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Abstract

Background: African refugee women in the United States are at risk of poor reproductive health outcomes;
however, examination of reproductive health outcomes in this population remains inadequate. We compared:
(1) prepregnancy health and prenatal behavior; (2) prenatal history and prenatal care utilization; and (3) labor
and birth outcomes between African refugee women and U.S.-born Black and White women.
Methods: A secondary data analysis of enhanced electronic birth certificate data was used. Univariate com-
parisons using chi-squared tests for dichotomous variables and analysis of variance and/or Kruskal–Wallis tests
for continuous variables were conducted for Refugee versus Black versus White women. A p-value <0.05 was
considered statistically significant.
Results: From 2007 to 2016, 789 African refugee, 17,487 Black, and 59,615 White women in our population
gave birth. African refugees experienced more favorable health outcomes than U.S.-born groups on variables
examined. Compared to U.S.-born women, African refugee women had fewer prepregnancy health risks
( p < 0.001), fewer preterm births ( p < 0.001), fewer low birth weight infants ( p < 0.001), and higher rates of
vaginal deliveries ( p < 0.001). These favorable outcomes occurred despite later initiation of prenatal care
( p < 0.001) and lower scores of prenatal care adequacy among refugee women compared to U.S.-born groups
( p < 0.001).
Conclusions: The healthy immigrant effect appears to extend to reproductive health outcomes in our studied
population of African refugee women. However, based on our data, targeted, culturally-congruent education
surrounding family planning and prenatal care is recommended. Insight from reproductive health care expe-
riences of African refugee women can provide understanding of the protective factors contributing to the
healthy immigrant effect in reproductive health outcomes, and knowledge gained can be utilized to improve
outcomes in other at-risk groups.
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Introduction

The Centers for Disease Control and Prevention (CDC)
describe health disparities as poor health or health out-

comes among specific groups that are socially disadvan-
taged.1 African refugee women are susceptible to many
health disparities as a result of factors such as socioeconomic
status, geography, gender, age, race, ethnicity, and immigrant

or refugee status.2 Risks for poor health in this group are
further compounded when considering outcomes of repro-
ductive health, which carry additional barriers and burdens,
and have exceptional importance to overall health.3–8

Poor reproductive outcomes also carry significant eco-
nomic costs. For example, each year there are *380,000
preterm births in the United States that cost an estimated $26
billion, the majority of which are covered by Medicaid.9
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Costs for other poor birth outcomes, including low birth
weight, respiratory distress, and jaundice, have steadily in-
creased over the past 10 years, with higher proportions of
deliveries and infant care also covered by Medicaid.10 Re-
fugees can access Medicaid coverage if eligible, and indeed
many refugees use Medicaid after the temporary Refugee
Medical Assistance coverage is exhausted.11,12 The eco-
nomic costs of poor reproductive health outcomes are
eclipsed only by the significant health and personal costs,
which are disproportionately felt by those in lower socio-
economic groups.

Low socioeconomic status is associated with adverse re-
productive health outcomes regardless of country of origin;
however, it is only one of several factors that contribute to the
risks for poor reproductive health among African refugee
women.13 Other risk factors include lack of access to infor-
mation and health services, low levels of education related to
gender and societal position, and population-specific mater-
nal risk factors related to past traumatic experiences and
gender-based violence such as female genital cutting and
physical and sexual assault.14–16 Health care utilization is
made more difficult for African refugees due to a variety of
barriers relating to language, culture, religion, and education,
and is worsened by discrimination pertaining to a combina-
tion of racial and political biases associated with race and
refugee status.17,18 Together, these impeding components
further increase health risks for African refugee women upon
resettlement in the United States, particularly related to re-
productive health.19

Despite these risks and the increasing numbers of African
refugee women resettling into the United States, there is a
dearth of information regarding their reproductive health
outcomes. Reproductive health disparities between U.S.-born
White and U.S.-born Black women are well documented, but
there is a lack of adequate comparison of reproductive health
outcomes between African refugee women and U.S.-born
women.20,21 The goals of this study are to compare prenatal
history, prenatal behaviors, and birth outcomes of African
refugee women to U.S.-born White and U.S.-born Black
women to explore disparities in reproductive health out-
comes. We hypothesize that due to lower socioeconomic
status, poor health care utilization, and maternal risk factors
related to the refugee process, African refugee women may
experience poorer reproductive health outcomes than U.S.-
born comparison groups. Describing reproductive health
outcomes in African refugee women and U.S.-born women
can help guide interventions to reduce disparities in repro-
ductive health and advise health policy regarding refugee
health and resettlement.

Materials and Methods

Data source and study population

Enhanced electronic birth certificate data were extracted
from hospitals within Erie County, New York, an area of
Western New York that resettles a large number of refugees.
The data reflect clinical, psychosocial, socioeconomic, and
demographic information, including mothers’ country of
birth, and are collected via patient self-report or extracted
from the medical chart. For the purposes of this study, ma-
ternal country of birth was used as a proxy for refugee status,
with women born in the following African countries con-

sidered refugees: Burundi, Democratic Republic of Congo,
Eritrea, Rwanda, and Somalia (Fig. 1). We considered wo-
men from these countries as refugees because of known, large
refugee populations in our region resettled from these areas.
We were unable however, with the information available to
us, to identify smaller subgroups, such as asylees, students, or
wives of students. However, due to our sustained engagement
with the African refugee community in this region, we know
that very few of the women would potentially have been
classified under other categories.

The prenatal histories and pregnancy outcomes of these
women were compared to U.S.-born White and Black
women. We used Medicaid as a proxy for socioeconomic
status, and as a form of matching, to equitably compare these
three populations. Upon combining the datasets for the
years 2007 to 2016, and limiting inclusion to singletons and
first-born of multiples (we incorporated these pregnancies
because the dataset was structured to include them), a total
of 789 Refugee women, 59,615 U.S.-born White women,
and 17,487 U.S.-born Black women were included.

Measures

The following three main variables were examined: (1)
prepregnancy health and prenatal behavior; (2) prenatal his-
tory and prenatal care utilization; and (3) labor and birth
outcomes. We selected these variables because these are the
three maternal health outcomes collected by the birth cer-
tificate data system. In addition, all measures were identified
from the preexisting information in the data system. Pre-
pregnancy health and prenatal behavior data included the
following: medical risk factors in pregnancy; prepregnancy
body mass index (BMI); and behavioral risk factors in
pregnancy, such as cigarette, alcohol, and drug use. Prenatal
history and care utilization data included the following: total
number of prior pregnancies; intendedness of recent preg-
nancy; prenatal care initiation; and Kotelchuck prenatal care
adequacy index (measures number of prenatal care visits
completed to number of visits recommended). Labor and
birth outcome data included the following: preterm births
(<37 weeks); low birth weight neonates (<2,500 g); average
gestational age at birth; birth method; interventions during
birth (medical induction); and meconium staining (neonatal
complication).

Statistical analysis

This was a cross-sectional analysis of secondary data, us-
ing data from an existing, deidentified perinatal database.
Data from 2007 to 2016 were obtained via IBM SPSS Sta-
tistics for Windows, version 24.0 file with deidentified in-
formation.21 Analyses were conducted via univariate
comparisons using chi-squared tests for dichotomous vari-
ables and analysis of variance and/or Kruskal–Wallis tests for
continuous variables. A p-value <0.05 was considered sta-
tistically significant. Comparisons consisted of African ref-
ugee versus U.S.-born White versus U.S.-born Black
mothers. All percentages reported are represented within
group ratios, unless otherwise stated. This article did not
contain any studies with human participants and conse-
quently was certified as not requiring institutional review
board (IRB) approval, as it did not involve human subjects.
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Results

Demographic characteristics

During 2007–2016, 77,891 women gave birth to a live
infant in Erie County. African refugee women accounted for
1% (n = 789), U.S.-born Black women accounted for 22.5%
(n = 17,487), and U.S.-born White women accounted for
76.5% (n = 59,615) of births during this period. The majority
of births to refugee women (95.1%) and U.S.-born Black
women (81.4%) used Medicaid or self-pay, while the ma-
jority of births to U.S.-born White women used private in-
surance (71.1%). Among the total sample, most women were
ages 20–34 (77.5%); however, significantly more U.S.-born
Black women (17.6%; p < 0.01) were younger than 20 years
compared to refugee women (4.3%) or U.S.-born White
women (3.9%). U.S.-born women predominantly had high
school education or higher (89.5%), while most refugee
women (70.3%) had less than high school education
( p < 0.001). More refugee women were married (76.0%;
p < 0.001) than either U.S.-born White women (67%) or U.S.-
born Black women (13.1%). Of the refugee women, 68.3%
were from Somalia and 5% were from Burundi, with the rest
from the Democratic Republic of Congo, Eritrea, and Rwanda
in approximately equal amounts (9.8%, 8.9%, and 7.7%, re-
spectively). The number of births to African refugee women
increased over the study period, making up 0.6% of all births

in 2007 and 1.4% of all births in 2016. Table 1 summarizes
demographic characteristics of this sample.

Prepregnancy health and prenatal behavior

Prepregnancy health status and prenatal behavior revealed
refugee women as generally healthier than U.S.-born women
in this sample. Refugee women had significantly less ma-
ternal medical risk factors (34.5%; p < 0.001), such as pre-
pregnancy hypertension, diabetes, or other serious chronic
conditions, compared to U.S.-born Black women (41.3%)
and U.S.-born White women (44.0%). Refugee women had
similar prepregnancy BMI to U.S.-born White women (mean
26.72, standard deviation [SD] 0.24), while U.S.-born Black
women on average had higher prepregnancy BMIs (mean
28.97, SD 0.07; p < 0.001). Refugee women also smoked
significantly less (0.5%; p < 0.001) and were significantly less
likely to take illegal drugs during pregnancy (0.6%; p < 0.001)
than both U.S.-born White women (12.2% smoked; 4.5% took
illegal drugs) and U.S.-born Black women (15.3% smoked;
18.6% took illegal drugs) (Table 2).

Prenatal history and prenatal care utilization

Prenatal history and prenatal care utilization indicated that
significantly more refugee women (88%; p < 0.001) had at

FIG. 1. Map of African refugee maternal countries of birth. Countries of origin for African refugee women in this sample
are distinguished with a box.
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least one previous pregnancy compared to U.S.-born Black
and White women (75% and 68%, respectively). Approxi-
mately, 36% of refugee women reported their recent preg-
nancy as unintended compared to 24.5% of U.S.-born White
women and 57.5% of U.S.-born Black women ( p < 0.05).
Most of the women from all the groups began prenatal care
within the first trimester as recommended; however, signifi-
cantly more refugee women delayed initiating prenatal care
until the second trimester (33.4%) compared to U.S.-born
women (19.2% White women; 28.4% Black women; p < 0.001).
Refugee women also scored more poorly on measures of
prenatal care adequacy compared to U.S.-born women, with
27.3% of refugee women receiving inadequate amounts of
prenatal care compared to 11.8% of White women and 23.9%
of Black women ( p < 0.001; Table 2).

Labor and birth outcomes

Despite the overall deficient prenatal care received by
refugee women compared to U.S.-born women, labor and
birth outcomes among this group were generally better than
their U.S.-born White or U.S.-born Black counterparts. Re-
fugee women had the fewest number of preterm births, de-
fined as births <37 weeks gestation (6.3% refugee; 8.9%
U.S.-born White; 13.6% U.S.-born Black; p < 0.001) and the
fewest number of low birth weight infants (5.5% refugee;
7.0% U.S.-born White; 13.6% U.S.-born Black; p < 0.001).
Refugee women also delivered at an older average gesta-
tional age than U.S.-born women (mean 39.05, SD 2.3 ref-
ugee; mean 38.58, SD 2.1 U.S.-born White; mean 38.16, SD
2.9 U.S.-born Black; p < 0.001). The positive birth trends
among refugee women also extended to birth method, as
significantly more refugee women experienced a vaginal
birth compared to the U.S.-born mothers (73.4% refugee;
65.3% U.S.-born White; 66.6% U.S.-born Black), with cor-
responding fewer primary cesarean sections within this group

(13.2% refugee; 19.1% U.S.-born White; 18.3% U.S.-born
Black). Significantly fewer refugee women were medically
induced into labor (19.1% refugee; 29.7% U.S.-born White;
25.6% U.S.-born Black; p < 0.001). Interestingly, these fa-
vorable outcomes in the refugee group occurred despite
higher rates of meconium staining (25.0% refugee; 14.2%
U.S.-born White; 14.9% U.S.-born Black; p < 0.001), which
is considered a sign of fetal distress and a complication in
birth (Table 3).

Discussion

This study reports on reproductive health disparities
among African refugee women compared to groups of U.S.-
born American women along following three major variables
of reproductive health: prepregnancy health and prenatal
behavior, prenatal history and prenatal care utilization, and
labor and birth outcomes. We hypothesized that African
refugee women may experience poorer reproductive health
outcomes compared to U.S.-born women; however, we found
that outcomes of African refugee women generally surpassed
those of U.S.-born women in all areas examined.

Compared to U.S.-born Black and White women, African
refugee women carried fewer prepregnancy maternal health
risk factors, experienced more vaginal deliveries with less
medical interventions, and enjoyed favorable birth outcomes
with fewer preterm births and low birth weight infants. These
positive results were unexpected due to a variety of socially
determined risk factors that classified African refugee women
as having a greater risk for poor reproductive health out-
comes compared to U.S.-born women. They are even more
surprising given the late initiation of prenatal care and in-
adequate scores of prenatal care utilization among this group.

These findings are consistent with previous reports of the
healthy immigrant effect on preterm birth outcomes of ref-
ugee and immigrant women.22 The healthy immigrant effect

Table 1. Selected Demographic Characteristics for Refugee and U.S.-Born Mothers

Refugee (N = 789) U.S.-born White (N = 59,615) U.S.-born Black (N = 17,487)

pn % n % n %

Age <0.001
<20 34 4.3 2,352 3.9 3,084 17.6
20–34 621 78.7 46,790 78.5 12,931 73.9
35+ 134 17.0 10,473 17.6 1,472 8.4

Education <0.001
<High school 521 70.3 3,728 6.3 4,272 24.8
‡High school 220 29.7 55,528 93.7 12,948 75.2

Marital status <0.001
Single, no paternity filed 103 13.1 5,247 8.8 7,140 40.8
Unknown, paternity filed 86 10.9 14,449 24.2 8,054 46.1
Married, paternity filed 600 76.0 39,919 67.0 2,293 13.1

Insurance
Medicaid/self-pay 750 95.1 17,228 28.9 14,239 81.4
Private insurance 39 4.9 42,387 71.1 3,248 18.6

Refugee country of origin <0.001
Somali 539 68.3
Burundi 42 5.3
Democratic Republic of Congo 77 9.8
Eritrea 70 8.9
Rwanda 61 7.7

788 AGBEMENU ET AL.

D
ow

nl
oa

de
d 

by
 T

uf
ts

 U
ni

ve
rs

ity
 p

ac
ka

ge
 N

E
R

L
 f

ro
m

 w
w

w
.li

eb
er

tp
ub

.c
om

 a
t 1

1/
05

/1
9.

 F
or

 p
er

so
na

l u
se

 o
nl

y.
 



T
a

b
l
e

2
.

S
e
l
e
c
t
e
d

C
h

a
r
a

c
t
e
r
i
s
t
i
c
s

o
f

P
r
e
p
r
e
g

n
a

n
c
y

H
e
a

l
t
h

,
P

r
e
n

a
t
a

l
H

e
a

l
t
h

a
n

d
B

e
h

a
v

i
o

r
,

a
n

d
P

r
e
n

a
t
a

l
C

a
r
e

U
t
i
l
i
z

a
t
i
o

n
o

f
A

f
r
i
c
a

n
R

e
f
u

g
e
e

V
e
r
s
u

s
U

.
S

.
-
B

o
r
n

W
h

i
t
e

V
e
r
s
u

s
U

.
S

.
-
B

o
r
n

B
l
a

c
k

W
o

m
e
n

i
n

E
r
i
e

C
o

u
n

t
y

,
2
0
0
7
–
2
0
1
6

R
ef

u
g
ee

(N
=

7
8
9
)

U
.S

.-
b
o
rn

W
h
it

e
(N

=
5
9
,6

1
5
)

U
.S

.-
b
o
rn

B
la

ck
(N

=
1
7
,4

8
7
)

p
n

%
n

%
n

%

P
re

p
re

g
n
an

cy
h
ea

lt
h

an
d

p
re

n
at

al
b
eh

av
io

r
P

re
p
re

g
n
an

cy
m

ed
ic

al
ri

sk
fa

ct
o
ra

2
7
2

3
4
.5

2
6
,2

3
7

4
4
.0

7
,2

2
2

4
1
.3

<0
.0

0
1

P
re

p
re

g
n
an

cy
B

M
I

0
.0

0
7

<1
8
.5

2
0

3
.6

1
,6

7
0

2
.9

4
9
9

3
.3

1
8
.5

–
2
4
.9

2
2
1

4
0
.1

2
6
,9

5
0

4
7
.5

5
,0

0
3

3
3
.2

2
5
–
2
9
.9

1
7
4

3
1
.6

1
4
,3

6
4

2
5
.3

3
,9

2
4

2
6
.1

3
0

+
1
3
6

2
4
.7

1
3
,7

0
3

2
4
.2

5
,6

3
0

3
7
.4

T
o
b
ac

co
in

p
re

g
n
an

cy
4

0
.5

7
,2

8
2

1
2
.2

2
,6

7
0

1
5
.3

<0
.0

0
1

Il
le

g
al

d
ru

g
s

in
p
re

g
n
an

cy
5

0
.6

2
,6

8
4

4
.5

3
,2

5
7

1
8
.6

<0
.0

0
1

P
re

n
at

al
h
is

to
ry

an
d

p
re

n
at

al
ca

re
u
ti

li
za

ti
o
n

G
ra

v
id

it
y

b
<0

.0
0
1

N
o
n
e

9
3

1
1
.8

1
9
,3

0
1

3
2
.4

4
,3

0
8

2
4
.7

O
n
e

o
r

m
o
re

6
9
4

8
8
.2

4
0
,2

5
5

6
7
.6

1
3
,1

4
1

7
5
.3

U
n
in

te
n
d
ed

p
re

g
n
an

cy
1
2
7

3
6
.3

1
2
,8

7
4

2
4
.5

7
,7

5
3

5
7
.5

<0
.0

5
P

re
n
at

al
ca

re
in

it
ia

ti
o
n

<0
.0

0
1

N
o

p
re

n
at

al
ca

re
1
1

1
1
.7

3
2
2

0
.6

2
0
0

1
.3

F
ir

st
tr

im
es

te
r

3
6
9

5
8
.5

4
3
,6

6
3

7
7
.5

9
,5

4
4

6
4
.0

S
ec

o
n
d

tr
im

es
te

r
2
1
1

3
3
.4

1
0
,8

2
2

1
9
.2

4
,2

3
1

2
8
.4

T
h
ir

d
tr

im
es

te
r

4
0

6
.3

1
,5

5
8

2
.8

9
2
7

6
.2

P
re

n
at

al
ca

re
ad

eq
u
ac

y
in

d
ex

c
<0

.0
0
1

In
ad

eq
u
at

e
1
6
1

2
7
.3

6
,5

3
0

1
1
.8

3
,3

3
6

2
3
.9

In
te

rm
ed

ia
te

1
2
8

2
1
.7

1
0
,9

4
0

1
9
.8

2
,6

0
0

1
8
.6

A
d
eq

u
at

e
1
8
2

3
0
.8

2
6
,0

9
6

4
7
.2

5
,0

8
9

3
6
.4

A
d
eq

u
at

e
p
lu

s
1
1
9

2
0
.2

1
1
,7

0
2

2
1
.2

2
,9

4
4

2
1
.1

%
A

re
w

it
h
in

g
ro

u
p
.

a
P

re
p
re

g
n
an

cy
m

ed
ic

al
ri

sk
fa

ct
o
rs

,
p
re

p
re

g
n
an

cy
h
y
p
er

te
n
si

o
n
,

d
ia

b
et

es
,

o
r

o
th

er
ch

ro
n
ic

d
is

ea
se

.
b
G

ra
v
id

it
y
,

n
u
m

b
er

o
f

p
re

v
io

u
s

p
re

g
n
an

ci
es

re
g
ar

d
le

ss
o
f

o
u
tc

o
m

e.
c
K

o
te

lc
h
u
ck

p
re

n
at

al
ca

re
ad

eq
u
ac

y
in

d
ex

,
m

ea
su

re
s

n
u
m

b
er

o
f

p
re

n
at

al
ca

re
v
is

it
s

co
m

p
le

te
d

v
er

su
s

re
co

m
m

en
d
ed

.
B

M
I,

b
o
d
y

m
as

s
in

d
ex

.

789

D
ow

nl
oa

de
d 

by
 T

uf
ts

 U
ni

ve
rs

ity
 p

ac
ka

ge
 N

E
R

L
 f

ro
m

 w
w

w
.li

eb
er

tp
ub

.c
om

 a
t 1

1/
05

/1
9.

 F
or

 p
er

so
na

l u
se

 o
nl

y.
 



refers to a phenomenon where immigrants experience
healthier outcomes than native populations and is considered
paradoxical given the increased number of health risk factors
immigrants face compared to native-born people.22,23 The
healthy immigrant effect, and the related healthy migrant
theory, credits the positive outcomes of immigrant popula-
tions compared to native populations to their baseline
healthier lifestyle, with better nutrition and less health-risk
behaviors, such as smoking or drug use.24 This effect has
been seen in a variety of health outcomes and is believed to be
explained, in part, by self-selection for migration, meaning
that only the healthiest, most resilient, and motivated indi-
viduals emigrate and/or are selected for immigration by the
host country.25

However, available research also provides conflicting in-
formation as to whether the healthy immigrant effect in Af-
rican refugee women extends to the reproductive health
sphere. In a systematic review by Gagnon et al., in which they
examined migration to Western countries and perinatal
health, Sub-Saharan population migrants were at greater risk
of feto-infant mortality and preterm birth compared to the
native-born majority.26 In a review by Merry et al. looking at
international migration and cesarean section rates, Sub-
Saharan African and Somali women were among those with
significantly higher rates of cesarean sections compared to
nonmigrant women.14 Dyer and Baksh compared birth out-
comes between African-born women and U.S.-born White
women in Utah and found that African-born women were
more likely to experience poor reproductive health outcomes,
including labor and birth complications, high rates of initial
cesarean section, prolonged dysfunctional labor, and exces-
sive bleeding, with subsequent high rates of infant compli-
cations, including meconium staining.27 It is however
noteworthy in the aforementioned study that results could
have been affected by their comparison of African-born
women to U.S.-born White population, as this reflects the
dominant culture in the state.

In contrast, in a study by Miller et al. that looked at peri-
natal outcomes among immigrant and refugee women in
Syracuse, NY, refugee mothers had decreased risks of pre-

term birth compared to U.S.-born mothers when controlling
for race and prenatal care utilization.22 Although Miller et al.
did not exclusively examine African refugee women, their
similarly positive results may reflect comparable aspects of
the study setting, in terms of health insurance coverage, ex-
tended support for pregnant women, and potentially easier
health care access given the urban environment.22

Another theory that could potentially explain the healthier
outcomes seen in our study is that of the possible disadvan-
tageous role of acculturation and the integration of unhealthy
behaviors and practices from the host country. This theory
discussed by Wingate and Alexander refers to poor health
outcomes due to acculturation.24 It is often thought that ref-
ugees immigrating to the United States from war-torn nations
will experience a better quality of life once here. However,
some of the elements of U.S. life such as eating processed
food, an increased reliance on cars or buses for transportation,
extended inclement weather, a more individualistic society,
and drug and alcohol use may in fact contribute to African
refugee women having poorer reproductive health out-
comes.24

Our study extends the presence of the healthy immigrant
effect to African refugee women and select reproductive
health outcomes, including prepregnancy maternal health,
rates of vaginal birth, and rates of preterm birth and low birth
weight neonates. Despite these overall positive outcomes,
prenatal care initiation and utilization were found to be
lacking among African refugee women in this sample. These
results may relate to differing prenatal care expectations
between the United States and the women’s country of ori-
gin.28 Low prenatal care use may also reflect trends of poor
reproductive health care utilization more generally. For ex-
ample, later prenatal care initiation and less favorable pre-
natal care utilization rates are common among women with a
history of prior pregnancies or women with unintended
pregnancies.29 Both of these scenarios were found among our
sample of African refugee women at rates higher than U.S.-
born comparison groups.

Prenatal care underutilization among African refugee
women may also reflect poor health care utilization by

Table 3. Selected Characteristics of Labor and Delivery Outcomes of African Refugee

Versus U.S.-Born White Versus U.S.-Born Black Women in Erie County, 2007–2016

Refugee (N = 789) U.S.-born White (N = 59,615) U.S.-born Black (N = 17,487)

pn % n % n %

Labor and delivery outcomes
Preterm birtha 51 6.3 5,421 8.9 2,432 13.6 0.001
Low birth weightb 44 5.5 4,243 7.0 2,399 13.4 0.002
Delivery method <0.001

vaginal 579 73.4 38,952 65.3 11,648 66.6
primary CSc 104 13.2 11,409 19.1 3,193 18.3
repeat CSc 106 13.4 9,254 15.5 2,646 15.1

Medical intervention during labor
Induction 151 19.1 17,697 29.7 4,469 25.6 <0.001
Antibiotic use 55 7.0 14,845 24.9 2,054 11.7 <0.001
Meconium staining 197 25.0 8,439 14.2 2,599 14.9 <0.001

% Are within group.
aPreterm birth, <37 weeks.
bLow birth weight, <2,500 g.
cCesarean sections.
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refugees upon resettlement in general, in addition to avoid-
ance of health care, and specifically reproductive health care,
due to histories of trauma, including female genital cut-
ting.30–34 Additional social and language barriers and expe-
riences of discrimination both outside and within the health
care system, especially related to reproductive health, may
also worsen health care utilization among African refugee
women.33,34 These findings are particularly relevant because
of their implication for women’s public health and for ma-
ternal health care providers who take care of African refugee
women in the prenatal and birthing process.

Recommendations

The lead author of this article has the experience of being
an African immigrant, in addition to engaging with the
population for years, from a clinical and community per-
spective. As such, in this section we provide the four most
practical recommendations to ensure that African refugee
women continue to have optimal reproductive outcomes.

Our first recommendation is to continue to conduct re-
search to gain a more nuanced understanding of African
refugee women’s experiences when seeking reproductive
health care. Although this population continues to increase,
and their current health concerns will have a multigenera-
tional impact, there is limited research on this population, and
even less funding for this work. Our research continues to
rely on supporting evidence from countries outside the Uni-
ted States, with most background information originating
from Canada and Europe.

In other qualitative studies conducted by the lead author,
women have reported feeling ostracized and marginalized by
the medical community, in regards to their culture, religion,
language barriers, and other social factors.35 As such, they are
at times hesitant to seek care, and when they do seek care, it
is typically at a time when the problem has escalated. It is
also of note that this community typically thinks very highly
of health care providers and, seldom, questions or inquires
for more information about the decisions made regarding
their treatment. In the clinical environment, this translates to
patients who attend all appointments, but potentially do not
follow-up with care or do not understand medical terminol-
ogies.

Second, culturally congruent reproductive health educa-
tion is urgently needed, especially with issues such as pre-
natal care and family planning. Again, in previous qualitative
work and in conversations with the population, prenatal care
is at times not believed to be necessary. The women reflected
on past pregnancies in their countries of origin where they
had good outcomes with no prenatal care and deemed it
unnecessary in the United States. Some women believed that
doctors in the United States try to find medical problems as a
way to charge more. This scenario was heard often in prior
studies in which women had emergency cesarean sections.35

In regard to family planning, the lead author has an ongoing
study, which indicates that women want to space out preg-
nancies but are reluctant to use family planning methods due
to cultural beliefs, such as birth control leading to infertility,
among other concerns.

Third, we recommend a trauma-informed perspective
when providing care to refugee women, with the under-
standing that refugees are likely to have histories of trauma,

including violence, in their lives.20 The six principles of
trauma-informed care within reproductive health care birth
are also useful for application in this paradigm. These prin-
ciples are: empowerment, choice, trust/transparency, safety,
collaboration, and understanding of the intersection of their
social identities which would provide assistance to women in
their reproductive health and decision-making that may im-
prove health care utilization rates.21,22

Finally, we advocate for continued monitoring of the
health status of women in the African refugee community to
ascertain if the healthy immigrant effect persists in the face of
increased exposure to poor health factors via the accultur-
ation to the host country. In addition, we need to continue to
nurture practices, both clinical and cultural, that contribute
to these positive health outcomes among African refugee
women and potentially extend these interventions to other
at-risk groups.

Limitations

There are notably several limitations to this study. First,
although we have data from a 10-year period, the perinatal
data system does not collect information on length of time in
the United States, which can be used as a proxy for several
factors such as acquiring language, measuring access to
health care, and integration into community. Second, large
portions of data pertaining to pregnancy and prenatal history
and behaviors were collected via self-report and are therefore
subject to reporting bias. Prior experience working with the
African refugee community has informed awareness of added
cultural and social desirability bias in questions of repro-
ductive health and health behavior. For example, much of this
African refugee sample is Somali Bantu, for whom drug and
alcohol use are culturally forbidden, which may lead to un-
derreporting of such behaviors. It is however more likely that
the culture of this population does not condone smoking and
the use of drugs or alcohol, therefore resulting in lower rates
of use and fewer pregnancy effects, which may potentially
skew results of the data. Language barriers can also serve as
a significant challenge to collecting information. In addition,
using maternal birth country as a proxy for refugee status can
be problematic. While it is a commonly used approach in
identifying refugee populations when other information is not
available, assessing refugee status from country of birth alone
cannot differentiate refugees from asylum seekers or other
migrant groups.36

Conclusion

This article adds to the literature by extending the healthy
immigrant effect to African refugee women’s reproductive
health outcomes upon resettlement into the United States.
The positive reproductive health outcomes among African
refugees, despite inadequate prenatal care utilization, warrant
further exploration of the factors that most contribute to this
healthy immigrant effect. As African women in the sample
were generally healthier than their U.S. counterparts, insight
into components of the healthy immigrant effect that are
particularly salient may offer guidance for best practices for
delivering reproductive health care to this population. In
addition, interviews or focus groups with African refugee
women could provide further information into their lived
experiences with reproductive health care and reproductive
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decision-making that contributes to this protective health
effect and favorable health outcomes. A better understanding
of this context may shape future interventions to improve
care and reproductive health outcomes for other vulnerable
groups of women.
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