, women are recommended to make the 
time to engage in self-care activities. Thus, society imposes 
an “additional pressure on mothers to like, do this one more 
thing that they just don’t have the energy to do”. First and 
second-generation immigrant fathers also echoed these 
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systemic expectations on women to go above and beyond in 
parental-related tasks; “I feel like for men, just by being there, 
and by taking a little longer parental leave, and by trying to 
be involved, society feels like we’re already doing a lot. And 
we don’t have a hard time valuing that, while for women it’s 
the opposite. It’s like they always have to be perfect in every-
thing, and then they should do like in advertisements: use 
washable diapers, do positive education, do child-led dietary 
diversification, do breastfeeding and everything. In the end, 
it is extremely difficult to do all of this. So, they have a kind 
of pressure that is immense” (second-generation immigrant 
father).

1.a.iii.	 Health and baby-related practices.

First-generation immigrant parents expressed how 
Canadian health, e.g., mental health support, and baby-
related, e.g., allowing the baby to be by the parents’ side 
after birth, practices positively affected their mental well-
being. The openness to speak about mental health and 
receiving care was identified as positive within the Cana-
dian culture compared to the heritage cultures of some 
of the first and second-generation immigrant women. 
An immigrant mother captured this lived reality: “I guess 
maybe it was my cultural heritage that maybe stopped me 
from going to get those help because you don’t have that 
usually and so the pregnancy was harder the postpartum 
was harder, the breastfeeding was harder, whereas this 
time around, I’m like, whatever help is available and it’s 
free, I’m taking it. And it just made my journey easier. And 
that’s, I think it’s a plus from the Canadian culture there.” 
Similarly, a first-generation immigrant father reported 
how his family discouraged him from sharing about peri-
natal difficulties because they attach stigma towards any 
negativity during this period. The perception of parent-
hood as “a blessing” creates a pressure on parents leading 
to exacerbation of mental health difficulties.

However, imposing Canadian pregnancy- or baby-related 
practices was a barrier for well-being among some first-
generation immigrant parents. For example, a first-genera-
tion immigrant father explained how they were not able to 
follow a cultural tradition after birth because of Canadian 
health guidelines. Despite understanding, the parents felt it 
was odd as it is common practice in their country of origin. 
Moreover, a first-generation immigrant woman from Sen-
egal attributed the constant physical tests, e.g., blood tests, 
during maternity care to Canadian culture and claimed it 
contributed to perinatal distress.

2.	 Health and social service access.

2.a.i.	Social benefits and resources.

First-generation immigrant men and women reported 
that access to good social benefits promoted positive 
psychological well-being during the perinatal period. 
First-generation immigrant fathers explained how “the 
approach of Quebec’s society” and the governmental 
practical support was the most beneficial facilitator of 
parental perinatal well-being. For example, a first-gen-
eration immigrant father expressed: “I feel support in a 
way because you don’t have to pay for the appointments. 
You can have a good doctor without paying them.[…] And 
then you have like the child benefit”. Similarly, a first-gen-
eration immigrant woman felt fortunate to give birth in 
Canada given the more supportive parental leave poli-
cies (i.e. longer maternity leave). This participant explains 
that she chose not to include her heritage culture within 
her maternity practices because she believes it does not 
promote women’s rights to fully experience their moth-
erhood (e.g. women must make the difficult decision to 
stop breastfeeding after three months to go back to work 
given their maternity leave policies). Moreover, a greater 
access to online and in-person resources (e.g. prenatal 
classes, lactation consultant, etc.) in Quebec was identi-
fied as a facilitator of well-being among first and second-
generation immigrant women.

2.a.ii.	 Systemic barriers in health care.

First-generation immigrant men and women identified sys-
temic barriers in navigating the health care system given 
the difficulty in obtaining access in Quebec. “So, you need 
to beg for everything, right? You need to know everyone in 
order to get the service that you need, right? So, and then for 
an immigrant it’s even harder, right? Because you don’t have 
a tie here, you do not have history” (first-generation immi-
grant father). Since many immigrants’ families were not able 
to visit because of the pandemic, some sought professional 
support and perinatal services to substitute the family’s 
support. However, access to perinatal services was limited 
during the pandemic. A first-generation immigrant mother 
explained how she had prepared to have a doula that speaks 
her first language as well as French to have someone to sup-
port and advocate for her in case of an emergency during 
childbirth; “I was afraid that I wouldn’t be able to a certain 
point to speak any other language other than my mother 
tongue. Just because of, for example, if I had to take any med-
ications, strong medication”. However, due to COVID-19 
restrictions she was not able to have her doula with her in 
person during delivery, which exacerbated her distress.

3.	 Discrimination.

3.a.i.	Physical appearance or parental-related 
discrimination.



Page 8 of 15Vaillancourt et al. BMC Pregnancy and Childbirth          (2024) 24:575 

Both first- and second-generation women reported 
encountering judgments and negative assumptions 
related to their physical appearance and/or their mater-
nity, and for some, these encounters increased their 
levels of distress. Some women noticed others giving 
them strange looks in public and speculating about their 
physical situation (e.g. whether they were overweight or 
pregnant, or their age). Some women expressed social 
difficulties at work due to their pregnancy. A first-genera-
tion immigrant mother explained that her superior at her 
employment posed harmful assumptions about her com-
petency, posed acts of harassment, and tried to fire her 
without cause, which caused stress and made it difficult 
to complete routine tasks without scrutiny. She noticed 
that this harassment began when she did not want to 
reveal her family planning to her superior and got worse 
during her pregnancy.

First and second-generation immigrant women 
reported maternity-related discrimination in the form 
of dismissive encounters with health care profession-
als during maternity care. Participants reported that 
these encounters contributed to self-doubt, stress, and 
anxiety. An immigrant mother describes it well: “I was 
really doubting a lot of what I was seeing in the child and 
it [comments from health care professionals] contributed 
to that. Even if there is such a little thing, I will start to 
stress out. (…) It was really to the point where I would say 
it attacked all my sensations…not my feelings of my…my 
perception of how I saw myself as a person, how I function, 
to be able to rely on my knowledge and on my judgment.” 
Conversely, a 36-year-old second-generation immigrant 
mother described receiving constant concerns from 
health care providers regarding her pregnancy due to 
her age and weight. Constantly feeling judged by health 
care providers based on physical features was a source of 
stress for this participant.

Male participants also reported experiences of paren-
tal discrimination based on their physical appearance. A 
second-generation immigrant father explains how gener-
ally he does not notice negative expressions from people 
in public when he is walking with the stroller, however, 
“it seems that the more affluent neighborhoods I go to, 
the more I will get a “secondary look”. And I’m not sure if 
that’s because of being a father in the situation or if that’s 
because of, yeah, being somebody who’s heavily tattooed 
and the way that I generally dress seems to look a little bit 
more aggressive to some people. So, that may be a barrier 
[to perinatal mental well-being] as well”.

3.a.ii.	 Gender-related discrimination.

A common sentiment expressed among first and sec-
ond-generation immigrant men was that their paternal 
role was devalued by society. Participants highlighted 

not enough gender equality in father’s rights and par-
enting issues in Quebec. A first-generation immigrant 
man described feeling as though from one day to the 
next the significance of the parental role was exclusively 
for the mother, and that fathers have difficulty establish-
ing their role within the family and society. This partici-
pant pointed out that the inequality between mothers 
and fathers in Quebec is reflected in the scarce number 
of resources available for fathers compared to mothers. 
Similarly, other participants expressed not receiving sup-
port as fathers during maternity care. A first-generation 
immigrant father described his experience during prena-
tal courses: “I found that there was five hours on moth-
erhood and one slide about fathers concerning what they 
can do to help the mother”. A second-generation father 
described how any requests from the father during 
childbirth were dismissed by the medical staff, whether 
it was as mundane as emptying the trash in their room, 
or important, such as, advocating on behalf of his part-
ner that asked him to communicate on her behalf. “The 
mom let me know when the nursing staff were not there 
that she had reached a point where she was no longer 
capable. However, when I transmitted the message to the 
nurses, because it was me and not the mom…but the mom 
was unable to say it, it wasn’t taken into account, so it was 
things like that, that gave me the impression that because 
I’m a dad and not a mom, we don’t take it into account”.

A first-generation immigrant father explained how his 
partner emphasizes that the mother is the most impor-
tant parent for their child and devalues his paternal role 
within the family. This participant attributes his partner’s 
attitude towards fatherhood to maternity pages she fre-
quently engages with on social media. These comments 
were difficult to experience because it created a hierarchy 
between them regarding their child. Lastly, a first-gen-
eration immigrant father explained how he experienced 
discrimination by work colleagues regarding his choice 
of paternity leave duration, as they deemed it to be too 
long, despite it following the governments regulations 
of permitted parental leave; “the only bit of discrimina-
tion I felt was when they knew: “he’s now taking two and 
a half months off, he’s taking eight weeks plus five weeks”. 
That got people talking; “how come the father is taking 
that many weeks off?”. It was a little more than two, three 
people, who criticized me. And I said it did not affect me. 
But it was difficult”.

3.a.iii.	 Ethnic discrimination.

First-generation immigrant participants experienced 
ethnic discrimination in society and during health care, 
which influenced their access to and quality of services 
and contributed to stress. After delivery, a first-gener-
ation immigrant mother noticed that the medical staff 
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would check up on a Caucasian mother in the same room 
yet neglected to check on her and forgot to give her a 
transfusion after she had experienced a difficult labor. 
“They just kind of forgot about me after I gave birth. Like, 
I just, and I felt it was, I don’t like the word racial, but like 
ethnic. Like, anyways, because like the lady next to me, 
she was Russian and they were in there, like, ever so often. 
Yeah. So, I felt very neglected during that time”. A first-
generation immigrant father suspected that his partner’s 
severe pain during labour was dismissed by health care 
professionals because she is not Caucasian. This partici-
pant described how health care professionals in Quebec 
may perceive individuals from Latin America or Africa 
to have a higher threshold of pain, so they consider their 
comments about pain as an exaggeration and dismiss 
them. “So, they’re like, “okay, no, they’re just exaggerating, 
they’re just exaggerating. They’re, not that, that bad. They 
can withstand more, let’s give attention to other people 
and she can come afterwards”. I have no proof to say that 
was the case, but it did end up feeling like that”.

An immigrant father described an upsetting encounter 
with colleagues after his baby was born. He felt uncom-
fortable after the birth because his colleagues “would 
refer to her (his baby) as a brown baby. And, for me, it was 
just a baby. For them to like say a brown baby was like 
okay…And it is just one of those moments that makes you 
really realize, “oh yeah, these people are basically different 
than me”.

Discussion
Our study explored first- and second-generation immi-
grant parents’ lived experiences of social stressors 
and facilitators of perinatal psychological well-being. 
Although immigrants are a heterogenous group with 
varying experiences, our findings highlight the perceived 
impact of macro-level factors, such as a country’s social 
climate, health and social policies and services, and social 
aspects of acculturative stress on the perinatal well-being 
of first and second-generation immigrant parents. First-
generation immigrant parents reported greater adap-
tation stressors (i.e. mental health stigma, health care 
access), and ethnic discrimination concerns related to 
their distress.

Participants experienced cultural pressures in a multi-
tude of contexts concerning parenting decisions during 
the perinatal period, a distinct form of social stress with 
potentially significant implications for the parents and 
their offspring. First and second-generation immigrant 
parents reported greater family-oriented values in their 
heritage culture as a strength given increased familial 
support. However, participants felt pressured to follow 
heritage cultural traditions concerning parenting prac-
tices, which contributed to distress in some. Similarly, 
first- and second-generation immigrant women in North 

America experienced postnatal stress due to conflict with 
their parents or in-laws regarding a discordance between 
their chosen parenting practices and heritage cultural 
practices recommended to them [53, 54]. A recent 
Swedish study found first-generation immigrant women 
reported parenting challenges related to balancing the 
Swedish system and their heritage cultural practices [55]. 
We found that second-generation immigrants may expe-
rience certain perinatal stressors including navigating 
host and heritage cultural practices and demands, which 
has been found in previous research outside of the peri-
natal period [56, 57]. Some cultures place a strong value 
on familial relationships, and therefore obtaining famil-
ial approval and social support [54, 58]. Future research 
should go beyond examining social support and examine 
whether there are some moderating variables (e.g. iden-
tification with heritage culture) that could explain when 
heritage culture can reduce or increase the risk of perina-
tal mental health distress. More specifically, in our study, 
women reported cultural clashes and pressures occur-
ring primarily with family, while men reported these 
challenges to occur at work. Similarly, a qualitative study 
found that while both men and women reported feelings 
of inadequacy during the perinatal period, men’s feelings 
were expressed as stress related to work expectations, 
while women’s were expressed as depressive symptoms 
related to parenthood expectations [59].

Culture can prescribe acceptable norms for parental 
behaviors associated with gender role and are another 
cause for intergenerational conflict within the family 
[60, 61]. First and second-generation immigrant parents 
reported Canadian expectations for mothers, and heri-
tage culture influences on gender role division of labour 
and parental leave expectations as barriers to their well-
being. Immigrant women experience a greater burden 
of family and household responsibilities due to heritage 
cultural norms [55]. According to first-generation immi-
grant mothers in our study and another Canadian study 
[62], immigrant fathers have chosen to maintain tradi-
tional gender roles (i.e. less engagement in emotional and 
family-related practical support) despite the increasing 
shift towards greater father engagement in the host cul-
ture [63]. These expectations negatively impacted wom-
en’s psychological well-being due to feelings of loneliness 
in the host country and the lack of social support women 
would normally obtain by extended family in their coun-
try of origin [55, 62], which are both risk factors for 
perinatal depression. While we did not find gender-role 
conflict among first-generation immigrant fathers in this 
study, other research has found that changes in gender 
roles for fathers after immigration can cause symptoms 
of stress and depression due to experiences of changing 
family roles, limited work opportunities, and discrimi-
nation [60, 64]. Conversely, second-generation parents 
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reported greater gender role division of household labour 
and accompanying psychological well-being benefits, 
which could be explained by greater exposure to host 
culture.

First-generation immigrant parents explained how 
Canadian health and baby-related practices positively 
affected their mental well-being, notably regarding men-
tal health care. While we found that first-generation 
immigrant parents reported cultural context for mental 
health stigma, this was not found among second-genera-
tion parents as they reported being positively influenced 
by the host country’s openness towards mental health. 
In a Canadian study, first and second-generation women 
described how their parents and in-laws did not under-
stand the concept of postnatal mental health problems, 
and consequently were unsupportive when participants 
communicated their concerns [53]. In the latter study, 
first- and second-generation immigrant mothers found 
stigma to be experienced similarly regardless of their 
immigration status [53]. However, this difference in find-
ings compared to our study may be due to their pur-
poseful selection of second-generation Canadians who 
self-identified as having a strong connection to their 
home culture. The literature among immigrant moth-
ers’ perinatal mental health suggests that mental health 
stigma may be embedded within cultural identity, thus 
women conceal their distress because they experience 
shame and fear the stigma attached to mental illness 
within their family and ethnic community [54, 61, 62, 65]. 
Another perinatal study reported that first-generation 
immigrant women expressed a mistrust of social services, 
which may have affected their psychological well-being 
and their willingness to seek support, however trust was 
found to increase with the time spent in host country 
[55]. The participants in our study have been in Canada 
for a longer amount of time, which may explain why they 
did not report mistrust. For more recent immigrants, it 
may be important for immigrant-specific resources to 
include information on social services.

Evidence suggests that immigrants report higher lev-
els of happiness when there is a qualitatively good gov-
ernment, e.g., policies and services that create a healthy 
and safe environment [56]. Although first-generation 
immigrant men and women expressed that access to 
supportive health and social benefits and resources pro-
moted positive psychological well-being during the peri-
natal period, participants identified systemic barriers 
in accessing and navigating the health care system. Our 
results mirror findings from other studies among immi-
grants highlighting the additional challenges in access-
ing health care generally [66] and during the perinatal 
period [55] given their unfamiliarity to the health care 
system, and further emphasizes the importance of having 
a social network that may provide helpful health system 

information or health care provider contacts. Similar to 
our findings, first-generation immigrant mothers in Swe-
den expressed that obtaining health care was significantly 
easier once they knew more about the Swedish system 
[55]. Moreover, our findings recognized how marginal-
ized communities have been disproportionately impacted 
by COVID-19 policy responses. During the COVID-19 
pandemic, changes occurred both socially and in mater-
nity care, which have been found to be associated with 
poor mental health symptoms, e.g., posttraumatic stress, 
anxiety, depression and loneliness, in the general popu-
lation [67, 68]. Second-generation immigrants have a 
greater knowledge of the host culture and may have more 
resources and social capital. During perinatal period, 
many cultural customs and expectations rely on the sup-
port from extended family [61], which was particularly 
challenging considering travel restrictions during the 
pandemic. While interventions and resources directed at 
parents should be bolstered during periods of crisis, such 
as a pandemic, it may be particularly important among 
first-generation immigrant parents who may experience 
greater difficulties navigating the healthcare system both 
practically and given cultural differences.

The perception of discrimination in everyday contexts 
were reported to impact parents’ psychological well-
being, mirroring findings of other studies in the general 
population [69, 70], among male and female first-gener-
ation immigrants [69, 71–73], and among women dur-
ing the perinatal period [74–77]. A meta-analysis [71] 
found this relationship to be present across a wide range 
of well-being measures and for both personal and group 
discrimination. High levels of discrimination have also 
been reported among second generation immigrants [78, 
79], and have a negative effect on life satisfaction levels 
[80]. Discrimination over the life course may contribute 
to the deterioration of mental health for first and second-
generation immigrant parents. Research suggests that 
heightened stress responses and negative coping behav-
iours (e.g. substance use or detachment coping) mediate 
the relationship between discrimination and physical and 
mental health [81–83]. Some researchers have found dif-
ferences in discrimination sensitivity among first- and 
second-generation immigrants related to cultural-based 
variations (e.g. having one native parent, majority lan-
guage at home, religious affiliations, collectivist vs. indi-
vidualistic cultures), ultimately impacting the level of 
emotional distress [84, 85]. More research is needed to 
examine the mechanisms and buffers through which 
environmental stressors like discrimination impacts 
immigrants’ mental health, such as cultural differences.

Some forms of discrimination encountered by our 
participants add to other specific stressors faced by 
immigrants. Male and female participants reported 
encountering judgments and negative assumptions 
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related to their physical appearance (e.g. weight) and/or 
their maternity (e.g. parental or pregnancy discrimination 
at work), and for some, these encounters increased their 
levels of distress. Other studies have found that women 
report pregnancy-related discrimination at work [86, 87], 
and communication problems [88] and weight-related 
stigma/discrimination during prenatal care [89]. Despite 
policies in place to support the well-being of parents in 
Canada, the USA, and the UK, women continue to report 
pregnancy discrimination at the workplace (employment 
termination or demotion upon their employers learn-
ing of their pregnancy or when returning to work after 
maternity leave, negative stereotyping, and negative or 
rude interpersonal treatment because of pregnancy) [86, 
87, 90, 91]. A Canadian report in 2021 found that a third 
of employees that had taken maternity leave experienced 
pregnancy discrimination [92]. Perceived pregnancy dis-
crimination has been found to indirectly lead to adverse 
health outcomes for mothers (postpartum depressive 
symptoms) and their babies (increased medical appoint-
ments, lower birth weights and gestational ages) via the 
mechanism of maternal perceived stress [93]. It is pos-
sible that immigrant parents may not be aware of the leg-
islation that prohibits workplace discrimination related 
to pregnancy, therefore, parents should be provided 
with this information and relevant resources. Provid-
ing training to managers that is family-supportive could 
help improve employee job satisfaction and better health 
among parents [94]. However, more research is needed to 
understand discrimination and paternal mental health.

Among men, barriers to perinatal mental health 
included society undervaluing the paternal role, not 
receiving consideration or support during maternity 
care, and first-generation immigrant men reported gen-
der inequality in parenting issues. These identified sub-
themes resonate with findings from previous studies on 
fathers’ prenatal experiences that reported men feeling 
excluded during the labour of their partners and that 
information and support from healthcare providers had 
a positive influence on paternal well-being (for system-
atic review, 38). While the importance of father involve-
ment during the perinatal period has been determined, 
men’s role within the family continues to be underval-
ued and they are underrepresented in perinatal research, 
interventions or parenting programs, particularly among 
minority men [60]. It has been found that men are reluc-
tant to seek mental health treatment due to gendered 
stigma, with first-generation immigrant men less likely 
to access mental health or social services compared to 
their non-immigrant counterparts [60]. Therefore, first-
generation immigrant men may experience structural 
and cultural barriers in accessing services. Research 
that disregards men’s emotional experiences related to 
migration and their expressions of psychological distress 

reinforces the socially constructed misconception that 
men are invulnerable. This leads to gender disparities in 
the screening and treatment of distress during important 
transitional periods such as parenthood. The develop-
ment of interventions and programs that are culturally 
safe by including men’s coping styles and the particular 
needs of immigrant fathers are needed [60].

Intersecting with these social forces, ethnic and racial 
discrimination need to be considered because immi-
grants are discriminated against by both the domi-
nant racial group and other minorities that are better 
situated [7]. Ethnic discrimination was reported as an 
important source of stress and a barrier for health care 
among first-generation immigrant participants in our 
study. More than half of first-generation immigrants in 
Canada have reported experiences of discrimination dur-
ing health care [95], and the longer immigrants live in 
Canada, the more likely they are to experience racially 
based discrimination, harming their mental health [71, 
96]. In North America, women from different minority 
ethnic backgrounds have reported experiences of ethnic 
or racial discrimination (e.g. harmful racist assumptions 
and discriminatory treatment) during maternity care [74, 
88, 97, 98], which can lead to unsatisfactory health care 
interactions, a decreased access to quality care [74, 98] 
and poorer perinatal psychological health [74, 77]. Our 
study supports the importance of putting practices in 
place to assess ethnic discrimination in health care set-
tings, requiring anti-bias training for health and social 
service providers and creating pregnancy support groups 
in community settings to decrease the impact on perina-
tal stress [74].

Strengths and limitations
A qualitative approach enhanced the extensiveness and 
depth of understanding of mental well-being and its 
perceived social determinants among immigrant par-
ents [7, 37]. Methodological rigor was ensured by using 
measures for credibility (triangulation, participant right 
to withdraw at any time, verifying themes with origi-
nal transcripts, debriefing sessions with research team), 
transferability (greater and more broad implications of 
this research in terms of the field of vulnerability dur-
ing important transitional periods in life), depend-
ability and confirmability (iterative questioning during 
data collection, double-checking transcriptions against 
recordings, in-depth description of study methods, and 
the maintenance of an audit trail). During the prepara-
tion of the interview guide, we had two colleagues that 
were unfamiliar with the project, examine the guide 
and flag unclear questions. Semi-structured interviews 
allowed the comparison across individual accounts and 
the flexibility to follow up particular points and perspec-
tives. Moreover, individual interviews allowed parents 
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to express their views freely, avoiding the influence of 
social desirability biases found within groups contexts. 
We maximized the inclusion of several ethnic groups, 
which allows us to broaden the reach to a more culturally 
diverse sample. Few studies have considered generational 
differences in social factors that contribute to perinatal 
well-being. Another strength of our study derives from 
the involvement of fathers, which has been largely absent 
in immigrant perinatal mental health research. This study 
reported according to the “COREQ checklist for compre-
hensive reporting of qualitative studies” [99].

Our study has limitations. While we did not recruit 
participants that could not communicate in French or 
English, Canadian population data suggests that the pro-
portion of first-generation immigrants with knowledge 
of at least one of Canada’s official languages is very high 
(93.2%) [100]. We only interviewed participants living 
in Quebec, potentially limiting the scope to the Cana-
dian setting. Moreover, our findings may not generalize 
to refugee or asylum seekers. Nonetheless, our results 
identify potentially modifiable barriers and facilitators 
to immigrant parent’s well-being. We interviewed less 
second-generation immigrant men because we had dif-
ficulty recruiting men for the qualitative portion of the 
study, which may have affected saturation. This is consis-
tent with other studies among fathers [59, 101]. However, 
second-generation fathers in the study described the 
phenomenon of parental distress and social factors influ-
encing psychological well-being in the same way, and that 
may be the essence of the lived experience of parental 
stress in Quebec. Despite these limitations, our findings 
could potentially inform policies and interventions by 
elucidating social factors through which cultural diversity 
and migration may have an impact on parent’s experi-
ences of perinatal well-being, and reduce gender dispari-
ties in the screening and treatment of perinatal distress. 
Future perinatal mental health research should consider 
stressors associated with the immigration and cultural 
diversity among refugee or asylum seekers, unemployed, 
and/or sexual minority parents.

Conclusions
Our findings identified different macro-level factors 
influencing perinatal well-being perceived by men and 
women from various ethnic and immigration back-
grounds during the perinatal period. Given the stressors 
identified due to cultural pressures and migration-related 
vulnerability, interventions and resources directed at 
first-generation immigrant parents should be bolstered 
during periods of crisis (e.g. pandemics) and include 
more family-related support for first-generation immi-
grant women and employment-related support for first-
generation immigrant men (e.g. support negotiating 
family workload and work-life balance). Furthermore, our 

study highlighted the effects of perceived discrimination 
as a psychosocial stressor on mental health outcomes, 
which is important in our understanding of health vul-
nerabilities for first-generation immigrant populations 
that are at increased risk for experiencing cumulative 
and chronic stressors. These findings suggest the need 
for continued efforts to challenge and eliminate dis-
criminatory practices. This can be done by requiring 
anti-bias and culturally sensitive training for health and 
social service providers, family-supportive management, 
developing interventions and programs promoting the 
inclusion of paternal well-being in maternity care, and 
creating culturally safe pregnancy support groups in 
community settings to decrease the impact on perinatal 
stress. Understanding what immigrant parents perceive 
to facilitate or hinder their psychological well-being can 
help inform the development of tailored evidence-based 
programs and policies to better meet the mental health 
needs of Canadians and reduce gender and cultural dis-
parities in the treatment of perinatal distress.

Perinatal psychological distress is a serious public 
health concern as it involves long-lasting adverse effects 
on the well-being and social adjustment of parents and 
their children [38, 40, 42, 102]. This paper explored how 
social factors contribute to mental health through an 
ecosocial framework in which these factors operate at 
multiple levels across the life course. There is a need to 
obtain reproductive justice to address social inequities in 
health and this study contributes to the growing body of 
evidence on mental health in vulnerable populations.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12884-024-06768-6.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
The authors wish to thank the parents who participated in this study. We 
thank them for sharing their stories.

Author contributions
MV, DDC, and BD conceived and designed the study. MV and JBDS conducted 
the interviews. MV and JBDS conducted the thematic analysis and interpreted 
the data with input from DDC. The manuscript was written by MV. MV, DDC, 
FD, DD, CG, SM, TP, and BD critically reviewed and revised the manuscript. All 
authors approved the final manuscript.

Funding
This research was supported by a grant awarded to Dr Deborah Da 
Costa by the Social Sciences and Humanities Research Council (SSHRC; 
#435-2019-1058).

Data availability
Owing to the confidentiality of the information, the datasets analyzed in this 
study are not publicly available. Upon reasonable request, they can be made 
accessible through the corresponding author.

https://doi.org/10.1186/s12884-024-06768-6
https://doi.org/10.1186/s12884-024-06768-6


Page 13 of 15Vaillancourt et al. BMC Pregnancy and Childbirth          (2024) 24:575 

Declarations

Ethics approval and consent to participate
All study materials, including the protocol and interview questions were 
approved by the research ethics board of the McGill University Health Centre. 
Informed consent was obtained from all individual participants included in 
the study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Psychology, McGill University, 2001 McGill College Ave, 
Montreal, QC H3A 1G1, Canada
2Centre for Outcomes Research & Evaluation (CORE), Research Institute of 
the McGill University Health Centre (RI-MUHC), Montreal, QC, Canada
3Department of Nursing, Université du Québec en Outaouais, Gatineau, 
QC, Canada
4Department of Psychology and Psychoeducation, Université du Québec 
en Outaouais, St-Jérome, QC, Canada
5Department of Nursing, Université du Québec en Outaouais, St-Jérôme, 
QC, Canada
6Department of Psychology, Université du Québec à Montréal, Montreal, 
QC, Canada
7Psychology School, Laval University, Pavillon Félix-Antoine-Savard, 
Québec City, QC, Canada
8Department of Medicine, McGill University, Montreal, QC, Canada

Received: 4 June 2024 / Accepted: 19 August 2024

References
1.	 McCourt C. Becoming a parent. The new midwifery: science and sensitivity in 

practice. Edinburgh: Churchill Livingstone. 2006:49–71.
2.	 Rechel B, Mladovsky P, Ingleby D, Mackenbach JP, McKee M. Migration and 

health in an increasingly diverse Europe. Lancet. 2013;381(9873):1235–45.
3.	 Statistics Canada. Immigrants make up the largest share of the population 

in over 150 years and continue to shape who we are as Canadians. 2022. 
https://www150.statcan.gc.ca/n1/daily-quotidien/221026/dq221026a-eng.
htm

4.	 World Health Organization. Mental Health WHO Factsheet 
2022 [https://www.who.int/news-room/fact-sheets/detail/
mental-health-strengthening-our-response]

5.	 American Psychological Association. APA Dictionary of Psychology 
04/19/2018 [https://dictionary.apa.org/mental-health]

6.	 Tobin CL, Di Napoli P, Beck CT. Refugee and immigrant women’s experi-
ence of postpartum depression: a meta-synthesis. J Transcult Nurs. 
2018;29(1):84–100.

7.	 Schenker MB, Castañeda X, Rodriguez-Lainz A. Migration and health. A 
research methods handbook. University of California Press; 2014.

8.	 Marcus SM, Flynn HA, Blow FC, Barry KL. Depressive symptoms among 
pregnant women screened in obstetrics settings. J Women’s Health. 
2003;12(4):373–80.

9.	 Lancaster CA, Gold KJ, Flynn HA, Yoo H, Marcus SM, Davis MM. Risk factors for 
depressive symptoms during pregnancy: a systematic review. Am J Obstet 
Gynecol. 2010;202(1):5–14.

10.	 Rubertsson C, Wickberg B, Gustavsson P, Rådestad I. Depressive symptoms 
in early pregnancy, two months and one year postpartum-prevalence and 
psychosocial risk factors in a national Swedish sample. Archives Womens 
Mental Health. 2005;8(2):97–104.

11.	 Truijens SE, Spek V, van Son MJ, Guid Oei S, Pop VJ. Different patterns of 
depressive symptoms during pregnancy. Archives Womens Mental Health. 
2017;20(4):539–46.

12.	 Augusto AL, de Abreu Rodrigues AV, Domingos TB, Salles-Costa R. Household 
food insecurity associated with gestacional and neonatal outcomes: a 
systematic review. BMC Pregnancy Childbirth. 2020;20:1–11.

13.	 Philpott LF, Savage E, FitzGerald S, Leahy-Warren P. Anxiety in fathers in the 
perinatal period: a systematic review. Midwifery. 2019;76:54–101.

14.	 Chhabra J, McDermott B, Li W. Risk factors for paternal perinatal depression 
and anxiety: a systematic review and meta-analysis. Psychol Men Masculini-
ties. 2020;21(4):593.

15.	 Singley DB, Edwards LM. Men’s perinatal mental health in the transition to 
fatherhood. Prof Psychology: Res Pract. 2015;46(5):309.

16.	 Kiviruusu O, Pietikäinen JT, Kylliäinen A, Pölkki P, Saarenpää-Heikkilä O, Mart-
tunen M, Paunio T, Paavonen EJ. Trajectories of mothers’ and fathers’ depres-
sive symptoms from pregnancy to 24 months postpartum. J Affect Disord. 
2020;260:629–37.

17.	 Harandi TF, Taghinasab MM, Nayeri TD. The correlation of social support with 
mental health: a meta-analysis. Electron Physician. 2017;9(9):5212.

18.	 Razurel C, Kaiser B, Sellenet C, Epiney M. Relation between perceived stress, 
social support, and coping strategies and maternal well-being: a review of 
the literature. Women Health. 2013;53(1):74–99.

19.	 Anderson FM, Hatch SL, Comacchio C, Howard LM. Prevalence and risk 
of mental disorders in the perinatal period among migrant women: a system-
atic review and meta-analysis. Arch Women Ment Health. 2017;20(3):449–62.

20.	 Morse CA, Buist A, Durkin S. First-time parenthood: influences on pre-and 
postnatal adjustment in fathers and mothers. J Psychosom Obstet Gynecol. 
2000;21(2):109–20.

21.	 Berry JW. Immigration, acculturation, and adaptation. Appl Psychol. 
1997;46(1):5–34.

22.	 Alhasanat D, Giurgescu C. Acculturation and postpartum depressive symp-
toms among hispanic women in the United States: systematic review. Am J 
Maternal/Child Nurs. 2017;42(1):21–8.

23.	 Callister LC, Birkhead A. Acculturation and perinatal outcomes in Mexican 
immigrant childbearing women: an integrative review. J Perinat Neonatal 
Nurs. 2002;16(3):22–38.

24.	 Fortner RT, Pekow P, Dole N, Markenson G, Chasan-Taber L. Risk factors for 
prenatal depressive symptoms among hispanic women. Matern Child Health 
J. 2011;15(8):1287–95.

25.	 Davila M, McFall SL, Cheng D. Acculturation and depressive symp-
toms among pregnant and postpartum latinas. Matern Child Health J. 
2009;13(3):318–25.

26.	 Gupta A, Leong F, Valentine JC. A meta-analytic study: the relationship 
between acculturation and depression among Asian americans. Am J Ortho-
psychiatry. 2013;83(2–3):372.

27.	 Walker JL, Ruiz RJ, Chinn JJ, Marti N, Ricks TN. Discrimination, acculturation 
and other predictors of depression among pregnant hispanic women. Ethn 
Dis. 2012;22(4):497.

28.	 Ponting C, Chavira DA, Ramos I, Christensen W, Guardino C, Dunkel Schetter 
C. Postpartum depressive symptoms in low-income latinas: Cultural and 
contextual contributors. Cult Divers Ethnic Minor Psychol. 2020;26(4):544.

29.	 Higginbottom GM, Hadziabdic E, Yohani S, Paton P. Immigrant women’s 
experience of maternity services in Canada: a meta-ethnography. Midwifery. 
2014;30(5):544–59.

30.	 Higginbottom GM, Morgan M, Alexandre M, Chiu Y, Forgeron J, Kocay D, Baro-
lia R. Immigrant women’s experiences of maternity-care services in Canada: a 
systematic review using a narrative synthesis. Syst Reviews. 2015;4:13.

31.	 Tiwari SK, Wang J. Ethnic differences in mental health service use among 
White, Chinese, south Asian and South East Asian populations living in 
Canada. Soc Psychiatry Psychiatr Epidemiol. 2008;43(11):866.

32.	 Merry LA, Gagnon AJ, Kalim N, Bouris SS. Refugee claimant women and 
barriers to health and social services post-birth. Can J Public Health. 
2011;102(4):286–90.

33.	 Huynh VW, Rahal D, Mercado E, Irwin MR, McCreath H, Seeman T, Fuligni 
AJ. Discrimination and health: a dyadic approach. J Health Psychol. 
2021;26(7):962–74.

34.	 Edge S, Newbold B. Discrimination and the health of immigrants and refu-
gees: exploring Canada’s evidence base and directions for future research in 
newcomer receiving countries. J Immigr Minor Health. 2013;15(1):141–8.

35.	 Lamb ME. The role of the father in child development. Wiley; 2004.
36.	 Plantin L, Olykoya A, Ny P. Positive health outcomes of fathers’ involvment in 

pregnancy and childbirth paternal support: a scope study literature review. 
Fathering: J Theory Res Pract about Men as Fathers. 2011;9(1):87–102.

37.	 Creswell JW, Creswell JD. Research design: qualitative, quantitative, and 
mixed methods approaches. Sage; 2017.

38.	 Cheng C-Y, Fowles ER, Walker LO. Postpartum maternal health care in the 
United States: a critical review. J Perinat Educ. 2006;15(3):34.

https://www150.statcan.gc.ca/n1/daily-quotidien/221026/dq221026a-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/221026/dq221026a-eng.htm
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://www.who.int/news-room/fact-sheets/detail/mental-health-strengthening-our-response
https://dictionary.apa.org/mental-health


Page 14 of 15Vaillancourt et al. BMC Pregnancy and Childbirth          (2024) 24:575 

39.	 Kingston D, Tough S, Whitfield H. Prenatal and postpartum maternal psycho-
logical distress and infant development: a systematic review. Child Psychiatry 
Hum Dev. 2012;43(5):683–714.

40.	 Staneva A, Bogossian F, Pritchard M, Wittkowski A. The effects of maternal 
depression, anxiety, and perceived stress during pregnancy on preterm birth: 
a systematic review. Women Birth. 2015;28(3):179–93.

41.	 Wisner KL, Sit DK, McShea MC, Rizzo DM, Zoretich RA, Hughes CL, Eng HF, 
Luther JF, Wisniewski SR, Costantino ML, Confer AL. Onset timing, thoughts of 
self-harm, and diagnoses in postpartum women with screen-positive depres-
sion findings. JAMA Psychiatry. 2013;70(5):490–8.

42.	 Lupien SJ, McEwen BS, Gunnar MR, Heim C. Effects of stress throughout 
the lifespan on the brain, behaviour and cognition. Nat Reviews: Neurosci. 
2009;10(6):434.

43.	 Krieger N. Discrimination and health inequities. Int J Health Serv. 
2014;44(4):643–710.

44.	 Krieger N. Epidemiology and the web of causation: has anyone seen the 
spider? Soc Sci Med. 1994;39(7):887–903.

45.	 Krieger N. A glossary for social epidemiology. J Epidemiol Community Health. 
2001;55(10):693–700.

46.	 Krieger N. Theories for social epidemiology in the 21st century: an ecosocial 
perspective. Int J Epidemiol. 2001;30(4):668–77.

47.	 Peng CJ. Sociological theories relating to mental disabilities in racial and 
ethnic minority populations. J Hum Behav Social Environ. 2009;19(1):85–98.

48.	 Pope C, Mays N. Qualitative Research in Health Care. Newark: John Wiley & 
Sons, Incorporated; 2020. https://public.ebookcentral.proquest.com/choice/
publicfullrecord.aspx?p=5987277

49.	 Crawford JR, Henry JD. The Depression anxiety stress scales (DASS): normative 
data and latent structure in a large non-clinical sample. Br J Clin Psychol. 
2003;42(Pt 2):111–31.

50.	 Statistics Canada. Visible minority of person. 2021.
51.	 Schenker MB, Castañeda X, Rodriguez-Lainz A. Migration and health: a 

research methods handbook. University of California Press; 2019.
52.	 Braun V, Clarke V, Thematic Analysis. A Practical Guide: SAGE; 2021.
53.	 Mamisachvili L, Ardiles P, Mancewicz G, Thompson S, Rabin K, Ross LE. Culture 

and Postpartum Mood problems:similarities and differences in the experi-
ences of First- and second-generation Canadian women. J Transcult Nurs. 
2013;24(2):162–70.

54.	 Li Q, Xue W, Gong W, Quan X, Li Q, Xiao L, Xu D, Caine ED, Poleshuck EL. 
Experiences and perceptions of perinatal depression among new immigrant 
Chinese parents: a qualitative study. BMC Health Serv Res. 2021;21(1):739.

55.	 Johansson M, Ledung Higgins K, Dapi Nzefa L, Benderix Y. Postpartum 
depression and life experiences of mothers with an immigrant background 
living in the south of Sweden. Int J Qualitative Stud Health Well-being. 
2023;18(1):2187333.

56.	 Hendriks M, Bartram D. Macro-conditions and immigrants’ happiness: is mov-
ing to a wealthy country all that matters? Soc Sci Res. 2016;56:90–107.

57.	 Padilla AM. Bicultural social development. Hispanic J Behav Sci. 
2006;28(4):467–97.

58.	 Corona K, Yang T, Dunton G, Toledo-Corral C, Grubbs B, Eckel SP, Johnston J, 
Chavez T, Lerner D, Lurvey N, Al-Marayati L. The role of Social Support and 
Acculturation Factors on Postpartum Mental Health among latinas in the 
MADRES pregnancy cohort. J Immigr Minor Health. 2024;26(1):72–80.

59.	 Johansson M, Benderix Y, Svensson I. Mothers’ and fathers’ lived experiences 
of postpartum depression and parental stress after childbirth: a qualitative 
study. Int J Qualitative Stud Health Well-being. 2020;15(1):1722564.

60.	 Bond S. The essential role of the father: fostering a father-inclusive practice 
approach with immigrant and refugee families. Social work practice with 
war-affected children. Routledge; 2020. pp. 101–23.

61.	 Urindwanayo D. Immigrant women’s Mental Health in Canada in the Antena-
tal and Postpartum Period. Can J Nurs Res. 2018;50(3):155–62.

62.	 O’Mahony JM, Donnelly TT. How does gender influence immigrant and refu-
gee women’s postpartum depression help-seeking experiences? J Psychiatr 
Ment Health Nurs. 2013;20(8):714–25.

63.	 Yogman MW, Eppel AM. The role of fathers in child and family health. 
Engaged Fatherhood for Men, Families and Gender Equality: Healthcare, 
Social Policy, and Work Perspectives. 2022:15–30.

64.	 Mprah A, Haith-Cooper M, Duda-Mikulin E, Meddings F. A systematic review 
and narrative synthesis of fathers’ (including migrant fathers’) experiences of 
pregnancy and childbirth. BMC Pregnancy Childbirth. 2023;23(1):238.

65.	 Kassam S. Understanding experiences of Social Support as Coping resources 
among immigrant and Refugee women with Postpartum Depression: an 
Integrative Literature Review. Issues Ment Health Nurs. 2019;40(12):999–1011.

66.	 Tsai P-L, Ghahari S. Immigrants’ experience of Health Care Access in Canada: a 
recent scoping review. J Immigr Minor Health. 2023:1–16.

67.	 McKinlay AR, Fancourt D, Burton A. Factors affecting the mental health 
of pregnant women using UK maternity services during the COVID-19 
pandemic: a qualitative interview study. BMC Pregnancy Childbirth. 
2022;22(1):313.

68.	 Basu A, Kim HH, Basaldua R, Choi KW, Charron L, Kelsall N, Hernandez-Diaz 
S, Wyszynski DF, Koenen KC. A cross-national study of factors associated 
with women’s perinatal mental health and wellbeing during the COVID-19 
pandemic. PLoS ONE. 2021;16(4):e0249780.

69.	 Lewis TT, Cogburn CD, Williams DR. Self-reported experiences of discrimina-
tion and health: scientific advances, ongoing controversies, and emerging 
issues. Ann Rev Clin Psychol. 2015;11:407–40.

70.	 Carter RT, Lau MY, Johnson V, Kirkinis K. Racial discrimination and health out-
comes among racial/ethnic minorities: a meta-analytic review. J Multicultural 
Couns Dev. 2017;45(4):232–59.

71.	 Schmitt MT. The consequences of perceived discrimination for psychological 
well-being: a meta-analytic review. Psychol Bull. 2014;140(4):921.

72.	 Escamilla S, Saasa S. Gendered patterns in Depression and anxiety 
among African immigrants in the United States. J Evid Based Soc Work. 
2020;17(4):392–405.

73.	 Saasa S, Okech D, Choi YJ, Nackerud L, Littleton T. Social exclusion, mental 
health, and social well-being among African immigrants in the United States. 
Int Social Work. 2022;65(4):787–803.

74.	 Mehra R, Boyd LM, Magriples U, Kershaw TS, Ickovics JR, Keene DE. Black preg-
nant women get the Most Judgment: a qualitative study of the experiences 
of Black women at the intersection of race, gender, and pregnancy. Women’s 
Health Issues. 2020;30(6):484–92.

75.	 Surkan PJ, Peterson KE, Hughes MD, Gottlieb BR. The role of Social Networks 
and Support in Postpartum women’s Depression: a multiethnic urban 
sample. Matern Child Health J. 2006;10(4):375–83.

76.	 Doherty EA, Cartmell K, Griffin S, Heo M, Chen L, Britt JL, Crockett AH. Peer 
reviewed: discrimination and adverse Perinatal Health outcomes: a latent 
class analysis. Prev Chronic Dis. 2023;20.

77.	 Segre LS, Mehner BT, Brock RL. Perceived racial discrimination and depressed 
Mood in Perinatal women: an extension of the Domain specific stress index. 
Women’s Health Issues. 2021;31(3):254–62.

78.	 Reitz JG, Banerjee R. Racial inequality, social cohesion and policy issues in 
Canada. Institute for Research on Public Policy Canada; 2007.

79.	 De Vroome T, Martinovic B, Verkuyten M. The integration paradox: level of 
education and immigrants’ attitudes towards natives and the host society. 
Cult Divers Ethnic Minor Psychol. 2014;20(2):166.

80.	 Safi M. Immigrants’ life satisfaction in Europe: between assimilation and 
discrimination. Eur Sociol Rev. 2009;26(2):159–76.

81.	 Pascoe EA, Smart Richman L. Perceived discrimination and health: a meta-
analytic review. Psychol Bull. 2009;135(4):531.

82.	 Sandberg S, Saasa S, Yirenya-Tawiah A. Social exclusion and substance use 
among African immigrants: the role of discrimination. J Hum Behav Social 
Environ. 2023;33(4):502–20.

83.	 Ayala J. Coping skills as mediators of the relationship between racial micro-
aggressions and Mental Wellbeing of Latinx High Schoolers. The Chicago 
School of Professional Psychology; 2019.

84.	 André S, Dronkers J. Perceived in-group discrimination by first and second 
generation immigrants from different countries of origin in 27 EU member-
states. Int Sociol. 2017;32(1):105–29.

85.	 Garris CP, Ohbuchi K-i, Oikawa H, Harris MJ. Consequences of interper-
sonal rejection:a cross-cultural experimental study. J Cross-Cult Psychol. 
2011;42(6):1066–83.

86.	 Fox AB, Quinn DM. Pregnant women at work:the role of Stigma in Pre-
dicting women’s intended exit from the workforce. Psychol Women Q. 
2015;39(2):226–42.

87.	 Adams L, Winterbotham M, Oldfield K, Large A, Stuart A, Murphy L, Rossiter H, 
Selner S. Pregnancy and maternity-related discrimination and disadvantage. 
First findings: surveys of employers and mothers. London: Department for 
Business, Innovation and Skills and the Equality and Human Rights Commis-
sion; 2016.

88.	 Attanasio L, Kozhimannil KB. Patient-reported communication quality and 
perceived discrimination in Maternity Care. Med Care. 2015;53(10):863–71.

89.	 Bombak AE, McPhail D, Ward P. Reproducing stigma: interpreting overweight 
and obese women’s experiences of weight-based discrimination in reproduc-
tive healthcare. Soc Sci Med. 2016;166:94–101.

https://public.ebookcentral.proquest.com/choice/publicfullrecord.aspx?p=5987277
https://public.ebookcentral.proquest.com/choice/publicfullrecord.aspx?p=5987277


Page 15 of 15Vaillancourt et al. BMC Pregnancy and Childbirth          (2024) 24:575 

90.	 The Chartered Institute. of Personnel and Development. Pregnancy and 
maternity discrimination. 2016.

91.	 United States Equal Employment Opportunity Commission. Pregnancy 
discrimination charges EEOC & FEPAs combined: FY 1997–2011. 2018.

92.	 Moms at Work. Maternity Leave experience report. 2021.
93.	 Hackney KJ. Examining the effects of perceived pregnancy discrimination on 

mother and baby health. J Appl Psychol. 2021;106(5):774–83.
94.	 Hammer LB, Kossek EE, Anger WK, Bodner T, Zimmerman KL. Clarifying 

work–family intervention processes: the roles of work–family conflict and 
family-supportive supervisor behaviors. J Appl Psychol. 2011;96(1):134.

95.	 Pollock G, Newbold KB, Lafrenière G, Edge S. Discrimination in the doctor’s 
office: immigrants and refugee experiences. Crit Social Work. 2012;13(2).

96.	 Beiser M. The health of immigrants and refugees in Canada. Can J Public 
Health. 2005;96:S30–44.

97.	 Boakye PN, Prendergast N, Bandari B, Anane Brown E, Odutayo AA, Salami S. 
Obstetric racism and perceived quality of maternity care in Canada: voices of 
black women. Women’s Health. 2023;19:17455057231199651.

98.	 Mohamoud YA. Vital signs: maternity care experiences—United States, April 
2023. MMWR. Morbidity and Mortality Weekly Report. 2023;72.

99.	 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(6):349–57.

100.	 Statistics Canada. Census in Brief: Linguistic integration of immigrants and 
official language populations in Canada. 2017.

101.	 Holmberg J. Recruiting perinatal fathers to interventions and research: a con-
ceptual model of Engagement and Integrative Review of Barriers Encoun-
tered and strategies used. OBM Integr Complement Med. 2022;07(03):041.

102.	 Kingston D, Heaman M, Fell D, Dzakpasu S, Chalmers B. Factors associated 
with perceived stress and stressful life events in pregnant women: findings 
from the Canadian maternity experiences Survey. Matern Child Health J. 
2012;16(1):158–68.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿A qualitative study exploring the perinatal experiences of social stress among first- and second-generation immigrant parents in Quebec, Canada
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Data collection
	﻿Thematic analysis

	﻿Results


