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Abstract

It is crucial for refugee service providers to understand the family planning knowledge, attitudes,
and practices of refugee women following third country resettlement. Using an ethnographic
approach rooted in Reproductive Justice, we conducted six focus groups that included 66 resettled
Somali and Congolese women in a western United States (US) metropolitan area. We analyzed
data using modified grounded theory. Three themes emerged within the family planning domain:
(@) concepts of family, (b) fertility management, and (c) unintended pregnancy. We contextualized
these themes within existing frameworks for refugee cultural transition under the analytic
paradigms of “pronatalism and stable versus evolving family structure” and “active versus passive
engagement with family planning.” Provision of just and equitable family planning care to
resettled refugee women requires understanding cultural relativism, social determinants of health,
and how lived experiences influence family planning conceptualization. We suggest a counseling
approach and provider practice recommendations based on our study findings.
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Introduction

Globally, an estimated 68.5 million individuals are currently displaced from their homes due

to political conflict, war, and violence (United Nations High Commissioner for Refugees
[UNHCRY], 2018). In total, 80% of these individuals are women and children who are
particularly vulnerable to conflicts in their countries of origin (Busch-Armendariz, Wachter,
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Heffron, Nsonwu, & Snyder, 2013). The majority of displaced individuals remain within
their country of origin’s borders and become “internally displaced persons.” Individuals who
cross international borders can apply to the United Nations High Commissioner for
Refugees (UNHCR) to obtain “refugee status.” The United Nations has identified three
durable solutions for refugees including (a) repatriation of the refugee to their country of
origin after fear of persecution has abated, (b) local integration into host country to which
the refugee initially fled, or (c) third country resettlement to a host country agreeing to allow
full integration of the refugee into the host country’s society. Approximately 1.2 million
refugee women of reproductive age have undergone third country resettlement to the United
States (U.S.). While refugees are often grouped within the larger category of immigrants,
refugee lived experiences differentiate them from other migrants. In contrast to other
immigrant populations, refugees have often fled war, violence, and/or natural disaster and
are commonly survivors of torture including rape (Crosby, 2013; Willard, Rabin, & Lawless,
2014). The refugee resettlement process is highly regulated with unique requirements and
involvement of multiple governmental and non-governmental agencies. Refugee women
post-resettlement are distinctive when compared to other female immigrants and may
require unique approaches to sexual and reproductive health care service provision.

The term sexual and reproductive health (SRH) is broad and encompasses many domains
including physical, emotional, mental, and social wellbeing in relation to all aspects of
sexuality (Starrs et al., 2018). Our work focuses on the family planning component of SRH.
We have chosen to use the term “family planning” as it encompasses not only method
selection (i.e., contraception) but also social factors that may affect fertility management
decisions such as family structure, trauma history, and displacement. The term is further
inclusive of decisions surrounding pregnancy intention and management of unintended or
mistimed pregnancy.

Refugee SRH

When refugee populations are compared to host country populations, many areas of health
disparity exist. These disparities include decreased utilization of preventive health care
services (Haworth, Margalit, Ross, Nepal, & Soliman, 2014; Morrison, Wieland, Cha,
Rahman, & Chaudhry, 2012), poor understanding by refugees of health care system access
and utilization (Herrel et al., 2004; Pavlish, Noor, & Brandt, 2010), and increased rates of
poor perinatal outcomes (Biro & East, 2017; Small et al., 2008). The majority of research
regarding post-resettlement refugee SRH focuses on pregnancy with little discussion of
family planning (Bulman & McCourt, 2002; Gagnon et al., 2007; Herrel et al., 2004; Lane
& Cole, 2013).

There are many gaps in knowledge regarding the family planning needs of refugee women
after resettlement to the U.S. Quantitative studies include small sample sizes, comparison of
resettled refugee women to non-U.S. host populations, and employment of retrospective
methodology. Disparities between refugees and host country populations are often
described. For example, a retrospective chart review of 52 refugee women resettled to
Toronto, Canada revealed higher unmet contraceptive need among resettled refugees than
among native Canadians (Aptekman, Rashid, Wright, & Dunn, 2014). Refugees also differ
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from other immigrant populations. A retrospective chart review comparing outcomes among
refugee women, other migrant women, and native Dutch women found that teen pregnancy;,
unintended pregnancy, and induced abortion rates were highest among refugee women
(Raben & van den Muijsenbergh, 2018). In addition, contraceptive counseling and
prescription receipt were lowest among the refugee women, with sub-Saharan African
refugee women being the least likely to receive a contraceptive prescription.

Few qualitative studies on family planning in refugees resettled to the U.S. are available. A
literature search revealed a single qualitative study evaluating family planning among
refugees after resettlement to the U.S. Dhar and colleagues (2017) conducted 14 individual
interviews with resettled Bhutanese adolescents. Their analysis indicated that family
planning was stigmatized among non-married Bhutanese refugees. As a result, the
researchers recommended provision of family planning information outside of community
settings in safe, confidential spaces using culturally appropriate language. Qualitative studies
of other SRH topics among resettled refugees have focused on perinatal and obstetric care
(Jacoby, Lucarelli, Musse, Krishnamurthy, & Salyers, 2015; Wojnar, 2015),
conceptualizations of gynecologic care (Mehta et al., 2017), menstrual conceptions and
experience (Hawkey, Ussher, Perz, & Metusela, 2017), barriers to access and provision of
care (Z. B. Mengesha, Perz, Dune, & Ussher, 2017; Riggs et al., 2012; Woodgate et al.,
2017), and disparities in reproductive health care encounters (Gurnah, Khoshnood, Bradley,
& Yuan, 2011; Rogers & Earnest, 2015; Svensson, Carlzen, & Agardh, 2017). Although
these studies provide ethnographic insight into refugee women’s SRH after resettlement,
they do not provide specific information regarding family planning. This information is
needed to develop best practices for provision of sexual and reproductive health care to the
U.S. resettled refugee populations.

Due to the lack of qualitative studies addressing family planning among refugee women
post-resettlement to the U.S., we developed a needs assessment project to evaluate family
planning knowledge, attitudes, and practices.

Study Population Backgrounds

We included resettled refugee women from Somalia and the Demaocratic Republic of the
Congo (D.R.C.) in our study as these two refugee groups are found in many large U.S. cities,
including the study city. Nearly a third of refugees arriving to the U.S. are African born.
Somalia and D.R.C. are the most common sub-Saharan African countries of origin for
refugees resettled to the U.S. (UNHCR, 2018). Data regarding refugee resettlement to the
U.S. by global region of origin and African country are presented in Table 1. At the time of
study design, an influx of Congolese refugee women being resettled to the U.S. was
predicted and our team was interested in comparing these new arrivees with an established
refugee community to provide greater depth of understanding regarding post-resettlement
family planning conceptualization across groups and time.

The post-resettlement period marks an important time of transition for refugees.
Understanding how the diverse cultures and experiences of refugee woman shape views on
SRH is essential. Refugee views may be influenced by traumatic experiences; for example,
prior to displacement, Congolese women are often victims of sexual and domestic violence,
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have witnessed the death of loved ones, and have given birth to children conceived through
rape (Busch-Armendariz et al., 2013). Understanding how these experiences, including rape
as a tool of war, influence refugee women’s conceptualized needs for family planning is
paramount for provision of acceptable sexual and reproductive health care.

The backgrounds of Somali and Congolese refugees differ with regard to original conflict,
displacement experience, and post-resettlement support. Somalia’s ongoing civil war began
in 1991 and has resulted in an estimated half million casualties and displacement of over
45% of the population. Somali refugees often resettle as family units, including nuclear
families, as well as extended family groups. The majority of resettled Somali refugees are
culturally and ethnically homogeneous, have high levels of literacy, and practice Islam.
Many Somali refugees spent years in refugee camps prior to resettlement and are
comfortable with the concept of receiving acute medical care from established health clinics.
Within Somalia, family planning services are rarely available due to the instability of the
country overall and minimal infrastructure. Abortion is only legal in Somalia to save the life
of the mother. Availability of family planning services in refugee camps in Kenya, where
many Somali refugees live prior to resettlement, varies by camp location—some with wide
availability, some with minimal availability. Abortion is Kenya is legal when, in the opinion
of a trained health care provider, there is a need, in an emergency, to protect the life or health
of the mother.

In contrast to Somalia, conflict in D.R.C. started in 1996. The UNHCR designates female
refugees from D.R.C. as “women-at-risk” meaning that they have “protection problems
particular to their gender” including risks of rape and sexual violence. The majority of
resettled Congolese refugees are widowed or unmarried women with children. Congolese
refugees are ethnically and culturally diverse. Over two thirds of resettled Congolese
refugees are below age 25. Displaced Congolese individuals live in camps, urban centers, or
the bush. These settings often provide minimal access to health care. Family planning
services are available in non-conflict areas of D.R.C but essentially non-existent in conflict
zones. At the time our study was conducted, abortion was only legal in the D.R.C. when
done to save the life of a mother. A woman who willingly sought elective abortion was
subject to 5 to 10 years of imprisonment, whereas the provider of such an abortion was
subject to 5 to 15 years of imprisonment.

Reproductive Justice

A Reproductive Justice framework informs this investigation. Traditional approaches to SRH
emphasize the importance of the individual and focus narrowly on distinct components of
SRH without integration across disciplines or consideration of social determinants of health
(\Verbiest, Malin, Drummonds, & Kotelchuck, 2016). Reproductive Justice utilizes
intersectional theory to combine reproductive rights with racial and social justice. A
Reproductive Justice approach demands that reproductive health care providers acknowledge
institutional and systemic dynamics affecting individual SRH (B. Mengesha & current
fellows in the Fellowship in Family Planning, 2017). Investigations seeking to understand
the SRH of resettled refugees must take into account the societal context of refugee status
including predisplacement trauma, gender-based violence, and family structure changes as
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well as post-resettlement conditions including poverty, racial bias, and structural inequality.
Starrs and colleagues (2018) propose an integrated approach to SRH and rights that posits
that achievement of SRH relies on the realization of sexual and reproductive rights, which
are based on the human rights of all individuals. A guiding principle of our work is the
acknowledgment that to provide just and equitable family planning services to resettled
refugees we must first understand how they conceptualize post-resettlement family planning
and how their lived experiences influence approaches to fertility management.

This article aims to address gaps in the literature regarding refugee women’s family planning
knowledge, attitudes, and practices after third country resettlement to the U.S. We situate our
findings within existing models of refugee transition, evaluate findings in the context of
cultural relativism and Reproductive Justice, and use findings to advocate for practice
guidelines that will help clinicians approach family planning discussions with resettled
Somali and Congolese refugee women.

Study Context

We developed this study in response to a need identified by refugee community members,
resettlement agencies, and health service providers to better understand African refugee
women’s conceptualizations regarding SRH after resettlement to the U.S. The project
coincided with a postgraduate medical training opportunity for the principal investigator.
Community stakeholders and local leaders in refugee health were identified early in the
research process through formal and informal discussions with refugee community
members, resettlement agency staff, refugee health care providers, refugee service
organizations, and researchers at our University who had previously worked with refugee
populations. Somali and Congolese community members were crucially involved in study
design, recruitment, data collection, and cultural verification of data analysis and
interpretation. Great care was taken not to perpetuate an American ethnocentric
environment. As one example, multiple Somali community members indicated that the male
leader of a local refugee self-management agency would be the preferred contact for
resettled Somali refugee women. Although this patriarchal, top-down method went against
the initial beliefs of the research team regarding autonomy, female empowerment, and a
sense that we should contact the women directly, it was culturally appropriate from the
perspective of community members. This man was contacted, agreed to help with the
project, and played a critical role in participant recruitment. Throughout this project, we
relied heavily on community liaisons to help us interact in socioculturally appropriate ways
and to create an environment which facilitated communication and observation while
minimizing power discrepancies and cultural incongruities between researchers and
participants.

Study Design

We employed an ethnographic approach rooted in Reproductive Justice to conduct this
qualitative study as a component of a larger needs assessment project. Using typologies
described by Creswell and Plano Clark (2011), we designed an embedded mixed-methods

Qual Health Res. Author manuscript; available in PMC 2021 February 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Royer et al.

Page 6

needs assessment. Justifications for mixed methods included triangulation, completeness,
and instrument development (Bryman, 2006). We integrated the qualitative and quantitative
strands of the project using described principles (Fetters, Curry, & Creswell, 2013).

Multiple types of inquiry were considered for the qualitative strand in the design of this
study including in-depth interviews, serial observations through community immersion, and
focus groups. We elected to use focus group methodology as cultural leaders advised that
focus groups were an ideal approach since women in the communities were used to meeting
as a group to discuss health topics and may be “shy” if these sensitive topics were brought
up in an individual interview setting. Community members further raised concerns that
observation or cultural immersion could be seen as coercive or “spying” based on the lived
experiences of refugees prior to displacement. We hoped that focus groups would obtain
context-setting community-based data and allow for emergence of issues deemed important
by the participants (Culley, Hudson, & Rapport, 2007). As this study was the qualitative
strand of a mixed-methods project, we intended to further investigate topics identified
through focus groups in the quantitative strand of our project, which included development,
and deployment of individual surveys. Evidence demonstrating the ability of focus groups to
facilitate access to unheard populations with discussion of sensitive topics (Farquhar, 1999)
and to minimize power discrepancies between researchers and participants (Wilkinson,
1999) further strengthened our decision to use this methodology.

Ethical Approval

The Institutional Review Board (IRB) at the University of Utah approved the study in April
2014. Of note, we applied to the IRB for a waiver of signed consent due to the possible
trauma histories of our participants. In consultation with community members, it became
clear that prior to resettlement individuals were often coerced into signing documents that
were later used against them in maleficent ways. We were concerned that the requirement of
signatures on documents may undermine trust between participants and the research team
and/or cause participants to relive prior trauma experiences. We applied for, and were
granted, a waiver that allowed us to use verbal consent instead of collecting signatures.

Focus Group Guide Development

We developed our focus group guide based on a framework outlined by Krueger and Casey
(2009). Our aims included exploration of the knowledge, attitudes, and practices of resettled
Somali and Congolese women regarding reproductive health concerns, access and barriers to
reproductive health care, family planning conceptualization, contraceptive method
acceptability, views on unintended pregnancies, and best practices for researchers to
maintain community collaboration and access. These areas of interest were identified
through conversations between the research team, refugee community members, and local
providers of refugee services including health care. Piloting of the focus group guide was
undertaken with select community members to ensure cultural appropriateness and
understanding. After piloting, the guide was revised to incorporate community feedback.
Externally located, certified translators translated and back-translated the focus group guide
into Swahili and Somali. The translators adhered to established protocols to ensure
translation quality (Sperber, 2004). Translated materials were reviewed with focus group
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facilitators prior to commencement of the study to ensure appropriate translation. We
designed all focus group questions to allow for natural progression of conversation and
avoided inclusion of predetermined prompts or leading questions. The focus group guide is
presented in Figure 1.

Facilitator and Participant Recruitment

We recruited female Somali and Congolese focus group facilitators. These women are well
known and trusted within their communities, speak English as well as the target study
languages (i.e., Somali or Swahili) and other languages commonly spoken by the refugee
populations in our study (i.e., Lingala, Kinyarwandan). The principal investigator conducted
individual training sessions with each facilitator reviewing research basics, focus group
facilitation techniques, study purpose, and protocols.

We recruited participants through partnership with local community groups via personal
communication between women and community group leaders. We informed women who
self-identified as members of the resettled Somali or Congolese community about the study
either in person or via cell phone contact. If they wished to participate, we told them of
meeting times and location. We also employed snowball sampling, encouraging women who
agreed to participate to bring interested friends or family members to focus groups. We
established a recruitment goal of eight to 10 participants per group.

Focus Group Conduct

We held focus groups in private rooms at community centers and spaces familiar to
participants. Each focus group included a meal, free child care, and carpool transportation
assistance. At the discretion of cultural leaders, who were concerned about the sensitive
nature of our study topic, we only invited women to participate in our focus groups and did
not mix Somali and Congolese participants. Each participant received a consent cover letter,
in either Swahili or Somali, which reviewed study purpose, procedures, confidentiality
protections, and options for women who did not wish to answer questions. Focus group
leaders read this letter out loud to participants in native languages prior to beginning the
discussion. Potential participants had a chance to ask questions and/or leave if they did not
wish to participate; no potential participants chose to leave. Participants were provided with
contact information for the principal investigator, who is a physician, and IRB in case any
issues arose as a result of study participation. Study staff collected demographic information
including age, gravidity, parity, household size, marriage status, resettlement agency, time
since resettlement, and countries lived in since displacement via semiprivate verbal interview
utilizing facilitators prior to focus group commencement.

We conducted the focus groups in the native language of participants with minimal
intragroup translation. Each group began with a review of the importance of confidentiality
and discussion of ground rules including everyone being allowed to speak, only one person
speaking at time, and the importance of each participant’s opinion. To encourage each
participant to speak up, the focus group started with asking each participant to introduce
themselves to the group and provide information about an unrelated subject, such as a
favorite color, food, or activity. The developed focus group guide was then used to address

Qual Health Res. Author manuscript; available in PMC 2021 February 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Royer et al.

Page 8

community beliefs regarding seven areas of reproductive health. We employed audio and
video recording of all sessions to aid with translation, transcription, and assessment of verbal
and non-verbal cues. The research team created physical maps of focus group seating to aid
with speaker identification. Focus groups lasted between 45 and 70 minutes. Each
participant received a $25 gift card for participation. Debriefing occurred between the
research team and focus group facilitators immediately following every focus group session.
The principle investigator, Dr. P.A.R., attended all focus groups. All research team members
present at a group took field notes that the study team reviewed during data analysis.

Data Analysis

We utilized modified grounded theory for data analysis (Charmaz, 2014; Creswell, 2009).
Grounded theory, as described by Charmaz (2014, 2015), allows for emergence of theory
from data without focus on structured or forced frameworks. Our coding strategy employed
inductive analysis with codes and themes being content driven and arising from data and
participants rather than based on theory or hypothesis.

After each focus group session, externally located, certified translators translated audio
recordings and transcribed these verbatim. Study staff then verified each transcript for
accuracy while addressing any discrepancies between written transcripts, audio, and video
recordings. Two team members (Dr. P.A.R. and Ms. B.J.) initiated line-by-line coding prior
to completion of all focus groups. Early initiation of coding allowed evaluation of emerging
data with revision of the focus group guide to better assess areas of interest. For example,
after the first focus group, we revised the original question, “Can you tell us some
advantages of having a big family? What about a small family?” to “Can you tell us some
advantages of having many children? What about having few children?” This revision
occurred when the research team realized that the refugee groups conceptualized family
differently from the researchers and a question regarding family size did not necessarily
address family planning practices.

Coding prior to completion of all focus groups allowed for an iterative research process with
continual negotiation among the research team as to whether and when saturation was
reached. We aimed to achieve not only “code saturation,” defined by Hennink, Kaiser, and
Weber (2019) as “the point when no additional issues are identified in the data and the
codebook has stabilized,” but also “meaning saturation” defined as “the point at which we
fully understand the issues identified and when no further insights or nuances are found.” To
assess saturation, our team held debriefing sessions with focus group facilitators, thoroughly
interrogated transcripts, reviewed field notes and memos from focus groups, and reviewed
video recordings of focus groups. This multimodal approach moved beyond the analysis of
verbal communication to include the assessment of non-verbal cues, incorporate feedback
from bicultural team members, and achieve a rich data set. Theoretical notes were used
throughout the process to record the analytical thinking and reasoning of the research team.

Following preliminary review of data, we developed a coding dictionary. Two of the authors
(Dr. P.A.R. and Ms. B.J.) independently coded transcripts using the coding dictionary.
Following completion of individual coding, the pair of research team members held
reconciliation meetings to merge meaning codes while allowing new meaning units to
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emerge. We refined the coding dictionary as necessary during the reconciliation process.
After reconciliation, a third author (Dr. L.M.O.) reviewed the analytic trail of the research
dyad, offering additional interpretation and assisting with inductive restructuring.

The same coding process was completed for all six transcripts. We aggregated data into three
original domains and then further subdivided it into themes and subthemes. Data were
interrogated to evaluate how themes varied or remained stable within and across refugee
groups. Original domain structure allowed for a domain-specific taxonomy, whereas the
within-group structure provided understanding of the cultural experience of each group.
Once aggregated, data were discussed and consensus negotiated by the research team. We
used Atlas.ti software (version 1.0.22 (92)) for data management and analysis.

Code saturation in our study was noted after two focus groups with each community,
whereas meaning saturation was approached after three focus groups with each community.
Our findings that six focus groups were needed to approach complete saturation are
consistent with recent literature indicating that multiple focus groups per stratum are
required to reach meaning saturation and code saturation is often achieved by six focus
groups (Coenen, Stamm, Stucki, & Cieza, 2012; Guest, Namey, & McKenna, 2017; Hennink
etal., 2019).

We conducted three focus groups with resettled Somali (7= 41) and three focus groups with
resettled Congolese (1= 25) refugee women between May and August 2014. Group size
ranged from seven to 15 participants with an average of 14 per Somali group and nine per
Congolese group. Participants were 18 to 68 years old. The groups differed with Somali
women being older and resettled for a longer period of time compared to Congolese women.
Somali women were also more likely to be currently married and had greater gravidity.
Household size was similar between the two groups.

Domains and Themes

Three domains emerged from the focus groups: (2) reproductive health access and barriers,
(b) family planning, and (c) decision-making and empowerment. The results reported here
focus on the domain labeled “family planning” and describe the knowledge, attitudes, and
practices of resettled Somali and Congolese refugee women. Three themes emerged within
the family planning domain including (a) concepts of family, (b) fertility management, and
(c) considerations surrounding unintended pregnancy. Analysis of themes revealed
components shared by both Somali and Congolese refugee groups while also illuminating
the unique ways each group conceptualizes each theme and relates the theme to their
perceptions of U.S. conceptualizations. Domains, themes, and subthemes are depicted in
Figure 2.
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Theme 1: Concepts of family.—Constructs of family for both groups extended beyond
the nuclear family to include multigenerational extended families. A Somali participant
noted, “In America, when you hear of family, you think of the woman, her husband and their
children and only that, but for us, I think we know family as the extended one.” For Somali
women, this concept of family did not depend on resettlement status. As one Somali woman
noted, “My family [post-resettlement] comprises of me, my husband and children, but |
think more of my extended family members in other countries.” Congolese women also
endorsed the concept of family as multigenerational but were more likely to separate
concepts of family pre- and post-resettlement making distinctions about family “in Africa”
versus “here.” A Congolese woman noted, “Yeah, in Africa big family, but not just your
kids. Your brothers and sisters, big family. Extended family, like how you guys call it in
America.”

Both groups of women articulated a perceived community preference for many children.
Each community cited experiences with high rates of infant and child mortality as an
influence on desire for high fecundity. A Somali woman noted, “When you have a lot of
kids, some of them will be alive, some of them will be dead. Some will go to God, and He
will leave others to you.” A Congolese participant stated, “the problem is, at home [in
Africa], we need to have many children, because if you have one or two children and they
die there are [no] other children left.”

Somali women further described the desire for many children as rooted in an independently
positive view of large families. As one Somali woman explained, “Let’s say, your daughter
gives birth to children, your son gets children and you become a grandmother and the
children multiply. You become happy with that multiplication of the family.” Somali women
also placed significant emphasis on children as a demonstrative blessing from God. As one
Somali woman noted, “Many children are essentially good, but all is about the blessing of
God.” This perceived blessing was not dependent on the number of children with a Somali
participant stating, “First of all ... Allah can either bless small number of children or large
number of them.”

Congolese women clearly articulated the idea of children as an investment with one
Congolese women noting, “when a parent has many children, the parent sees that they will
be helped by the children in the future,” and another Congolese woman stating, “when you
get sick and can’t work, there are many [children] ready to help the mother.”

Discussions among both Somali and Congolese women focused on the increased difficulty
of child rearing after resettlement. Both groups verbalized the loss of traditional,
multigenerational family structure as a significant factor impacting their opinions about
many versus few children. When discussing raising children in the U.S., a Somali woman
stated, “When you give birth here, you can’t take the children to this aunt or that aunt; there
is no such thing here.” Congolese women also expressed this sentiment and noted lack of
resources and personal isolation as significant factors for changing fertility desires with a
Congolese participant stating,

When you start to have kids ... here, you’re [on] your own here. You take care for
your kids. You’re [the] only one. But in Africa, you have aunties, uncles. Like I go
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to my auntie. | go to my uncle. They can take care for them [the children]. But here,
you have to take them [children] wherever, [whether] you want [or] you don’t want.
It’s like this.

Theme 2: Fertility management.—Both Somali and Congolese women highly
contextualized family planning concepts with a focus on whether family planning was used
for (a) delay of first birth, (b) birth spacing, or (c) limiting of total births. Initially, Somali
groups indicated that fertility control was left to the will of God with comments like
“becoming pregnant is something that’s left to the will of God.” Further discussion among
Somali participants revealed a common sentiment that, in certain circumstances,
contraceptive methods could be used for birth spacing but not delay of first birth or limiting
of total births. These statements emphasized a perception that birth spacing agreed with the
tenets of Islam. Fertility management discussions among Congolese women revealed
knowledge of family planning methods and general acceptability of their use for birth
spacing and limiting of total births among partnered individuals. Method acceptability and
the influence of family or partner on fertility management decisions varied between the two
groups.

Subtheme 2a: Delay of first birth.: Somali women did not accept delay of first birth and
discussed differences between Somali and U.S. expectations regarding planning prior to first
birth. These women related that it was not common in their culture to sit down with a partner
and discuss family planning. As one Somali participant noted, “The thing is, you know, the
thing is that when Somali people get married ... they don’t discuss any plans about
pregnancy and children.”

Congolese women also denied use of fertility management to delay first birth. Most women
reported the expectation of pregnancy, shortly after marriage. One Congolese woman stated,
“Like I think that mostly in Africa, when you get married, the first thing in the marriage is to
have babies. So it’s a big deal for the woman to have babies.” Congolese participants noted
family expectations as the main reason for not delaying first birth. As one Congolese woman
commented, “mostly the husband’s family, they start to complain about how you don’t make
babies.”

Subtheme 2b: Birth spacing.: Somali women commonly cited health of the mother and
child as justification for birth spacing. One Somali woman noted, “To get many children
without family planning is not good for [maternal] health and it is not good for the health of
the child either.” Another Somali participant contextualized the importance of birth spacing
for maternal health as aligning with Islamic teachings, “Islamic religion allows spacing
children for good growth and that is in fact good for mother’s health. You get another child
when your child has already grown up and is walking.” Somali women further noted that
ideal birth interval depends upon resource availability:

Speaker 1: The children with one-year interval or less interval are not harmful if you have
enough resources.

Speaker 2: That is if you have enough resources and you are healthy.
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Speaker 3: It is about being healthy. If you are healthy, you can give birth as you want.
Speaker 4: You are supposed to get more children when you are having enough resources.

Congolese participants reported family planning for birth spacing as acceptable but rarely
employed. As one Congolese participant noted, “every year you have a child, you are
pregnant with a child, one is walking, one is crawling.” Other Congolese participants
confirmed this as culturally normative behavior.

Subtheme 2c: Limiting births.: Limiting of birth number was not well accepted in the
Somali community. As one Somali woman stated, “we can’t say that we want this many or
that many [children]. It’s whatever God gives you.” The women verbalized their perception
that this behavior differed from U.S. family planning practices. For example, a Somali
participant noted,

When it comes to them [Americans], you know, they sit down together. The
husband and wife sit down together and discuss it. They decide that they want two
children. And they stick to having two children.

Somali participants identified perceived differences between native Somali and U.S. cultural
norms in discussion regarding fecundity. One Somali participant noted, “It seems that you
are not supposed to have children here. You are not supposed to have children in America.”
This was seen as in direct opposition to Somali practices, with another Somali participant
explaining,

While we’re healthy and able to run around, we will work and we will have
children. Thank God! Their [American] beliefs and ours are different. They’re not
the same. So, thank God! Whatever God gives us, we will welcome.

In contrast, the Congolese women in our focus groups reported acceptance of limiting total
births. However, Congolese participants predicated the decision to limit birth on pre-
resettlement versus a post-resettlement status. Many Congolese women noted the native
cultural norm of not limiting births prior to resettlement with one Congolese woman stating,
“Africa, you have babies. Babies.” Post-resettlement there was an acknowledgment of the
impact of limited resources on desired number of children. As one Congolese woman noted,
“I think ... [fewer children] is good. Cause like me, | don’t have anything.”

Subtheme 2d: M ethod acceptability.: Somali participants grounded family planning
method acceptance in alignment of methods with Islamic teachings. Breastfeeding was
described as permissible and its use endorsed by many Somali women. As one Somali
participant noted, “Islamic Religion permits a mother to breastfeed her baby for two
continuous years. You can use breastfeeding as family planning.” Oral contraceptive pills
and injections were endorsed as appropriate methods to supplement breastfeeding: “You can
use two types of family planning. A mother does not become pregnant unless the baby is
weaned. If the mother gets her period while breastfeeding, then she can use an injection or
family planning tablets.” Knowledge of injections was associated with being in refugee
camps after displacement from Somalia. As one Somali woman noted, “I have seen many
women in refugee camps using it.” No Somali women in our focus groups discussed
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condoms, withdrawal, calendar method, or the implant for birth spacing. The intrauterine
device (IUD) was probably referred to by a single Somali participant who noted, “There are
also these modern small things which | have never known ... young ladies use inserting
[into] their bodies.” When asked about where they would go to obtain a modern family
planning method, such as pills or injections, Somali women agreed that they would seek care
from a doctor.

Congolese women reported knowledge of many methods to prevent pregnancy. Many
Congolese participants described acceptance of the calendar method and noted instruction in
use of this method prior to displacement. One woman explained, “[we] learn in school how
to calculate. You know, the dates to not get pregnant.” Congolese women demonstrated
sophisticated and nuanced knowledge of the calendar method with the ability to discuss
cycle variation between and among individuals. Congolese women also mentioned
breastfeeding as a method for birth spacing with one woman noting, “in the past, in the
times of our mothers, they would give birth every two years, they would breastfeed a lot.
Until the baby pushes it [the child] off [the breast].” Controversy arose among Congolese
participants when discussing abstinence as a method for spacing births. One Congolese
woman noted, “So when you have a baby, like you would wait a year, a year and a half [to
have sex].” In response to this statement, another Congolese woman reported that abstinence
did not work due to partners noting, “The men don’t accept it [abstinence].” Partner
acceptance was also a concern regarding condom use with statements like “Congolese [men]
do not like condoms.” Multiple Congolese women in different focus groups knew about or
reported use of injections. As one Congolese woman noted, “I really like the vaccine, and
want it now.” Congolese women also mentioned knowledge of contraceptive pills or
“medicine” as a method for birth spacing although no women in our groups reported actual
use of oral contraceptives. No Congolese women in our focus groups discussed the implant
as a contraceptive method. At least one woman in each Congolese focus group had
knowledge of the IUD, which they referred to by name or described as a device placed
inside a woman while pointing to their lower abdomen/pelvis. When an individual woman
would mention 1UD use, the other women in the group asked many questions regarding
placement, side effects, method of action, and obtainment. Universally, the Congolese focus
group participant who had mentioned the IUD did not know the answers and deferred
questions to study personnel.

Although Congolese women reported an attitude of openness toward use of many different
types of contraceptives, they were deferential in articulation of why one method would be
preferred over another. Referring to the principal investigator, who was present for all focus
groups, one Congolese woman noted, “Now it is her to tell us which one is good?” When
asked about where they would go to obtain modern family planning methods, Congolese
women reported that they did not know where to obtain contraception.

Subtheme 2e: Partner/Family influence.: While Somali participants reported not
discussing family planning with partners or family, Congolese women noted the significance
of partnership in family planning. Many Congolese women reported no use of family
planning methods post-resettlement because they were not partnered. Discussion of
predisplacement practices focused on family planning as taking place between a woman and

Qual Health Res. Author manuscript; available in PMC 2021 February 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Royer et al.

Page 14

her husbhand. Traditional gender roles were important with a general consensus that,
particularly prior to resettlement, the man had the final decision about family planning.
Statements such as “you can have a number, but your husband doesn’t agree” and “yeah, so
the guy decides” were used to illustrate the patriarchal nature of family planning among
Congolese couples. Congolese women reported fears of infidelity and abandonment if they
challenged the man’s decision. When discussing obtaining contraception prior to
resettlement, one Congolese woman noted, “If you ask him he won’t agree, he may not want
it ... [get contraception] by yourself and he may tell you to go back to your parents.” A
difference in gender relations and the subservient role of Congolese women pre- versus post-
resettlement was articulated by a young Congolese woman, who resettled to the U.S. as an
adolescent,

| feel like in Africa, they [men] have control over women. Like women don’t like
have power, over like their lives. Once they get married, it’s like the men have to do
everything, have a say about what happens to your life.

Another Congolese woman explained,

Most of time, in Africa, the man is the chief in the house. He’s the one who decides
everything. ... | know my ex-husband, his brother, the woman wants to have like
more than two kids. But the husband says “sorry, I can’t have more than two kids,
because I’m raising my brother’s kids ....” So they can’t have more than that
because the husband decides.

Post-resettlement, Congolese women reported more equal relationships. Reflecting on this
change in gender relations, a Congolese woman noted, “And since now, women going to
school ... now it’s kind of changed ... because sometimes in the relationship, the husband
[accepts a more] open marriage, like [one] that the woman can say anything.” Summarizing
a discussion on gender roles, which evolved from a contraceptive decision-making question,
another Congolese woman noted that after resettlement “He [the partner] will tell you that
this America is yours.”

Theme 3: Concepts surrounding unintended pregnancy.—Somali women
universally described pregnancy as a blessing from God. Somali participants in our focus
groups did not engage with the concept of unintended pregnancy. Congolese women
explicitly acknowledged the concept of unintended pregnancy and engaged in discussion of
options for when unintended pregnancy occurred.

Subtheme 3a: Adoption.: For Somali women, implicit acknowledgment of unintended
pregnancy surrounded discussion of familial adoption with statements like, “If the child born
to you is supposed to be a secret and you have to move in with your hushand, you give the
child to others in your family, your sister, your aunt and so on.” Somali participants accepted
familial adoption and described it as happening, “A lot. And even, for example, if your sister
doesn’t have a baby, you can give the baby to her.” Somali women did not accept the
concept of non-familial adoption.

Congolese conceptualizations regarding adoption placed significance on the reason for
adoption. Initial queries regarding adoption were met with strong opposition to the practice
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with participants noting, “we don’t do adoption,” “in our country no,” and “I better suffer
with my kid.” Congolese women’s opposition to adoption focused on the idea of maternal—
child bond. As one Congolese woman noted, “if you give the baby away | don’t think the
affection of the mother and child will be the same.” With further questioning, exceptions to
opposition to adoption became apparent. Many Congolese women agreed with the statement
by one participant that, “In your family, you can take it from your family, can adopt.”
Another Congolese woman pointed out that maternal mortality represented a time that
adoption was widely accepted noting, “It depend[s] sometimes you can give your child to be
adopted in example the mum was having baby and she pass away. That [is a] time, that pain,
that’s when they will do adoption.”

Subtheme 3b: Abortion.: For Somali women, the ending of a pregnancy was described as
up to the will of God. One Somali woman explained the only way to terminate a pregnancy
was “if God causes a miscarriage in you.” The only mention of abortion in any Somali focus
groups was one Somali woman’s assertion, “we don’t even know anything about abortion.”

Congolese opinions regarding abortion were mixed. One Congolese participant noted, “some
people have the abortion and some keep the baby.” Religious beliefs underpinned objections
to abortion among Congolese participants as exemplified by statements including, “it’s a sin,
and you need to come before God and repent.” Another Congolese participant identified the
concept of children as investment as a rationale against abortion noting, “...sometimes you
don’t know what that child would have been like. They could have helped you with things
more than anybody else.” Prior to resettlement, Congolese women reported that abortions
were performed in homes using traditional medicines. These practices were related to
inability to receive termination of pregnancy from providers in hospitals or clinics. As one
Congolese woman relayed, “... back in Africa, even if you go to a doctor and tell them that
you don’t have a husband, they don’t do anything and you will have to go through the
problem alone.” This was contrasted with the availability of abortion post-resettlement with
a Congolese participant stating, “Here in America, is better because you can go to hospital
and say that you are not ready to give birth, and you can ask for an abortion. But at home,
it’s seen as very bad to have an abortion.” Neither group of women acknowledged or
discussed the complex sociopolitical climate surrounding abortion in the U.S.

Discussion

Our study findings provide insights regarding family planning knowledge, attitudes, and
practices among Somali and Congolese refugee women after resettlement to the U.S. We
identified three themes as crucially informing family planning conceptualizations among
these women: (a) concepts of family, (b) fertility management, and (c) concepts surrounding
unintended pregnancy. The degree to which each of these themes impacted each refugee
group and specific family planning strategies varied. Analysis of our data led to the
development of two paradigms: (a) pronatalism and stable versus evolving family structure
and (b) active versus passive engagement with family planning. Our data highlight
commonalities as well as differences between resettled Somali and Congolese refugee
women. The findings of this study provide a framework for refugee health providers as they
approach family planning discussions with resettled refugee women.
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Pronatalism and Stable Versus Evolving Parenting Structure

Within the theme “concepts of family,” women in our study reported strong preferences for
many children. These preferences were rooted in concerns about child mortality and the
belief that children were an investment that may ensure future security. Both Somali and
Congolese participants reported large family size as important in the setting of extended,
multigenerational families who shared the burdens of parenting. Displacement and the
resettlement process often led to dissolution of this traditional family structure but did not
always lead to a difference in the way family was conceptualized. Somali women continued
to conceptualize family as the extended family regardless of resettlement status. Congolese
women frequently reported the concept of multigenerational families prior to displacement
but referred to post-resettlement families as consisting of them plus their children.

Rousseau, Rufagari, Bagilishya, and Measham (2004) describe three strategies refugee
families can use to cope with the loss and transformations of displacement and resettlement:
(a) integration of native cultural anchors into the new realities of life in the host country, (b)
self-permanence as an anchor with liabilities from new cultural practices placed on outside
entities, and (c) focus on loss—past, present, and presumed future—as a constant anchor.
These authors note that families who fall into the first category are more likely to
incorporate receiving country sociocultural norms and undertake negotiation of native
country gender roles and responsibilities. The Congolese participants in our study
predominantly fell within this first category. Congolese participants identified an association
between resource limitation post-resettlement and changes in consideration of family
planning. In contrast, Somali participants in our study consistently aligned with Rousseau’s
second category. Somali women often grounded their observations regarding family
planning in “us versus them” language and focused on the importance of ensuring family
planning agreed with religious teachings. Our findings are consistent with those found by
Degni, Koivusilta, and Ojanlatva (2006) who note that women of Somali descent living in
Finland have low contraceptive use and strong pronatalist attitudes rooted in their religious
beliefs.

Our data regarding Congolese women’s evolving views regarding family planning are
further informed by Baird’s (2012) theory of refugee women experiencing cultural
transition. In this model, refugee wellbeing is defined as “a process measured over time in
which one has adequate resources to meet basic physical, social and spiritual needs.”
Wellbeing is enhanced as refugee women achieve autonomy, social contacts, skill mastery,
and hope. Wellbeing is decreased by dependency, isolation, lack of skills, and hopelessness.
Congolese women in our study underwent transition from a predisplacement paternalistic
society, where their male partners made decisions, to post-resettlement as unpartnered
women making their own decisions. With the loss of native family structure, read-dressing
gender roles may encourage resettled refugee women to self-actualize and achieve
autonomy. As resettled Congolese refugee women navigate being unpartnered in a new
country and develop self-agency, it is likely that their approach to family planning will
continue to evolve.

Discussion of family planning with post-resettlement refugee women should include the
assessment of family structure and parenting responsibilities. As refugee women adapt to
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life in the U.S., fertility desires may change in response to decreased child mortality,
increased parenting burdens, and alterations in material and human resources. These changes
must be incorporated into a contextually appropriate evaluation of family planning needs.

Active Versus Passive Engagement With Family Planning

Within the theme of “family planning,” Somali and Congolese women in our study reflected
on their cultural identity as mothers and partners. Motherhood was considered an important
first step in solidifying a marriage for both groups and delay of first birth was not routinely
practiced after marriage. Participants generated little discussion regarding delay of birth
prior to marriage; the few mentions of premarital birth occurred during discussion of
unintended pregnancy and revealed community practices of familial adoption.

Somali women viewed birth spacing as culturally appropriate when necessary for health of
the mother or in low-resource settings. These women contextualized family planning in
religion with the sentiment that ultimate decisions are left to the will of God. Somali
participants situate method choice in a religious context with the belief that modern
contraceptive methods should be used only as an adjunct to the traditional method of
lactational amenorrhea. Interestingly, although Somali women often referred to the
importance of “Islamic tenets,” they did not elaborate regarding what these tenets were or
whether they were derived from the Quran, Mosques, Imams, or elsewhere.

Congolese women expressed less engagement with the concept of birth spacing. They rooted
concepts of birth spacing in a native sociocultural norm of having babies every year.
Congolese women were accepting of a diverse contraceptive method mix but less actively
engaged with consideration why one method would be preferred over another.

Active versus passive engagement with concepts of reproductive health and family planning
influenced each group of women’s approach to fertility management. Somali women
actively engaged with the concept of fertility management by articulating an awareness of
U.S. sociocultural norms regarding family planning while also demonstrating a conscious
decision to maintain native Somali sociocultural norms. These native norms include delay of
first birth until marriage, birth spacing for maternal health or lack of resources, and not
limiting total births. This behavior of acknowledgment and rejection of host country norms
may reflect the effects of an established, resettled community where others support native
norms and strongly held religious beliefs. Interestingly, the values and beliefs surrounding
fertility management relayed by Somali participants in our study are similar to values
reported in work evaluating family planning knowledge, attitudes, and practices of Somali
refugees in refugee camps in Kenya (Kiura, 2014). This indicates that these values are stable
and anchored over time. In contrast, Congolese women in our study passively engaged with
concepts of fertility management. They report knowledge of and openness to use of many
methods but defer decisions about which methods are best or reasons for method use to
outside authority figures. This may reflect the recency of Congolese resettlement and
relative loss of personal autonomy during the displacement and resettlement periods. In
addition, the shift from a predisplacement paternalistic society where men made decisions to
post-resettlement as unpartnered women may also account for this relative lack of
engagement.
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Our findings regarding health engagement are further informed by Baird’s (2012) refugee
women experiencing cultural transition model which defines three phases to cultural
transition: (a) separation—including displacement from country and culture of identity, (b)
liminality—an in-between phase where the individual belongs neither fully to their native
nor receiving society, and (c) integration— including external components of adaptation to a
new environment and internal components of adoption of sociocultural components of the
host society. Transition across the phases is described as dynamic and gradual. The majority
of Somali women in our study seem to be in the integration phase with adaptation to the
receiving country environment, mastery of tasks for survival, and incorporation of desired
cultural aspects of their host environment. This phase of transition is associated with
increased well-being. In contrast, the majority of Congolese women in our study seem
rooted in the liminal phase of transition. This may reflect the effects of a nascent community
and relative loss of personal autonomy during the separation phase including displacement
and resettlement periods.

Another consideration may be hierarchy of needs post-resettlement. A wealth of data from
immigration studies indicate that migrant’s immediate focus during resettlement is often on
meeting basic living needs such as housing, food, and employment. Only after these basic
needs have been met may individuals then move toward addressing higher level needs such
as SRH (Keygnaert, Vettenburg, Roelens, & Temmerman, 2014). These trends are also seen
among refugee populations after resettlement. Metusela et al. (2017) conducted in-depth
interviews and focus groups with refugee women in Australia and Canada and found that
these women often assigned low priority to SRH. Studies of newly arrived refugee youth in
Australia further revealed that meeting practical and social needs such as education,
language skills, and employment often take precedence over health needs, particularly
accessing sexual health services (McMichael & Gifford, 2010). Our interpretation of
behavior by Congolese refugee women as passive engagement may also reflect a focus on
meeting needs perceived as more pressing by this newly resettled community. Conversely,
the well-established Somali community may be further along the continuum of having needs
met and thus be able to engage with “higher order” subjects such as SRH.

Providers need to be aware of active versus passive engagement when discussing family
planning with resettled Somali and Congolese refugees. Recognition of the decision of
Somali women to maintain a pronatalist cultural identity is important, as is working with
Congolese women to self-actualize and engage with the definition of their cultural
preferences. It is further incumbent upon providers to recognize that early in the resettlement
process refugee women may not be ready to engage in SRH discussions as they strive to
meet basic economic and social needs. Family planning discussions and education should
occur with these principles in mind.

Findings in Context: Cultural Relativism, Sexual Embodiment, and Research as Advocacy

Results of cross-cultural research cannot be viewed in isolation. While our research team
involved community members in all aspects of study design, implementation, and
interpretation, data analysis was primarily undertaken by White, culturally American, female
researchers. Cultural relativism posits that an individual’s values and practices must be
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viewed through the lens of their culture and not judged based on the values of another
culture. As migrants resettle in new locales, there is often an interplay between the
integration of receiving country sociocultural practices and the retention of native
sociocultural practices (Baird, 2012; Schwartz, Unger, Zamboanga, & Szapocznik, 2010;
Torres & Cernada, 2003). With cultural relativism in mind, we must acknowledge that the
family planning knowledge, conceptualization, and practices of the women in our study are
rooted in native sociocultural contexts where talking about sexual health is taboo, patriarchal
structure and traditional gender roles dominate provision of SRH, and female sexual
empowerment is often limited (Meldrum, Liamputtong, & Wollersheim, 2016; Metusela et
al., 2017; Ngum Chi Watts, Liamputtong, & Carolan, 2014; Ussher et al., 2017).

In their work to understand refugee and migrant women’s constructions of female sexual
health, Ussher and colleagues note that shame is identified as the dominant cultural and
religious construct of female sexual embodiment. This construct of shame is associated with
secrecy and silence and rooted in native sociocultural norms that position the ideal woman
as “silent in relation to sexual embodiment, lacking in sexual knowledge and experience
prior to marriage and passive and receptive in relation to heterosexual marital sex” (Ussher
etal., 2017, p. 1915). With transnational migration, these constructs may be challenged by
host country sociocultural paradigms. In our study, Somali participants demonstrated this
interplay between native and receiving sociocultural norms by involving a male community
leader in study recruitment. Prior to the involvement of the male leader, women were
hesitant to organize groups discussing SRH. After the involvement of the leader, and with
his implicit approval of the project, Somali women actively participated in the study.

Many women in the Ussher study adopted a human-rights-based approach to sexual health
after resettlement that allowed them to resist traditional constructs and negotiate sexual
agency. The women’s ability to undertake this transformation was strengthened by host
countries having stronger legal frameworks to resist sexual violence and access to SRH
services promoting agency. Ussher and colleagues note the importance of an intersectional
approach to provision of care that acknowledges the structural inequalities and imbalances
of power influencing a woman’s SRH. This fits with a Reproductive Justice framework and
implies that researchers and providers should advocate for marginalized populations.

Guerin, Allotey, Hussein EImi, and Baho (2006) use their work on female genital cutting
among resettled refugee women in Oceania to illustrate how research can inform advocacy.
These authors note the dual researcher-as-advocate role necessary to help refugee women
take control of their reproductive health needs. While our White, culturally American,
research team does not have the lived experience to fully comprehend how the refugee
resettlement process affects conceptualizations of SRH, we do have lived experiences with
the U.S. system of SRH provision and family planning. Within a framework of Reproductive
Justice and in the context of advocacy, refugee health care providers need to develop
culturally appropriate approaches to sexual and reproductive health care provision that are
intersectional in nature and account for the confluence of culture, gender, class, ethnicity,
and trauma experiences of resettled refugee women (McMorrow & Saksena, 2017; Metusela
et al., 2017). We have developed some practice recommendations toward this end.
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Practice Implications

Many health care providers report feeling ill prepared to provide care to resettled refugees
(Lazar, Johnson-Agbakwu, Davis, & Shipp, 2013; Z. B. Mengesha, Perz, Dune, & Ussher,
2018). Providers cite language, time constraints, and limited knowledge as specific barriers
to providing care for refugees and immigrants (Alpern, Davey, & Song, 2016; Lazar et al.,
2013; Z. B. Mengesha et al., 2018). Meanwhile, refugee women report not seeking care due
to a mismatch between their expectations and those of providers (McMorrow & Saksena,
2017; Mehta et al., 2017).

Given these barriers, it is important to consider the optimal method for approaching family
planning discussions with resettled refugee women. Within a Reproductive Justice
framework, shared decision-making offers an ideal approach that respects cultural
preferences while offering empowerment to women. Shared decision-making models, as
outlined by Charles, Gafni, and Whelan (1997) describe three phases of decision-making:
(a) information sharing, (b) consensus building, and (c) decision-making. Family planning
shared decision-making models mitigate the tension between autonomous or informed
choice, which places the onus of decision solely on the patient, and directive counseling
during which the provider encourages the use of one method over another. A qualitative
investigation of an ethnically diverse population of women, both English and non-English
speaking, revealed that provider involvement in family planning decision-making processes
through a shared decision-making model is well accepted by patients (Dehlendorf, Levy,
Kelley, Grumbach, & Steinauer, 2013). Understanding culturally normative behavior and
social determinants of health is paramount to a Reproductive-Justice-based approach to
family planning provision for resettled refugee women. As part of a shared decision-making
model, data from the themes “concepts of family” and “fertility management” indicate that
family planning discussions with resettled refugee women should include review of
partnership and family structure, parenting burdens, maternal health, and resource
availability. We have used the findings from our project to develop broad practice
recommendations, which are summarized in Figure 3.

Strengths and Limitations

A primary strength of our work is the novel investigation of an understudied area of health
for a large group of women living in the U.S. Previous research regarding family planning
among resettled refugee women is limited. This investigation into culturally normative
behavior surrounding family planning fills a significant knowledge gap.

Another strength in our work lies in the development of robust community partnerships that
utilized community member input at all stages of the research process. These partnerships
are paramount to our future work. While we worked to engage with communities, we
acknowledge that our recruitment strategy relied on community leaders and organizations
and can be considered a “top-down” approach. This is a clear weakness that may have
introduced selection bias. We hope to use connections with individual women developed
through this project to pursue more grassroots projects in the future.
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Focus group methodology contributes both strength and weakness to our conclusions. This
methodology allowed us to obtain context-setting, community-based data, discuss sensitive
topics, and minimize power discrepancies between researchers and participants. However,
there is the possibility that contrary opinions were limited by participant concerns about
bringing up differing viewpoints. In addition, while focus group methodology provides
individual perceptions regarding community-wide approaches to family planning, we did not
assess individual conceptualizations in depth. We acknowledge that data from this
qualitative project are limited to group perceptions. Our team hopes address individual
metrics regarding post-resettlement family planning through other components of our larger
mixed-methods project.

Our study is further limited by the inclusion of only two groups of refugee women resettled
to a single geographic location. The methodology successfully utilized here could certainly
be applied to future endeavors with other communities, but our findings are likely not
generalizable to other refugee groups. In addition, our study included only women. A more
nuanced and complete understanding of community approaches to family planning could be
achieved through the inclusion of male participants. This is clearly an area for further
investigation. Finally, the reliance on translation throughout the study may have introduced
interpretive limitations to our study.

Conclusion

This work addresses a significant gap in the literature regarding SRH of refugee women
resettled to the U.S. Our findings highlight the complex interaction between
conceptualizations of family planning and fertility management practices as refugees move
along the continuum from displacement to post-resettlement. Refugee manifestations of
family planning knowledge, attitudes, and practices involve a balance between retention of
native cultural anchors and incorporation of host country culture. This balance is affected by
individual as well as societal characteristics and events. Approaching the significant topic of
family planning with resettled refugees should take into account the complexities of the
refugee lived experience. Shared decision-making models should be used to address family
planning with resettled refugee women. Providers must acknowledge evolving family
structure, parenting responsibilities, and gender roles while also addressing active versus
passive health engagement.
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Conceptualization of women’s health

Today we want to talk about women’s health, what does the term women’s health mean to you?
What are some types of health issues that women face?

Reproductive healthcare access

When should a woman seek advice or help for her health?
If you were seeking help for a healthcare issue where would you go to get that help?
Where should refugee women go for care?

Conceptualizations of family size

Can you tell us some advantages of having many children?

What about having few children?

Is ideal family size different in home countries or refugee camps than after resettlement?
Tell me more about why you think there may be differences.

Fertility management decision making

How did you decide when to start a family?
Who helped with that decision?
What role did other family members play in these decisions?

Fertility management practices

How can women control when they decide to start or expand their family?
‘What methods might a woman use to control fertility/space births?

What are the barriers to accessing these methods?

‘What makes accessing or using these methods hard?

What makes accessing or using these methods easy?

Responses to unintended pregnancy

What do women do when they have an unexpected or unwanted pregnancy?
How do they decide what they do?

Community access best practices

Today we have reached your community through working with your community leaders.
Are there other or better ways to reach the women of your community?
Do you prefer meetings with just Somali/Congolese women or would you prefer meetings with a mixture of refugee women?

Figurel.
Focus group guide.
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Domains

Family planning

Reproductive health
access and barriers

Decision making and
empowerment

Figure 2.

Themes

Fertility management
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Subthemes

Delay of first birth

Birth spacing

Birth limiting

———  Concepts of family

Method acceptability

Partner/Family
influence

—  Unintended pregnancy

Adoption

Domains, themes, and subthemes.
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Family planning counseling post-resettlement must address family structure, parenting responsibility and alterations of traditional

roles during the resettlement process.

For Somali patients we recommend.:
-Fertility management discussions that respect traditional
cultural norms

-Engagement of family members in health discussions

For Congolese patients we recommend.
-Acknowledgement of the loss of traditional family structure

-Provision of care in a way that accommodates family changes
including understanding when children accompany women to
appointments, referral to parenting resources and discussion of
pregnancy and infection risk even if women are not formally partnered.

Providers should be aware of active versus passive reproductive healthcare engagement when discussing family planning. Shared
decision-making models are likely more effective than traditional autonomous or informed choice models for family planning inter-

actions with resettled refugees.

For Somali patients we recommend:

-Recognition of the tendency of Somali women to incorporate
modern family planning into traditional cultural norms

-Framing family planning discussions around maternal and child
health, appropriate birth spacing and resource allocation

For Congolese women we recommend.:

-Education regarding the American health system

-Encouragement of empowerment when considering modern
methods of contraception

Figure 3.

Practice recommendations for family planning discussions with resettled refugee women.
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