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ORIGINAL ARTICLE Open Access

African Immigrant Women’s Maternal
Health Experiences in Clarkston, Georgia:
A Qualitative Study
Ehiremen Adesua Azugbene,1,* Llewellyn J. Cornelius,2 and Crista E. Johnson-Agbakwu3

Abstract
Introduction: The maternal health experiences of African immigrant women, their utilization of health care ser-
vices, and the effects on maternal health have received limited attention in research. This research explored the
maternal health experiences of African immigrant women residing in Clarkston, Georgia, and their use of health
services.
Methods: Fourteen African immigrant women responded to semistructured interviews. An adapted version of
the Andersen health care utilization model explained the predisposing factors, enabling factors, and need factors,
which influence the use of maternal health care for African immigrant women.
Results: Findings were presented according to the Andersen health care utilization model. Analysis of the inter-
views resulted in 11 themes. The themes were as follows: (1) Community social structure, (2) community health
beliefs, (3) health organization concerning the use of women, infants, and children, (4) social support at the in-
dividual level, (5) limited English proficiency, (6) need for better health education, (7) perception of care, (8) health
financing, (9) long wait times and lack of transportation, (10) fear of medication and obstetrical interventions, and
(11) impact of Female Genital Mutilation/Cutting.
Discussion: Maternal health practices of African immigrant women are impacted by environmental and cultural
factors. Public health interventions should be implemented to advance African immigrant women’s health care
utilization practices through required health education and tailored care, which will translate to positive maternal
health experiences.

Keywords: maternal health; women’s health African immigrants; migrant women; health knowledge; health
experiences; health utilization; health services; female genital mutilation/cutting
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Introduction
Maternal health care challenges are frequently encoun-
tered by women migrating from low- or middle-
income countries in Africa to the United States.1–6

Immigrant women encounter various obstacles, includ-
ing economic, social, linguistic, and cultural adjust-
ments, when seeking access to suitable health care
services.6–9 As a result of these barriers, African immi-
grant women report poor maternal health care utiliza-
tion.5,10,11 They are less likely to receive preventive
health screenings and access to care for health prob-
lems.5,10,12 African immigrant women have an elevated
risk of postpartum depression, maternal death, preterm
birth, and other adverse birth outcomes.1,6,13,14 The
heightened risk may be associated with untreated con-
ditions present before they migrated to the United
States or cultural practices like Female Genital
Mutilation/Cutting (FGM/C).6,7,15,16

Certain studies indicate a disproportionate rate of
perinatal mortalities among African immigrant
women, at a rate of 29.6/1,000, a phenomenon not
solely accounted for by maternal risk factors.4,15 Afri-
can immigrant women also have a higher risk of
poor pregnancy outcomes due to lower rates of obstet-
ric interventions.1,14,17,18 Therefore, the unique care
needs of this population of immigrant women need
to be explored to design interventions to improve
their health outcomes.

African immigrants represent one of the most rap-
idly expanding immigrant groups in the United States,
hailing from a diverse array of 51 countries with vary-
ing ethnicities, languages, and educational back-
grounds.19,20 Over the past five decades, the influx of
immigrants from African nations to the United States
has witnessed a significant surge.19–21 To provide a per-
spective, the population of African-born Black immi-
grants residing in the United States stood at
*560,000 in the year 2000. This figure experienced
substantial growth, exceeding 1.9 million by the year
2019. This period spanning from 2000 to 2019 wit-
nessed a threefold increase in the number of African
immigrants making their way to the United States.20

This heightened migration trend can be attributed to
a complex interplay of factors, including economic op-
portunities, sociopolitical dynamics, and religious mo-
tivations, as well as forced displacement due to conflicts
in various regions across Africa.19–22

African nations account for *13% of the overall
population of resettled refugees in the United States.22

Women make up 48% of the global refugee popula-

tion.23 Refugee women, as a vulnerable subgroup of
displaced individuals, have experienced involuntary
displacement, have survived human rights violations,
and require dedicated attention and support.11,23

Forced migration frequently leads to adverse impacts
on the reproductive health of refugees. This problem
often manifests in delays in accessing essential health
care services and disparities in reproductive health out-
comes.11,23,24 The increasing and multifaceted commu-
nity of African women who have relocated to the
United States necessitate the development of a research
framework aimed at examining their health care expe-
riences. This framework aims to provide insights that
can enhance the provision of high-quality maternity
care services.

This study explored the maternal health experiences
and use of health services of African immigrant women
living in Clarkston, Georgia. Clarkston, Georgia, serves
as a resettlement community for immigrants of African
origin, with most African immigrant residents in
Clarkston originating from Ethiopia, Eritrea, Sudan,
Somalia, and the Congo.25

This study is grounded in a modified version of the
Andersen health care utilization model,26,27 which elu-
cidates the factors influencing health care utilization
among African immigrant women, categorized under
predisposing, enabling, and need factors, as well as
health behaviors26 (Fig. 1). Originally developed by
Andersen,27 this model explores how demographic, so-
cial, and economic characteristics impact families’ use
of health services. It underscores the significance of
contextual factors, encompassing community attri-
butes, health care environment, and provider-related
elements, alongside individual characteristics that in-
fluence health care utilization.

These characteristics collectively encompass predis-
posing factors that incline individuals toward health
care utilization, enabling factors that facilitate access
to health care services, and the actual need for
care.26,28,29 For a detailed delineation of these factors
at both contextual and individual levels, please refer
to Table 1,6 which defines and gives examples of predis-
posing, enabling, and need factors. The model also con-
siders health behaviors, such as adherence to medical
routines, self-care practices, and lifestyle choices,
which are integral to the use of health care services.26–29

Specific examples of health behaviors within the scope
of this study include the initiation and adherence to
prenatal care services and other maternal health prac-
tices among African immigrant women. Furthermore,
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the model underscores how medical care, including
ambulatory care and hospital inpatient services, pre-
dicts health care service utilization.6,26

Methods
This study was conducted with the assistance of a
community-based organization in Clarkston, Georgia,
working with African immigrant women. The Clark-
ston community in Georgia is a resettlement area for
recent immigrants, especially immigrants from African
countries. A convenience sample of 14 recent African
immigrant mothers who have experiences with the
use of health services in the United States participated
in this study. The data were collected from September
2018 to February 2019. The inclusion criteria were as
follows: (1) immigrant women from Africa, (2) be-
tween 18–45 years of age, and (3) who migrated to
the United States within the past 6 years.

African immigrant women who participated in the
study responded to semistructured interviews (Inter-
view Guide Appendix). The interview guide was struc-
tured to address three overarching research questions.
The research questions were as follows:

(1) What are the maternal health experiences of Af-
rican Immigrant women regarding health care
utilization?

(2) What contextual and individual factors facilitate
or hinder maternal health care utilization?

(3) How do their maternal health experiences influ-
ence health care utilization?

The interviews were conducted by the lead investiga-
tor of the study at the office of the community-based
organization assisting with the invitation of study par-
ticipants. This location was safe, suitable, and confiden-
tial for the women and the research inquiry. Following
the signing of the informed consent, the interviews
were administered to the participants. Language inter-
preters in Arabic, Swahili, and Tigrinya assisted in the
conduct of interviews when necessary. Other partici-
pants were interviewed in the English language. The in-
terviews were audio-recorded, transcribed, and
analyzed by the study investigator. The names of the
participants were kept confidential as the women
were assigned pseudonyms for analytical purposes.
The University of Georgia’s Institutional Review
Board approved all aspects of this study (Protocol
ID# MOD00006416).

Thematic analysis was used to analyze the inter-
views. Through its theoretical freedom, thematic anal-
ysis provides a flexible and useful research tool, which
can potentially provide a rich and detailed, yet com-
plex, account of data.30 Themes from the statements
based on the interviews relevant to the lived experience
of inquiry were developed into descriptions of the ex-
perience.31,32 The study investigator organized and
coded the interviews with the aid of the NVIVO

FIG. 1. Andersen health care utilization model adaptation. Note: Adapted from Andersen health care
utilization model.58,59
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software program. The interviews were uploaded into
the program after they were transcribed. The data
were reduced to create codes that generated structured
categories and subsequently, concepts or themes fol-
lowing thematic analysis.33 Themes from the coded
statements relevant to the lived experience of inquiry
were developed into descriptions of the experience.31

Results
Fourteen African immigrant women participated in the
study. Participants in all the interviews responded to
questions to the best of their abilities, but needed fre-
quent probing questions. Six of the 14 women who par-
ticipated in the study were originally from Sudan, three
were from Congo, one from Ethiopia, two from Eritrea,

Table 1. Adaptation from the Andersen Health Care Utilization Model: Definitions of Constructs and Examples

Construct Definition Examples of content

Contextual or community characteristics
Predisposing

characteristics
Factors from the

community
that inclines
people to use
or not use
services.

Community demographic: A community with many young mothers, a community with many African
immigrants.

Community social structure: Communities where people live, and work that may be supportive or
detrimental to their health and access to health services. Relevant measures include educational
level, ethnic and racial composition, measures of spatial segregation, employment level, and crime
rate, strong religious influence, NGOs that provide help to pregnant women.

Community health beliefs: Community or organizational values and cultural norms and prevailing
political perspectives regarding how health services should be organized, financed, and made
accessible to the population. Beliefs about the roles of physicians, midwives, and other health care
providers.

Enabling
characteristics

Factors from the
community
that facilitate
or impede the
use of services.

Health policy: Recommendations, plans, and actions that are managed at the community level
(public policies made in the legislative, executive, or judicial branch of government, at all levels from
local to national) to achieve maternal health care goals in this population.

Health financing: Community measures that suggest resources potentially available to pay for health
services, including per capita community income and wealth

Health organization: Amount and distribution of health services facilities and personnel to offer
maternal services to African immigrant women. Examples are the ratios of physicians and hospital
beds to population, office hours and location of service, provider mix, utilization, quality control,
oversight, and outreach and education programs.

Need
characteristics

Factors from the
community
that laypeople
and/or
professionals
recognize as
requiring
medical
treatment.

Environmental needs: Refers to health-related measures of the physical environment, among them
the quality of housing, water, and air

Population health indices: The number of pregnant African immigrant women in the community, or
the prevalence of existing or pre-existing conditions that affect the maternal health of African
immigrant women.

Individual characteristics
Predisposing

characteristics
Factors from the

individual that
incline the
person to use
or not use
services.

Individual demographic: The ethnicity, age, education level, income level, marital status, the
occupation of the African immigrant woman

Individual social structure: Family and other personal support or social networks that provide help
for pregnant women.

Individual health beliefs: Attitudes, values, and knowledge that people have about health and health
services that might influence perceptions of the need and use of health services such as health
knowledge, religious beliefs, health literacy, and personal beliefs about maternal health care.

Enabling
characteristics

Factors from the
individual that
facilitate or
impede the use
of services.

Health financing: Personal income, wealth, or health insurance that facilitates access to health care.
Health Organization of health services for the individual describes whether or not the individual has

a regular source of care or medical home and the nature of that source (private doctor, community
clinic, or emergency room). It also includes means of transportation, reported travel time, and
waiting time for care.

Need
characteristics

Conditions that
laypeople
(perceived
needs) and/or
professionals
(evaluated
needs)
recognize
requiring
medical
treatment.

Perceived need can refer to how people experience and emotionally respond to symptoms of illness,
pain, and worry about their health condition

Evaluated need represents professional judgment and objective measurement of a patient’s physical
status and the need for medical care (blood pressure readings, temperature, blood cell count, etc.)

These factors can refer to the status of pregnancy, the presence of female genital mutilation, and
existing or preexisting conditions of ill health.

NGOs, nongovernmental organizations.
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one was from Egypt, and one from Nigeria. In terms of
educational attainment, six of the participants had less
than a high school education and seven participants
had some high school education, and were residents
in the United States on average for 4.5 years (Table 2).

Themes from the Interview
The themes resulting from the interviews are organized
according to the contextual and individual factors of
the Andersen health care utilization model that influ-
enced the use of health services (see Table 3 for the
model organization of themes). The analysis of inter-
views resulted in 11 themes. The themes are (1) com-
munity social structure, (2) community health beliefs,

(3) health organization concerning the use of women,
infants, and children (WIC), (4) social support at the
individual level, (5) limited English proficiency, (6)
need for better health education, (7) perception of
care, (8) health financing, (9) long wait times and
lack of transportation, (10) fear of medication and ob-
stetrical interventions, and (11) impact of FGM/C.

Community social structure
The social structure of the community such as
community-based organizations (CBO), nongovern-
mental organizations (NGOs), and churches, in Clark-
ston, Georgia, had a positive effect on the maternal
health experiences of African immigrant women who

Table 2. Demographic Characteristics (n = 14)

Pseudonym Country Age Income/year Education Language #Years in the US

P (1) Congo 32 <$20,000 Elementary Swahili 2
P (2) Sudan 36 $20,000–$34,999 Some HS English/Arabic 4
P (3) Sudan 33 <$20,000 Elementary Arabic 5
P (4) Togo 44 <$20,000 Elementary Ewe 6
P (5) Sudan 38 $20,000–$34,999 Some HS English/Arabic 6
P (6) Sudan 43 <$20,000 Elementary Arabic 6
P (7) Sudan 37 <$20,000 HS diploma English/Arabic 5
P (8) Egypt 38 <$20,000 Some HS Arabic 3
P (9) Congo 35 $20,000–$34,999 HS diploma English/Swahili 4
P (10) Congo 33 <$20,000 Elementary Swahili 3
P (11) Nigeria 34 $35,000–$49,999 Some College English/Yoruba 6
P (12) Sudan 23 $20,000–$34,999 Some HS English/Arabic 2
P (13) Eritrea 36 <$20,000 Elementary Tigrinya 6
P (14) Eritrea 28 $20,000–$34,999 Some HS English/Tigrinya 5

Mean age = 35.2, mean number (#) years in the United States = 4.5.
HS, high school.

Table 3. Themes from the Interviews

Construct of model Themes

Contextual or community characteristics
Predisposing: Factors from the community

that inclines people to use or not use services.
Community social structure of Clarkston with many immigrants, NGOs, and churches that

help the community.
Community health beliefs preference for female physicians and lack of support for

preventive care
Enabling: Factors from the community that

facilitates or impedes the use of services.
Health Organization-WIC was valued for maternal and childcare

Individual characteristics
Predisposing: Factors from the individual that

incline the person to use or not use services.
Social support provided by family and friends.
Limited English proficiency that reduced understanding of medical personnel and required

interpreters.
Need for Better Health Education from health care providers about the progress of

pregnancy and breastfeeding.
Perception of care with regard to dismissive treatment from health care providers.

Enabling: Factors from the individual that
facilitate or impede the use of services.

Health financing such as Medicaid and work health insurance facilitated access to health
care.

Long wait times and lack of transportation that limited access to care
Need: Conditions that laypeople (perceived needs)

and/or professionals (evaluated needs) identify
as requiring medical treatment.

Fear of medication and obstetrical interventions in terms of opposition to the use of
medications such as epidurals during pregnancy and birthing processes.

Impact of female genital mutilation/cutting and the effect on pregnancy and the ability of
health providers to deal with the effects during pregnancy

WIC, women, infants, and children.
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live there. Clarkston is a city in DeKalb County, Geor-
gia, with a population of 12,594, a median age of 28
years, and a median household income of $33,486,
with a poverty rate of 36%. The population of Clark-
ston, GA, is 58% Black, 24% Asian, and 8% White.25

In 2016, the most common birthplace for the foreign-
born residents of DeKalb County was Ethiopia, fol-
lowed by Mexico and Myanmar.25

The countries of origin for most African immigrant
residents in Clarkston are Ethiopia, Eritrea, Sudan,
Somalia, and the Congo.25 Approximately 13% of the
population of Clarkston (1,657 speakers) speak their
native African language.25 A basic Google search indi-
cates that there are about 20 churches or places of wor-
ship serving the Clarkston community. Also, about 30
nonprofits and NGOs work with the immigrant and
refugee populations resident in Clarkston, Georgia,
and Dekalb County.34

The assistance received from organizations in the
community benefited the maternal health care utiliza-
tion experiences of women in the study, as shown in
the following interview excerpt: ‘‘They help the preg-
nant woman and baby. If you have a baby or you’re
pregnant, they help.’’

Living in an area with large numbers of immigrants
gave them access to support from members of their
community, as shown in another interview excerpt:

‘‘Clarkson is a very good place; I like Clarkson because it has
different people from different countries. And you can find
healthcare. When we came here, we didn’t know anybody
there. Only my husband went to the mosque here, and he
found one Sudanese person there, he showed us Sudanese peo-
ple’s houses, and he took us to shop, and he helped us a lot.
This means a lot to me.’’

Other women received support from CBOs, NGOs,
and churches that provide help to pregnant immigrant
women. One woman highlighted the help she received
from a CBO when she was pregnant and the assistance
she received from a literacy program serving immi-
grants in Clarkston, Georgia:

‘‘They help the pregnant women and babies. If you have a baby
or you are pregnant, they will help you. A community health
worker came to me and said she wanted to check on all the
pregnant women and greet them. How are you doing? If
you need my help, I will take you to the market.’’

Community health beliefs
Some women expressed beliefs about the roles of phy-
sicians, midwives, and other health care providers.
They expressed their preference for female doctors
and barriers to preventive care based on the values
that are practiced in their home country. Two

women talked about their preference for female doctors
because of their religious and cultural beliefs, as shown
in their interview excerpts. One stated, ‘‘I prefer a fe-
male doctor, it is difficult when the doctor is not a
woman, he comes to check you inside, it feels shameful
for my religion.’’ Similarly, the other indicated, ‘‘I like a
woman doctor more than a man doctor because
women do not show themselves to men in my culture.’’

Several women disregarded the importance of pre-
ventive care and only visited the health center when
they had a health problem. One of them stated,

‘‘Sometimes I go to the hospital but not all the time. Some-
times once a year, sometimes after a year and three months,
but only if I am sick or have to take care of my baby.’’

The women believed that visiting the hospital was
only important during ill health. Pregnancy was not
considered ill-health in her culture and the use of pre-
natal or post-natal care would only be important if the
woman or baby was ill.

Health organization—WIC
The women did not give much information concerning
contextual enabling characteristics that facilitated or
impeded their use of health services. However, they dis-
cussed the impact of government programs such as
WIC. This special supplemental nutrition program
for WIC assists with food, health care referrals, and nu-
trition education to low-income pregnant, breastfeed-
ing, and nonbreastfeeding postpartum women, and to
infants and children.35 The overall impression
women regarding the WIC program was that of appre-
ciation. They were glad to have access to the program
for themselves and their babies during their time of
need. An example is shown in the interview excerpt:

‘‘Yes, I’m still on WIC. After every three months, I go there
and they give for the baby [and for me] to buy vegetables,
milk, good stuff to buy for the baby. When you’re pregnant
you have for yourself and the baby, they give you two. After
one year, they cut for you because they say after one year
baby eats and after this, only for baby.’’

Social support at the individual level
Individual social structures—such as family members,
friends, or social networks—facilitated the use of health
services for all women who participated in the inter-
views. The women talked about support from friends,
family members, and their spouses that facilitated ac-
cess to transportation and food, which made it easier
for them to manage their pregnancies. Friends from
the country of origin were an important resource, as
one of the women explained,
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‘‘My friends from the Sudanese community helped me when I
was pregnant. My husband and two other family members
helped me even after the baby had come. All my friends
helped me a lot. At the hospital, the nurse helped me too.’’

A second lady also discussed the help she received
from friends during her pregnancy when she said:

The doctor told me that the baby will come on the 28th. So, I
prepared myself. I call my friend who is a White lady. So, the
lady took me to Farmers Market, a retail Farmers Market. We
started to buy all the things that would need for pregnancy and
baby.

Limited English proficiency
Limited English proficiency was a barrier to the use of
health services for most participants. This problem led
to communication problems between the women and
their health providers, particularly due to the limited
understanding of medical language, which led to the
need for interpreters. Seven participants in the inter-
views talked about the impact of their low English pro-
ficiency on their health care utilization. One lady
discussed her communication problems with health
care providers when she said,

‘‘Yes, I understand because they know already, I’m a refugee,
and my English is low, they know. If they tell me one thing
and I don’t understand, they should try to explain to me.’’
Big words. And I didn’t understand the meaning. Because I
only understand small words in English. And I said, ‘‘What
is that? They make me worried a lot because I don’t know
the meaning.’’

Four women also stated that access to interpreters at
the hospital was helpful in their interactions with
health care providers during their pregnancy and the
lack of interpreters was a barrier to their use of health
services. An example is shown in the excerpts from the
interview with a woman who stated, ‘‘I don’t under-
stand the nurse, so they bring an interpreter.’’

Need for better health education
The women discussed barriers to accessing health in-
formation from health providers at the health care cen-
ters during their pregnancy. The women spoke about
difficulties with getting access to information from
the doctors as barriers to the use of health services.
One woman stated,

‘‘It is not about the language because they bring interpreters
too, for me. If something is important, they would tell me,
they would tell the interpreter too, but sometimes they
didn’t tell me.’’

Some women talked about the need for information
on pregnancy prevention and contraceptives because
their last pregnancies were not planned, and this

made health care during and after their pregnancies
very difficult for them. One of them stated,

‘‘I did not plan to have my last baby, but I did not know how to
prevent pregnancy. When we came to the hospital, they said
that there is a way to plan to have the baby when we want
but I do not know how to get that information. Some of my
friends need more help because a baby is expensive, but our
people do not talk about it.’’

The women also required information about how to
handle problems with breastfeeding after pregnancy.
Some of them had problems with breastfeeding and ac-
cess to health information about how to care for them-
selves when they were breastfeeding their babies, as
shown in the excerpts of one of the interviews,

‘‘I wish I had more help with the bread feeding of the baby be-
cause it was difficult to make milk for the baby and everything
was very painful but it was difficult for me and the baby .very
difficult .it got better but at first, I could not get too much
help with the problem.’’

Perception of care
Two participants discussed what they perceived as dif-
ferent treatment from health care providers. One of
them expressed her discomfort with the perceived dis-
missive behavior from the doctors and nurses at the
hospital when she went to receive care during her last
pregnancy. She felt the health care providers did not at-
tend to her properly because she could not speak En-
glish properly and did not have access to an
interpreter. Excerpts from the interview:

‘‘When I came new and my child, he was sick, and I don’t
know how to say anything, and they told me you must stay
in here sitting down until you find somebody to talk to
you.to translate to you. They behave this way because
they don’t understand me, and I don’t understand them.
I called my agency, and they have one man who speaks Arabic
and he translated for me.They don’t have an interpreter in
the clinic.’’

The other woman explained that the doctors and the
nurses were indifferent to her during her visit to the
hospital. She stated,

One time it happened. I said, ‘‘Excuse me,’’ I want to talk to
them. And it’s like a doctor and nurse together. They came
to see me, and they just looked at me like this. Nobody
touched me, nobody asked me any questions. They just turned
around and they’re talking together. And I said, ‘‘Excuse me,
excuse me.’’ Nobody wants to hear me. They hear what I’m
saying, but they don’t want to talk to me. They wanna finish
their talking first. After that, he turned to me and said,
‘‘Okay, sorry. What did you say?’’ And after that, I get mad.
The nurse did that a lot of times. I said, better for you to
go. Don’t sit here, because you’re not helping anybody.

Health knowledge about the progress of pregnancy
was facilitated by access to ultrasounds and the detailed
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explanation of the meaning of the procedure to the par-
ticipants. She stated in her interview,

‘‘Oh. when I go here every month, you can see the baby, only
with something like a headphone. After five months they
sent me to another doctor. because this doctor’s office
doesn’t have that.’’

Health financing
The women stated that access to health insurance was
important in the way they used health services. Most of
the women had access to health insurance in the form
of Medicaid during pregnancy. Medicaid covers the
mother and baby during the pregnancy, but does not
cover the mother after pregnancy. Only the participant
from Nigeria had access to private health insurance
through the company insurance from her husband.
Two others also had access to some health insurance
from their husband’s companies, in addition to support
from Medicaid.

Other women talked about the difficulty with access
to health insurance, which was a barrier to the use of
health services, as shown in her interview excerpts:

‘‘I started prenatal care when I was 6 months pregnant because
I didn’t have health insurance before. The organization helps
me get Medicaid.’’

Two of the women expressed their dissatisfaction
with the way the hospital organized the billing
for their health insurance. The women referred
to inconsistencies with the way their bills were pro-
cessed as financed under personal billing/health in-
surance or Medicaid, as shown in the excerpts from
their interviews:

The insurance is important for me because I went to the hos-
pital last time, and the doctor told me, ‘‘Your insurance is at
the job you worked before the past three months. because
we are not working there anymore, we cut it off. ‘So now go
pay $80.’’’ I say, ‘‘Okay.The last time my nails, and then
my legs were swollen, I went to the hospital, and the doctor
said, ‘You’ll pay $280.’ I paid $280, and they saw me. After I
went back home, they sent me $364 again, and I paid. So, if
you don’t have insurance in America.it is killing people,
I’m telling you. Also, they say I should pay $223 every
month before they will help me pay the rest. If I work my
money over that they will take it back from me. What is
this? Are we going to survive it?.’’

Another lady stated,

‘‘They charged me with the Cigna, and I have like five bills.
They came to me, and I don’t have money. I went to the doctor
and told him; this came from your office.’’

Long wait times and lack of transportation
Women spoke about practical barriers to receiving ma-
ternal health care. Some of the women spoke about the
excessive hospital wait times and problems with trans-

portation. One woman stated, ‘‘The bus comes late too
much, sometimes 30 minutes late and I have to walk
then’’ and I walk.’’

Another participant also supported this claim when
she stated,

‘‘When you come new, they help us to go to the doctor and
after that, we go by ourselves. You know after three months
or, they say everything now you have to do everything by
yourself, and I go with MARTA, you know the MARTA bus
is not always on time.’’

Another woman summarized what the others had
said about the hospital wait time when she stated,

‘‘I just go there to the hospital, and the first time I go there, the
nurse asks me what happened. And I say my water broke. And
just she told me, excuse me, go get a chair and wait. And
they put the stuff on me, and they told me, give me your ID
and give me your stuff. And I gave it to them. And after
that, she told me, ‘You can go out. Somebody will meet you
there and I am just there sitting and waiting.’’’

Fear of medication and obstetrical interventions
Some women referred to pregnancy as a normal pro-
cess and opposed to the use of medications such as epi-
durals during labor and obstetrical interventions. They
discussed the individual perceived need factors for care,
such as response to pain and the use of obstetrical in-
terventions during labor. They expressed dissatisfac-
tion with the use of pain medication and fear of
obstetric interventions during the birthing process.
Some of the women had cesarean sections during
their pregnancies and agreed to the procedure only
after much personal contemplation. They strongly op-
posed to the use of pain medication or induced labor
during pregnancy because it was not normal and had
side effects that were detrimental to women after hav-
ing their babies. Excerpts from interviews are shown
below:

‘‘I don’t need it [the pain medication]. I know that if you have
a baby, you will feel pain. When you have your baby. I don’t
like to get injections for my back to reduce the pain. After that,
you have a problem tomorrow. I think so. I don’t like it. One
lady in my apartment complains every day.My back is pain-
ing me.’’ (Lady A)
‘‘The pain [made it difficult to manage the pregnancy]. They
asked me to take the medicine for the pain; I told them I
didn’t want that medicine because it was not good. The med-
icine they give you in the back, I tell them that is not good.
Some people tell me; my friends tell me that would affect your
health. You will be like, you cannot walk. Sometimes you have
pain in your feet and in your back always you have that pain if
you get that medicine.’’ (Lady B)

One woman had low blood pressure during her
pregnancy, which required her to have a cesarean sec-
tion during her birthing process. She stated,
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‘‘I had to do the operation where they cut you open to have the
baby but I was very afraid and ashamed. I was afraid because
they say if they cut you open it is not good. Women in my cul-
ture are supposed to have babies the right way but not through
the operation. But the doctor said this is the best way.’’

Impact of FGM/C
Three women who participated in the interviews dis-
cussed the impact of FGM/C and its effect on preg-
nancy. FGM/C was regarded as a condition that
requires medical attention and a need factor for care
during pregnancy. They discussed the inability of
health providers to deal with the effects of FGM/C dur-
ing pregnancy. One of them explained that, although
they had undergone the process as a child, she did
not experience any problem during pregnancy. Other
women did not report a personal experience of
FGM/C, but referred to friends who suffered from
the procedure and had problems during their pregnan-
cies. They stated that friends who had experienced the
procedure were weary of dealing with doctors because
the doctors did not know how to deal with the problem
and often recommended cesarean sections during the
birthing process, as shown in the interview excerpts:

‘‘I did not have a problem with the FGM/C but some of my
friends have done it from back home before they came here
to live and have their babies. Some of them say the doctors
treat them differently because of it. Some of them are afraid
of the doctor saying they will cut them open because they
have done it and are always not happy about the operation
during the delivery of their baby.but me I did not do it so
have no problem.’’

Discussion
This study is one of the few investigations conducted
on the maternal health experiences of African immi-
grant women living in Clarkson, Georgia. The study
is an important addition to the limited research on
the maternal health of African immigrant women in
the United States. The results of the interviews high-
lighted several factors that influence maternal health
care for African immigrant women.

Social support was fundamental to pregnant women
and new mothers for health care utilization. Social sup-
port refers to the provision of psychological and material
resources from an individual’s social networks to cope
with stress. Social support can be instrumental (material
support), informational (advice or guidance), and emo-
tional (reassurance, care, or empathy).36 Social support
provided by the community was valuable in the mater-
nal health care that the women sought and received.

Living in Clarkston, Georgia, a community with
large numbers of African immigrants, facilitated access

to community-based organizations, NGOs, and other
relevant support in the community for the maternal
health of the women. Government programs such as
WIC were a source of support women in the study
and access to these programs should be encouraged
for the people who need them. Social support at the in-
dividual level also affected the maternal health care uti-
lization of participants in the study. Acculturation
barriers for African immigrant women can be reduced
through social and economic assistance programs.4

This study shows that resettlement communities for
immigrants should be encouraged as this facilitates so-
cial support, access to health care, and the use of mater-
nal health services, especially for recent immigrants.
Individual, interpersonal, community, and organiza-
tional factors can adversely affect the health of immi-
grant women after resettlement.37 Immigrant refugee
mothers struggle with the problem of living between
two cultures, resulting from their unique experiences
of forced migration and subsequent resettlement.38

These women often experience a climate of uncer-
tainty as they navigate life transitions and challenges
as they acclimate to the unfamiliar milieu of their
new host country. They have to assimilate their beliefs
with new societal values.38 The recommended maternal
health practices of most Western nations are often dif-
ferent from the maternal practices of their host coun-
try.38–40 Immigrant women are faced with the
challenge of re-evaluating or assimilating their beliefs
with their host country.38 Future studies should focus
on the interventions implemented to facilitate easier
navigation and assimilations of maternal health care
for African immigrant women.

Health beliefs about pregnancy (personal, cultural,
and religious) influenced the maternal health utiliza-
tion experiences of women in the study. Women who
participated in the study expressed beliefs about the
roles of physicians, midwives, and other health care
providers. They preferred female doctors because of
their cultural and religious beliefs. This narrative rein-
forces the perspective that African immigrant women
strongly prefer female providers for gynecologic care
in previous research.4,18,41 Thus, the assistance of fe-
male interpreters and providers at health centers will
promote effective communication and access to health
care services for African immigrant women.

Concerning the roles of health care providers, some
women perceived the treatment from health care pro-
viders as poor. The women perceive that they receive
dismissive or disrespectful treatment because they are
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immigrants and have difficulty expressing themselves
to the doctors and nurses. These conclusions are
aligned with previous research showing that African
immigrants have the general perception that health
providers discriminate against them because of their
race and language and that they are less sensitive to
their needs.42,43

This study shows that African immigrant women
regard pregnancy as a normal process and are not
open to obstetrical interventions during their pregnan-
cies. Previous research regarding obstetrical interven-
tions shows that African immigrant women felt that
doctors were dismissive of their labor practices and rec-
ommended obstetrical intervention—like a cesarean
section—too often, especially for women who have ex-
perienced FGM/C.18,44,45 The concerns of women re-
garding the inadequacy of health providers to deal
with the problem of FGM/C resonates with the previ-
ous research on negative perceptions by health care
providers.7,16,46,47 Health care providers were inade-
quately equipped to deal with the problem as they
lacked knowledge, sensitivity, and empathy for
women with FGM/C.7,16,46,47 Therefore, health care
providers require adequate training and understanding
of FGM/C48,49 to improve the maternal health experi-
ences of African immigrant women.

African immigrant women’s narratives of pain have
not been adequately addressed by conventional medi-
cine, as presented in Western societies.4,41,50,51 The ma-
ternal health experiences of African immigrant women
will benefit positively from health education and infor-
mation that address knowledge gaps in family planning
and their narratives of pain. Lack of information about
existing services and the cost of health services was also
a barrier to care. African immigrant women require
information to navigate the health system, especially
regarding access to health insurance and transporta-
tion. This study reinforces the findings from previous
research that access to health insurance, access to
transportation, and low waiting times at health cen-
ters enabled African immigrant women to use health
services.4,40,43,52–54

This study is also aligned with the conclusion of ear-
lier studies in other Western developed countries,
which supports the need for culturally competent ma-
ternal health care and new models of maternity care
that address both individual and environmental factors
for African immigrant women.37,38,40,55–58 African im-
migrant women face barriers when navigating complex
systems that could affect their access to care, transpor-

tation, and health insurance.37 One study on the mater-
nal health of African migrant women who emigrate to
Western nations such as Spain shows that these women
face institutional barriers when accessing appropriate
health care.

Such barriers include the poor communication and
discriminatory attitudes of health care providers and
the need for culturally appropriate health systems.56

Another systematic review of the experience of mater-
nity care by immigrant women in the United Kingdom
showed that African immigrant women avoided utiliz-
ing maternity care because they perceived health pro-
fessionals as discriminatory and indifferent to their
cultural and social needs.

The research highlighted the need for effective and
culturally sensitive health interventions for the mater-
nal health of immigrant women.58 The results of a sys-
tematic review on the health needs of migrant women
from FGM/C–practicing countries in high-income
contexts recommend that maternal care integrate cul-
tural safety, foster patient-provider trust, and engage
women affected by FGM/C to design and provide
quality care that is tailored to their needs.57 Health
care providers require training on how to interact
with women who have undergone this procedure
without stigmatizing or eroding their dignity, but in-
stead provide appropriate health care when the situa-
tion arises.37

One major recommendation from the results of the
study is the salient need for the cultural tailoring of
public health interventions to meet the needs of diverse
communities. The American College of Obstetricians
and Gynecologists (ACOG) advocates for access to ma-
ternal health care and tailored care for underserved and
immigrant populations.59 ACOG advocates for the ad-
vancement of culturally sensitive obstetric and gyneco-
logic care environments. This entails demonstrating
respect for cultural health beliefs and traditions and
providing interpreters and materials in languages that
align with the patient population’s needs.59

In this study, some women noted that they appreci-
ated the help of interpreters during their health care ex-
periences, while others complained about the lack of
inadequacy of such services. This promotion of cultur-
ally inclusive obstetric and gynecologic care is also cen-
tral to the National Standards for Culturally and
Linguistically Appropriate Services (CLAS) standards
in health care.60 CLAS reduce health disparities and
achieve health equity through improved quality of ser-
vices provided to all individuals. Respect and
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responsiveness to the maternal health needs of African
immigrant women are central to improving their ma-
ternal health experiences and overall health outcomes.
Ultimately, collaborations between health care organi-
zations, health care providers, policymakers, and
researchers are necessary to implement more cultur-
ally relevant maternity care policies and management
interventions that advance the health of immigrant
communities.61

Communities across the United States, like Clark-
ston, Georgia, are growing in language and cultural di-
versity.25,62 Therefore, communities like Clarkston can
benefit from applying what has worked in large diverse
communities to address their complex health needs.
Queens County, New York, is an example of a commu-
nity that has succeeded in responding to cultural diver-
sity. Queens County, New York, is called the diversity
capital of the world as more than 138 languages are
spoken in the county.63

In response to this extensive diversity, health care
providers and organizations should integrate ethnically
diverse health care staff who are trained in cultural nu-
ances and the language diversity of the targeted com-
munity, as well as staff who are up to date on
immigration policies and procedures. Also, the use of
community health worker models64–66 for advancing
maternal health care is recommended for advancing
culturally competent care for African immigrant
women. In terms of access to health care, transporta-
tion was one issue that came up in the results of the
study as a barrier to care for the African immigrant
women in Clarkston. Georgia. A simple Google search
and one study62 on the maternal health of immigrant
populations of Clarkston show that the only major
health provider close to the city is located at the
Emory Decatur Hospital.

The health care system in the city of Queens, New
York, has three satellite clinics, in addition to the
hospital-based outpatient obstetrics and gynecology
clinic that caters to the maternal health needs of the
population.67 Other major hospital-based clinics also
serve the population and women with equipped and
culturally sensitive obstetrical and gynecological care
for emergency, primary, and preventative inpatient
and outpatient activities.67 Mirroring the maternal
health interventions of cities like Queens, New York,
would make it beneficial to set up equipped satellite
health care centers closer to the populations that
need them.68 The creation of satellite health centers
that mirror the services of the larger health centers

will serve to prevent problems like transportation that
could affect access to care.

This study had some limitations. Challenges could
occur during the interview process such as how to
phrase and negotiate questions, concerns with the ac-
tions and biases of the interviewer, unanticipated be-
haviors from participants, and poor recollection of
information..32,69,70 The participants could also have
been careful in their responses to the interview ques-
tions due to the sensitive issues discussed in the inter-
view. Some participants in the study were not too
comfortable with discussing the problem of FGM/C
on a personal level.

Also, the reduced English proficiency and the lan-
guage barrier in some of the participants may have af-
fected the quality and participant honesty in interviews
because of the use of interpreters. Furthermore, re-
search has demonstrated the influence of health literacy
on the health care experiences and utilization patterns
of African immigrant women,1,6,53,71 particularly
within specific communities like Somali African immi-
grants.53 As a result, there is a pressing need for more
extensive research on a broader scale, encompassing
African immigrant women at large, to explore the ram-
ifications of health literacy on their maternal health
care utilization requirements.

Conclusion
This study significantly contributes to the field of ma-
ternal and child health research, especially for African
immigrant women living in Clarkston, Georgia. The
findings of the study support the encouragement of
resettlement communities for immigrants as they facil-
itate access to social support because living in Clark-
ston, Georgia, was beneficial to women in the study.
Based on the results of the study, health providers re-
quire training on the cultural norms of African immi-
grant women to address barriers to care.

Also, public health interventions should be put in
place to help African immigrant women have access
to required education and tailored care that address
the fear of pain medication, obstetrical interventions,
FGM/C, and the need for family planning. These inter-
ventions will also help this population to navigate the
health system, especially on complicated topics such
as obstetrical interventions and health insurance. In ad-
dition to the Andersen model, more research is required
regarding socioecological frameworks, exploring the so-
ciopolitical determinants of health that impact maternity
care for African immigrant women. Future studies on
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the maternal health experiences and health care utiliza-
tion of African immigrant women should consider soci-
oecological contexts that influence their maternal care
experiences and health-seeking behaviors.
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