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Abstract 

Background:  Experiences with healthcare services, including perinatal healthcare services, contribute to psychologi-
cal wellbeing for refugees post-resettlement. To address the paucity of literature examining the relationship between 
perinatal healthcare and psychological wellbeing in women with refugee backgrounds from African countries this 
study aimed to: (1) understand the relationship between psychological wellbeing and perinatal care amongst this 
population, and; (2) identify areas for improved perinatal healthcare services to ensure positive wellbeing outcomes in 
this population.

Methods:  A total of 39 participants were included in the study. Nineteen women from seven African countries par-
ticipated in interviews – seven both prior to and after having their babies, two only while pregnant and ten only after 
their baby had been born. In addition, interviews were conducted with 20 service providers. Interviews were themati-
cally analysed.

Results:  Four key themes were identified, covering continuity of care, cultural safety of care, agency in decision mak-
ing, and ongoing impacts of perinatal care experiences.

Conclusions:  The results highlighted the need for changes to perinatal healthcare provision at the systems level, 
including implementing a continuity of care model, and ensuring women’s access to individualised, trauma-informed 
perinatal services which attend to the cultural and psychosocial resettlement needs of this population. These findings 
informed recommendations for improving perinatal healthcare services and better psychological outcomes – and in 
turn broader health outcomes – for African-background refugee mothers.
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Introduction
It is well established that people with refugee back-
grounds living in resettlement countries such as Australia 
are at greater risk of poor health outcomes – including 

mental ill-health – compared to the general population 
[1, 2]. Moreover, their use of healthcare services post-
resettlement is affected by various individual and system-
atic factors; often contributing further to mental health 
disparities [3, 4]. Perinatal healthcare is one such service 
essential for many refugee women in Australia, around 
30% of whom are of child-bearing age [5]. Whilst refugee 
status is a risk factor for perinatal mental ill-health (and 
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additional obstetric and other complications), challenges 
persist in responding to the needs of this population [6]. 
To address the paucity of literature examining the rela-
tionship between perinatal healthcare and psychological 
wellbeing in refugee women – specifically those from the 
African continent—this study aimed to: (1) understand 
the relationship between psychological wellbeing and 
perinatal care amongst this population, and; (2) identify 
potential improvements to perinatal healthcare services 
to promote positive psychological outcomes.

Terminology
Refugee
The term ‘refugee’ refers to peoples who, due to well-
founded fear of persecution, are declared unable to seek 
protection within their country of origin [7]. In Aus-
tralia, refugees are typically granted permanent protec-
tion following referral to the Australian Government for 
resettlement by the United Nations High Commissioner 
for Refugees. Whilst this paper refers to participants as 
“refugees” for brevity, it is important to acknowledge 
that identity is complex, and refugee status only one 
component.

Psychological wellbeing
The complexities of human health – including physical, 
psychological and social elements – can be conceptual-
ised holistically by the term ‘wellbeing’. Exploration of 
wellbeing is most appropriate in this context as it also 
acknowledges protective factors and subjectivity in per-
ceptions of health status [8]. As such, the term “psycho-
logical wellbeing” or simply “wellbeing” are used in this 
paper to refer to both mental health and more holistic 
aspects such as social inclusion.

Background and previous literature
Numerous reviews examining post-resettlement refugee 
wellbeing have reported Posttraumatic Stress Disorder 
(PTSD), depression and anxiety as highly prevalent [9, 
10]. PTSD has attracted the most research globally, with 
refugees resettled in ‘Western’ countries at up to a ten-
fold greater risk than general populations [11]. However, 
focusing solely on clinical symptomology and diagnosable 
mental health conditions arguably labels mental ill-health 
as an inevitable outcome of the refugee experience. On 
the other hand, examining psychological wellbeing offers 
a more holistic approach, involving the subjective evalu-
ation of both health and potential protective factors [8]. 
Research has shown that wellbeing amongst refugees is 
impacted by post-migration challenges including gen-
der role changes, language proficiency, unemployment, 
and social isolation, all of which are also mediated by 

individual factors such as resilience and systematic fac-
tors such as appropriate support services [12, 13].

Importantly for this paper, experiences with health care 
services in resettlement countries also affects refugees’ 
psychological wellbeing post-resettlement [3, 4]. Peri- 
and post-natal healthcare is one such service essential for 
many refugee women [5]. Globally, disparities in mater-
nal health outcomes exist between women of refugee 
backgrounds and non-refugee backgrounds, including 
inequalities in maternal morbidity, preterm births and 
stillbirth rates [14–16]. Refugee status is also a known 
risk factor for peri- and post-natal mental ill-health [17].

Unfortunately, research suggests that the needs of refu-
gee women in many resettlement peri- and post-natal 
healthcare settings are not always met due to challenges 
including understanding culturally relevant norms sur-
rounding childbirth, and the impacts of psychological 
trauma [5, 14, 18, 19]. A small amount of research has 
been conducted nationally and internationally to address 
identified barriers to perinatal care and facilitate care 
that is more responsive to the needs of refugee women 
(e.g., [16, 18, 20, 21]). However, refugee focused perina-
tal services in Australia are limited, as well as compre-
hensive guidelines for best-practice peri- and post-natal 
healthcare for refugee women. Furthermore, few studies 
have examined the relationship between peri- and post-
natal healthcare and psychological wellbeing among Afri-
can-background refugee women, who may have unique 
needs due to experiences such as female genital mutila-
tion (FGM) common in some African countries, as well 
as experiences of war, sexual assault, and life in refugee 
camps. In response to this gap, this project aimed to: (1) 
understand the relationship between psychological well-
being and perinatal healthcare amongst refugee women 
from the African continent, and; (2) identify areas for 
improvement in perinatal healthcare in Australia in rela-
tion to the psychological wellbeing of this population.

Method
Study design
This study formed one component of a larger quali-
tative study concerning the maternal health needs of 
pregnant and post-natal women from African refugee 
backgrounds.

Participants
A total of nineteen women with refugee backgrounds 
from African countries participated in the study. Two 
women were interviewed only whilst pregnant (third tri-
mester), seven both while pregnant and after their baby 
was born, and ten only after their baby was born. Eligibil-
ity criteria included that women had arrived in Australia 
as refugees, had been in Australia for 10  years or less, 
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were born in an African country, and were either preg-
nant or had a baby in Australia in the past year. Refugee 
women participants had arrived in Australia from nine 
different African countries: Sierra Leone (n = 5), Liberia 
(n = 4), Democratic Republic of Congo (n = 3), Somalia 
(n = 3), Ethiopia (n = 1), Burundi (n = 1), Ghana (n = 1), 
and Nigeria (n = 1). All refugee women participants were 
aged between 19 and 43 (M = 29.45, SD = 1.99), and had 
lived in Australia from 11 months to 16 years (M = 9.71, 
SD = 4.92). Eight women had previously given birth in 
Australia, from as recently as 5 months and up to 13 years 
prior. (Six participants had also given birth to children in 
Africa prior to migrating to Australia, and of the seven 
participants who were pregnant, five had given birth to 
additional children previously, three in Africa.

Twenty service providers participants also participated 
in the study, including participants from refugee health 
services (n = 6), hospital settings including midwives and 
registrars (n = 9), and child and family services (n = 5). 
Participants had worked for between 6  months and 
35 years (M = 12.44, SD = 2.57).

Procedure
The Women’s and Children’s Hospital Human Research 
Ethics Committee approved the study (approval number 
HREC/19/WCHN/29) as well as the lead author’s insti-
tution. Refugee women participants were recruited with 
the assistance of African-background bi-cultural work-
ers, while service providers were purposively recruited 
through the researchers’ networks and snowball sampling 
to cover staff from hospitals, maternal and child health 
services and refugee support organisations. Data collec-
tion took place between July 2019 and December 2020. 
After providing informed consent, participants took part 
in face-to-face and/or telephone or videocall interviews, 
with COVID-19 forcing all later interviews to be con-
ducted via phone or videocall. All refugee women partici-
pants were offered the use of a professional interpreter, 
with two using a professional interpreter and two using 
family members.

The interview questions for refugee women explored 
women’s perinatal and general health backgrounds, 
health beliefs and norms around childbirth and care, 
experiences of perinatal care in Australia, impacts of 
those experiences on their psychological wellbeing, and 
their recommendations for improved care. For service 
providers, interviews covered their experiences provid-
ing maternity and post-natal care to refugee women from 
Africa, and their perception of the relationship between 
that care and wellbeing. Interview lengths ranged from 
20 to 70  min (M = 37.87, SD = 11.83). Upon data satu-
ration (with no new themes evident), interviews were 

ceased at nineteen refugee and twenty service provider 
participants [22].

Interviews were recorded and transcribed verbatim. 
As suggested by Tracy [23], an audit trail was maintained 
throughout interviewing, ensuring transparency and self-
reflexivity by documenting notes on methodology and 
reflections on interviews.

The research team were all women, and included four 
academics from non-migrant backgrounds, a midwife 
from a non-migrant background working closely with 
refugee women, and two bicultural workers with African 
backgrounds and experiences of migration themselves. 
These bi-cultural advisors helped with study design, 
forming links between communities and the research 
team members undertaking the interviews, recruiting 
participants, data collection and analysis.  Importantly, 
one of these advisors is an author on this paper and has 
a refugee background herself. The involvement of bi-cul-
tural advisors was key to ensuring that interviews were 
conducted in a culturally safe and appropriate way, and 
importantly, the bi-cultural advisors indicated the prefer-
ence of African background women to discuss sensitive 
topics such as maternity care, with someone far removed 
from their community.  Moreover, the diversity of views 
from the research team meant that analysis and recom-
mendations could be made in discussion and collabora-
tively, reflecting a range of views. More generally, power 
relationships between people – including academics—
without refugee experiences exploring topics related to 
migration is an important consideration in the research 
process, and we explore this further in the Discussion.

Data analysis
We used thematic analysis to analyse the data, follow-
ing Braun and Clarke’s [24] approach of: (1) transcrib-
ing data; (2) familiarisation with the data; (3) coding 
and identifying dominant themes; (4) reviewing themes 
against the whole data set and producing a thematic 
map; (5) naming and defining themes, and; (6) finalis-
ing the analysis through writing. We coded the data both 
manually and using NVivo12; initially using a deductive 
approach to identify the data relevant to the research 
question (the relationship between perinatal care and 
psychological wellbeing), followed by an inductive, latent 
theme identification approach to explore participants’ 
perceptions regarding their maternal healthcare experi-
ences. This approach then enabled us to form themes, as 
well as consider triangulation between participant groups 
[24, 25]. All authors cross-checked the resulting codes 
and themes, bringing their own positionality to this pro-
cess to ensure diversity of both lived and professional 
experiences to this process of analysis.
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Results
Thematic Analysis of participants’ interview data iden-
tified four themes pertinent to the research questions: 
continuity of care and relationships with healthcare 
providers are crucial; culturally responsive care is very 
important; women want to be recognised as equal 
decision-makers in their perinatal care, and; negative 
perinatal healthcare experiences have long-lasting psy-
chological implications.

Continuity of care and relationships with healthcare 
providers
A key element of perinatal service provision identified 
by both groups of participants as important for wellbe-
ing was the relationships refugee women had with their 
midwives and other health practitioners. However, few 
women received care from the same midwife through 
their pregnancy, and thus developing trusting ongoing 
relationships was difficult. One exception was Aminata, 
a first- time mother from Sierra Leone, who was inter-
viewed in her third trimester and then again when her 
baby was 13  weeks old. Aminata provided an account 
of the trust that was developed over time with her mid-
wife who undertook home visits pre- and post-birth. 
During pregnancy, she said:

…so she listens, and when I was I think seven 
months, and then we started talking if I wanted 
to have a water birth or if I want to have anything 
given to me during labour, and she keeps asking me 
that over and over, just in case over the time I’ve 
changed my mind. So she’s pretty good with that, 
yeah. I trust her.

Additionally, Aminata described her midwife building 
trust after the birth by behaving in culturally respon-
sive ways, such as stepping back and allowing Aminata’s 
mother to assist with helping the baby to breastfeed, 
and not interfering with her cultural need to hold the 
baby for first three hours after birth. After she had 
birthed her baby, Aminata said:

She’s very good communicating with her patients 
and she understands that every person, every preg-
nant person is different. So, she tries to meet your 
needs in the way that you feel comfortable… So I 
think for her, she treats everybody the way they’re 
meant to be treated, because she doesn’t treat eve-
rybody the same. She kind of - she understands 
what people’s individual needs are […] she’s done it 
all. She’s worked with a lot of African women and 
she understands that they have their own beliefs 
and way of doing things.

On the other hand, Gloria (DRC, gave birth in Aus-
tralia four months prior), recalled her experience of 
seeing different practitioners at almost every visit while 
pregnant, and indicated that “increasing the visits of 
midwife” after her baby was born, particularly from the 
same midwife would have been ideal. Indeed, more vis-
its from a trusted midwife after pregnancy was particu-
larly important for women who were socially isolated. 
For example, Zala (from Ethiopia), who had a caesarean 
section and was in Australia on her own without her 
husband, noted:

The [care I received in] hospital is okay but when I 
come home it was very hard. Then they give me to 
take some - like some medicine. So, they give me 
two…The other one is very strong, the other one is 
okay. But they tell me if you very pain, you can take 
the strong one, but they say you have to make sure 
someone is with you […] sometimes they come my 
friends. Yeah but not every time so one day I was 
very pain and then when the baby sleep I take the 
tablet. Then, it just made me sleep. I can’t get up. The 
baby is crying. I can’t get up. Then next time I didn’t 
want to do it. I was scared that time. It’s too difficult 
if no one to look after you. It’s too difficult.

Continuity of care—both during and after pregnancy – 
was also consistently identified by service provider par-
ticipants as an element of health care needed by refugee 
women from African backgrounds to support wellbeing. 
They noted that a lack of continuity of care precluded a 
trusting relationship, without which women may find it 
difficult to disclose information pertinent to their care, 
such as a history of rape, trauma, or FGM. For example, 
Naomi, a refugee healthcare specialist, said:

Each time you have to restart again. And you have 
to tell the same story, you have to... and yeah that 
kind of creates a kind of, yeah you don’t want to 
tell everything, because you need to, to get the rela-
tionship with your professional, and they don’t get 
it because you don’t see the same person each time. 
Each time you go there it’s someone different.

Complementing continuity of care, both service pro-
viders and refugee women spoke about the use of bicul-
tural social workers positively, as an option that helped 
women advocate for themselves, and therefore for more 
control over the health care they received. For example, 
a bicultural social worker provided reassurance and an 
additional layer of care in the case of Esi, a 19-year-old 
woman from Ghana who had given birth in Australia 
18  months earlier. Esi was assigned an African back-
ground bi-cultural social worker during her second tri-
mester which helped her manage her fears in relation to 
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the high blood pressure and mental health issues she was 
experiencing during her pregnancy:

Because on the first trimester one of the nurses had 
asked me if I went through depression and stuff, 
which I told them. So they provided me a social 
worker […] Yeah it was really great [….] She would 
come and visit me a lot, she would attend to my 
appointments […] It was really good because it had 
made me forgotten about a few things that I’d been 
worrying about.

Overall, refugee women from African backgrounds dis-
cussed positive relationships with healthcare providers as 
a key component of wellbeing, by providing social sup-
port to women who may otherwise be isolated, and by 
building trust and rapport. Correspondingly, service pro-
viders saw continuity of care – including with bi-cultural 
workers—as a key mechanism for ensuring positive well-
being outcomes for African background refugee women.

Culturally and refugee responsive care
Refugee women participants reported experiencing a 
variety of culturally unsafe perinatal healthcare practices, 
particularly in relation to privacy regarding disclosure or 
care for women previously subjected to FGM. Konnima 
from Sierra Leone and mother to an 18-year-old and 
14-month-old recalled:

She [a midwife] asked me some question. She did ask 
me about my, how some women have a women cir-
cumcision in Africa. If I’m part of it, and ‘how did I 
feel?’. I think those question was personal, and I told 
her that, “I don’t feel comfortable of you asking me 
to answer those questions” … The other question that 
she asked me, she knows that African, they have all 
these domestic violence things. “Have I gone through 
anything that will cause damage to my having the 
baby?” I told her that, “I don’t need to talk to you 
about those things. I think I’m here for my health” … 
There, she just says that, “look, it’s part of the gov-
ernment need to know about you”, but Australia is 
a multicultural country. Everybody have their own 
culture. Whatever have happening with me, my own 
culture issue … It’s my privacy.

Here, Konnima details how she saw personal questions 
about issues such as circumcision and domestic violence 
as outside the remit of midwives’ work, and as private. 
Therefore, a critical component of culturally safe care, is 
better understanding of what is appropriate to ask about, 
and how to ask about issues such as domestic violence 
and circumcision in a way that is responsive to cultural 
norms and values of pregnant women.

Service provider participants also noted that refugee-
centred care was critical, including due to the likelihood 
that refugee women from African backgrounds had 
undergone FGM. Service provider participants similarly 
indicated that medical staff needed to be more sensitive 
and aware when discussing obstetric and gynaecological 
issues, especially in the context of FGM. Wendy (a refu-
gee health specialist) discussed midwives being unpre-
pared to encounter women who had undergone FGM, 
and the negative psychological implications for a woman 
when this occurs.

Particularly for African women, not lumping every-
body all together but making sure that there’s very 
sensitive history taking around FGM and proper 
kind of birth planning and support if that’s really 
different because my experience or what I know is 
that most midwives kind of run a mile rather than 
talk to women sensitively about history of FGM. 
And there’s been some incidences where you know it 
hasn’t really been approached very sensitively and 
there’s been no proper birth planning and history 
taking and staff have reacted very poorly in a clini-
cal situation.

Notably one of the refugee women participants – 
Brigid (Sierra Leone)—shared that she was able to advo-
cate for a caesarean section due to experiencing FGM:

Because back in Africa they did the – you know the 
thing where they cut your private parts – so I was 
scared that I could – I won’t [be] able to push the 
baby and I told them that I just wanted C-section. 
They respect my wish.

Other participants, however, felt that, due to experi-
ences of culturally unsafe care by healthcare practition-
ers, they would always be disadvantaged and receive 
suboptimal perinatal care. For example, Lisa (Liberia) 
commented that she felt like a “guinea pig” during her 
maternity care. Similarly, Ariana (Liberia), suffered a 
traumatic stillbirth experience in an Australian hospital 
six years prior to her interview, and felt that she was dis-
advantaged in her ability to gain information about what 
happened due to her background:

Each time I think about it I promise myself to never 
go to that hospital because I was so scared of them. 
My family talk to me, ‘oh just leave it, you don’t 
know how to speak English. You are African. This is 
the hospital. It’s the government hospital. If you sue 
the government, you won’t get power’.

Finally, some refugee women participants discussed 
inadequate care for women with acute and signifi-
cant mental health issues during pregnancy, including 
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suicidality. For example, while Brigid was able to advo-
cate for her needs with regards to having a caesarean 
section, she also recounted significant experiences of 
trauma, and shared with the interviewers her multiple 
suicide attempts as a consequence. At the time of her first 
interview, she had given birth to three children in Aus-
tralia, and all had been removed from her care. Speaking 
in relation to her pregnancy with her first child, when she 
was in a closed mental health ward at a public hospital in 
Australia, she said:

I was detained because I was feeling suicidal. So 
I was detained until I had my daughter [name]. I 
was in… the closed ward. So I was until – I think I 
was there for three months until I had my daughter 
because they were worried for the safety of the baby 
and the safety of [me] … I didn’t like it there because 
mixing with other – other people who have – people 
that have their own mental health issues. I just felt 
like that wasn’t the kind of place for me. I’m preg-
nant. What if someone hit me. What if – you know? 
All those [fears].

In this instance, Brigid recounted care that she did not 
feel was suitable for her needs in an extremely distressing 
situation. Brigid’s care in the closed mental health ward 
is a key example of care which is not responsive to the 
needs of refugee women, for whom detainment may have 
particular implications in relation to prior experiences of 
trauma, and in which the voices of refugee women – in 
this case Brigid – are not likely to be heard.

Women as equal decision‑makers in their perinatal care: 
The importance of consent and control
As seen in the previous theme, many refugee women felt 
that they were not adequately acknowledged or cared for 
during and after their pregnancy, and the ability to have 
input and some control over experiences was seen as par-
ticularly important. In the accounts of refugee women 
participants, there were few instances of women advo-
cating for their needs and being heard. In one of these 
instances, Jernora (Liberia) had an emergency caesarian 
section and fought to see her baby, although not with-
out initially experiencing significant distress when she 
thought her baby was dead:

I never see my baby until the next day […] I don’t 
believe my baby was alive. In the morning they come 
told me they say Jernora it’s shower time. I said no, I 
want to see my baby first, see baby is alive. They say 
yes baby is alive. I say no, I will not take shower… 
until I see the baby. They took me there.

In most cases, however, women recounted instances 
of feeling that they were not listened to nor able to have 

input or control over their experiences – in some cases 
resulting in feelings of neglect. For example, in addition 
to feeling that she was asked inappropriate questions, 
Konnima also indicated that she felt her care was per-
functory and that she was not listened to:

I wasn’t feel like I was listened to … it’s just like when 
you go, they tell you, “hop on the bed, check that, 
and come down. Oh, the baby is fine”. That’s it. Sign 
you off, and you leave … So I feel neglected, actually.

In addition to feeling neglected, some participants felt 
that their requests were ignored by medical staff. This 
was particularly the case in relation to the gender of the 
midwives attending to women, with most refugee women 
participants noting a strong preference for women, as 
would be culturally appropriate in most cases. However, 
these requests were often ignored, as Layla (Liberia) said:

I did have a female and then they switched without 
telling me. Then when I came in, it was a male. Then 
I said no, I don’t want to see a male as a midwife. I 
want a female but even up until now, when I go, I 
still see male. So it’s basically, I personally feel like 
it’s just take whatever you get … that’s why now, even 
I was on Tuesday, I was supposed to go for one of my 
appointments … but I just felt like “no”. I didn’t go … 
I don’t feel like going and they even said they want to 
induce me this week.

As seen in Layla’s account, ignoring women’s wishes 
about aspects of care such as women midwives could 
lead to disengagement from services, including not fol-
lowing advice about delivery. Service provider partici-
pants also expressed concern over the degree to which all 
available options were explained well in a clinical setting, 
so that women understood the nature of the care options 
they were given and the consequences of each option. For 
example, Joanne (a midwife) talked about a “loss of con-
trol” women may feel over decision-making during the 
perinatal period.

Refugee women – particularly those who had already 
had children – also discussed the importance of being 
recognised as knowledgeable about their own pregnancy 
and childbirth needs. However, most refugee women did 
not feel that they received this recognition, which in Ari-
ana’s (Liberia) case was perceived to have catastrophic 
consequences. As noted above, one of Ariana’s babies had 
been stillborn in Australia, and she recounted the events 
leading up to this as follows:

The midwife ring the department and told them that 
“oh the lady (.) the African lady is here, she been cry-
ing that oh she’s ready to give birth but water is not 
breaking. But now I have checked on her, the baby 
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head is right there. She’s ready to give birth”. They 
[the medical staff] refuse … So they sent me home. 
When they send me home my baby pass away. Three 
days in my stomach … the day they [the medical 
staff] was ready for me to give birth the baby’s gone.

For Ariana, the lack of control and recognition of her 
own knowledge about her body – as well as her African 
identity and the associated perceptions of staff—was seen 
to have a direct impact on the stillbirth of her baby.

Service providers concurred with the importance of 
ensuring refugee women were given some control over 
their care, and noted that where this wasn’t the case, feel-
ings of anxiety and loss could develop, even if the preg-
nancy and birth ultimately went smoothly from a medical 
perspective:

And the nature of course of maternity care is that 
things change very quickly and sometimes emergency 
decisions are made and that’s difficult for anybody, 
but extra difficult when you’re from that background 
where you can’t just access all things we can, like 
talking to somebody and asking your friends. So, 
I think it’s, it probably does impact on anxiety and 
maybe like lack of satisfaction about how things 
have gone. You know, maybe even some loss that they 
didn’t have that control over what they wanted to 
happen during the pregnancy. (Ellen, general prac-
titioner)

Another issue concerning control during maternity 
care specifically expressed by multiple participants was 
insufficient consent regarding the presence of student 
midwives. For example, Layla indicated that her request 
that no students be involved when she gave birth to her 
second child was ignored by hospital staff resulting in 
significant harm to her wellbeing, particularly given her 
past experiences and the unprofessional behaviour exhib-
ited by some of the students:

I did request as well was I didn’t want a whole 
group in the room. I didn’t want the students […] I 
was circumcised when I was young. I was forced to. 
Then I did get not rightly circumcised. This is very 
personal…. I felt like … I know that when somebody 
sees and you’re used to seeing clits and stuff like that, 
then when you don’t see it, you’re confused. Then 
with me as well, when I did get circumcised, I got cut 
wrongly so all that. I feel like when those students 
are in, they’re not experienced on facial expressions 
and stuff. So, it just made me feel a bit… I was in 
pain but then it’s funny how you’re in pain but your 
other side of the brain is also concentrating on that 
part. Like oh, they’re judging me… You shouldn’t 
care when you’re giving birth but yeah.

As such, Layla recounted experiencing loss of con-
trol both in relation to the gender of the midwives that 
cared to her and in relation to the presence of student 
midwives.

However, other participants described positive experi-
ences in relation to consent, which they found reassur-
ing. For example, during the follow up interview, Bilan 
(Somalia) indicated that when she gave birth to her baby, 
the midwives were highly consultative in their care, giv-
ing her “courage”:

When I’m in labour, yeah, they’re very, very, very 
helpful. They talk to me. They say we do the way you 
like it. They tell me, this is what we can help you if 
you like this way…. I’m very happy, yeah [they] give 
me courage. Courage, yeah.

Bilan had previously indicated a high level of satisfac-
tion with the care that she was receiving when inter-
viewed while pregnant: “I’m very satisfied with them and 
I feel like they give me a good support and I’m very com-
fortable with them, yeah.” Similarly, Aminata—the only 
woman to receive continuity of care through a midwifery 
program—detailed the communicative and adaptive 
approach to care that her midwife took at all stages of her 
pregnancy and birth as seen above.

Perinatal healthcare experiences have long‑lasting 
wellbeing implications
Experiences with perinatal healthcare services in Aus-
tralia – especially those which were negative—were 
found to have significant and enduring impacts on par-
ticipants’ wellbeing. For some women, mental health 
challenges occurred as a result of traumatic birth experi-
ences, such as Ariana’s experience of stillbirth described 
above:

Since then [the stillbirth of my baby] I’m not normal 
anymore. To be honest. I’m making myself stronger 
for my kids.

Like Ariana, other participants discussed psychological 
coping mechanisms in order to manage their own dis-
tressing experiences. Lydia (Burundi, gave birth in Aus-
tralia eight months prior), reported suppressing difficult 
thoughts and memories of her birth in order to cope:

My mental health I can say is good because I don’t 
feel anywhere pain … if something make me [feel] 
pain [mentally] I don’t think about that. I throw out 
… I don’t keep in my mind. Always put away because 
if I think about it I kill myself so put away.

Here, Lydia indicates that while she has experi-
enced negative events so serious that they make her 
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contemplate suicide, she has ways to cope with the emo-
tions these events elicit (namely, not thinking about it).

However, while some women such as Lydia said they 
had good coping mechanisms, it is noteworthy that for 
participants who had babies in Australia, negative expe-
riences with perinatal healthcare services – and the 
extensive impacts on their wellbeing – catalysed two 
responses. For some women, the trauma and emotional 
impacts of their experience instilled determination to 
pursue better future outcomes, both for themselves and 
for other women, as in the case of Konnima:

[My perinatal care experience] was very hurtful… I 
think, with this experience I have, if I get pregnant 
again, I’ll not close my mouth again, because I went 
through a lot.

For other participants, the extent of their dissatisfac-
tion with care created hesitation around seeking formal 
perinatal healthcare in the future. Underpinning this 
apprehension was a perception that perinatal healthcare 
of a high standard is ‘lucky’ to find for women from Afri-
can backgrounds, as Layla explained:

Because if you’re with the hospital in at [suburb 
removed] area … a lot of people would be like, “oh 
they’re so racist”. That’s how they will say to me … 
“they’re so bad, they don’t even care about you. They 
don’t”. Yeah, so they’re always telling me I’m lucky to 
be at the [hospital name removed].

In addition, service provider participants acknowledged 
the role previous trauma had in the shaping of a woman’s 
pregnancy, childbirth, and parenting experiences. For 
example, Wendy (a midwife) and Naomi (a refugee health 
specialist bi-cultural worker) gave clear examples of the 
bidirectional relationship between trauma and maternity 
care. Naomi described incidences of women having flash-
backs of previous traumatic experiences, while Wendy 
described the insensitivity of particular maternity prac-
tices such as internal examinations in situations such as 
when a woman has experienced rape. Again, participants 
called for woman-centred care that fosters sensitivity and 
understanding in health care professionals:

Yeah sometimes like, women who have been raped 
or who saw whatever things in the war, when they 
are pregnant it can come back and lead to mental 
health ... They can have flashbacks of what they saw 
or they, what happened. It can lead to mental [ill-
ness] (Naomi).
But you know lying on your back with your legs open 
with a man standing over the top of you kind of talk-
ing at you, you know it’s a pretty violating experi-
ence for any woman let alone a woman who’s been 

held down and raped (Wendy).

Further, service providers indicated that given the 
extent of mental illness experienced by many refugee 
women from African backgrounds, “mental health care 
should just be a part of perinatal care” (Ellen). However, 
care focused on wellbeing needed to be provided in a way 
that is culturally safe as well as sensitive to past experi-
ences of trauma associated with being from a refugee 
background. This is particularly important because, as 
service provider Carla (a midwife) noted, mental health is 
often “not something you discuss.”

Overall, negative experiences with Australian perinatal 
healthcare services had significant and enduring impacts 
on the psychological wellbeing of refugee women from 
African backgrounds. This theme identifies how these 
experiences – which may compound previous trauma 
associated with the refugee experience – can shape the 
status of women’s mental health into the future and cre-
ate apprehension towards utilising healthcare services.

Discussion
The results of this study provide valuable insights into 
perinatal healthcare services in Australia and how they 
affect the wellbeing of refugee women from African 
backgrounds. In particular, the results highlighted how 
system-level factors and a sense of autonomy through-
out care, all affect wellbeing outcomes amongst refugee 
women from African backgrounds post-resettlement. 
These results corroborate many of the findings of past 
literature, whilst also adding novel contributions to the 
evidence base in the Australian context, and key recom-
mendations for improved perinatal healthcare for this 
population.

Overview of findings in relation to previous literature
A key finding of this study was that perinatal health-
care system-level factors, particularly continuity of care, 
affected participants’ psychological wellbeing, an impor-
tant finding with significant practice implications. Par-
ticipants stated that how they were treated by medical 
staff was impactful, reflecting previous research [26, 27]. 
Equally, negative care experiences have been reported 
to cause notably poor wellbeing outcomes including 
apprehension amongst patients to disclose their feelings, 
wishes and needs; thereby placing women in a position of 
vulnerability [26].

Overall, continuity of care was perceived as best-prac-
tice perinatal care by both groups of participants. Previ-
ous research also notes the importance of continuity of 
care for relationship-building, detecting mental health 
and other issues such as family violence, improving well-
being outcomes, increasing maternal health literacy, 
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and providing reassurance for women in an unfamiliar 
healthcare system [26, 28, 29]. However, few participants 
in this study experienced care continuity. Participants 
who previously gave birth in Australia also discussed at-
home postpartum follow-up care as important for refu-
gee women who may otherwise be isolated, reflecting 
recommendations from previous research among other 
populations [29].

The need for improved culturally safe care [30] was 
also strongly emphasized, and was seen in some exam-
ples provided by participants such as cases where women 
were able to engage in cultural practices such as bond-
ing with babies for extended periods immediately after 
birth. On the other hand, participants described encoun-
ters with medical staff who had limited awareness of how 
culture shapes pregnancy-related experiences and pref-
erences. This was perceived by some participants to fuel 
negative assumptions about them and their fitness to par-
ent. Misinterpretations amongst healthcare practition-
ers in relation to culturally diverse childbirth beliefs are 
not uncommon [31] and can lead to negative outcomes, 
including distress, as was experienced by participants in 
this study. Culturally unsafe care was seen particularly 
in relation to a lack of respect for participants’ privacy, 
including concerning culturally relevant topics such as 
FGM; also documented in other Australian and interna-
tional studies [16, 18, 21, 26]. Participants’ experiences of 
perinatal care which failed to be culturally safe contrib-
uted to a belief that they would receive disadvantaged 
care as a consequence of their cultural background; and 
indeed, previous Australian studies have shown that cul-
turally diverse women were less likely than Australian 
born women to have their maternity and post-natal care 
needs met [21, 32].

Importantly, discussions of culturally safe care also 
point to the need for trauma-informed practice. The ten-
ets of trauma-informed practice as they are commonly 
understood—including ensuring patients’ safety, building 
trust and rapport, and empowering patients—are directly 
aligned with ensuring cultural safety more generally and 
thus working to embed trauma-informed practice in 
maternity care will enhance efforts at cultural safety, and 
vice versa. More generally, trauma-informed care can be 
seen to cut across all themes found in this study, includ-
ing in relation to empowering women as equal decision-
makers in their care and consideration of the ongoing 
impacts of perinatal care experiences. As such, trauma-
informed practice is a key practice recommendation to 
stem from this study.

While some of the above suggestions could be applied 
to all culturally diverse women—particularly those from 
African backgrounds in the case of FGM especially—
the findings of this study also pointed to the need for 

refugee-sensitive perinatal care which acknowledges 
the psychosocial challenges and implications of refu-
gee status, including previous experiences of trauma. 
This supports other research [29, 33] and indicates that 
it is crucial for perinatal practitioners to understand 
the particular needs of refugee background women. 
There are very few refugee-specific perinatal services in 
Australia. Such services could include the provision of 
psycho-social support from trained bi-cultural mental 
health staff, as well as peer support groups of women 
from African backgrounds who are all at similar pre- or 
post-natal stages and therefore may be experiencing 
similar challenges and requiring similar support [21]. In 
these instances, facilitators or staff could be trained in 
the provision of culturally safe, trauma-informed care 
as discussed above, to ensure that refugee background 
women receive care that is targeted and helpful. Beyond 
refugee-specific services, refugee-sensitive care may also 
include elements that are easier to implement, such as 
training in issues that refugee women may have expe-
rienced to a greater degree than other women, such as 
the impact of sexual assault or FGM. In fact, the find-
ings from this research project have fed directly into a 
partnership program between a key South Australian 
African Women’s organisation and a local hospital. This 
partnership seeks to bring together African women and 
hospital staff to facilitate such training and knowledge 
transfer. Notably, since some of the experiences identi-
fied in the research are not unique to refugee women, it 
is likely that such training will greatly benefit all women 
accessing perinatal services. Overall, greater knowledge 
and sensitivity amongst perinatal practitioners to ensure 
refugee-responsive care is essential for ensuring positive 
wellbeing outcomes in the perinatal period and beyond.

Another key finding from this study was participants’ 
wishes to be recognised as equal decision-makers with a 
degree of control. Some participants (many of whom had 
given birth previously) felt that they were provided with 
insufficient support, mirroring another Australian study 
with African-background women [27]. Other partici-
pants felt that they were not treated as knowledgeable or 
autonomous in their perinatal care and were not listened 
to by hospital staff. For some women this may be espe-
cially important as pregnancy and childbirth can incite 
feelings of empowerment and control [30]. There is a 
known relationship between feeling in control during the 
perinatal period and positive wellbeing outcomes; where 
validating women as experts and elevating their strength 
as mothers can also contribute to achieving positive post-
partum health goals more generally [34, 35]. However, 
many participants in this study felt powerless, which was 
contributed to by inadequate consent processes regard-
ing involvement of student midwives in particular. Little 
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research has investigated this specific issue, though some 
research has explored similar issues regarding medical 
students more generally [36]. Overall, supporting women 
to feel valued and recognised as key decision-makers 
throughout their perinatal care is essential for promoting 
positive wellbeing outcomes, and for ensuring continued 
service use.

Finally, participants’ discussions of the long-lasting 
mental health impacts of perinatal healthcare experi-
ences highlighted the significant implications for psy-
chological wellbeing. Multiple participants were deeply 
negatively affected emotionally by their experiences of 
perinatal care, with feelings of regret and anger, and 
sometimes suicidal ideation. Suicide is a leading cause of 
maternal death in developed countries, making it essen-
tial that women receive quality perinatal healthcare [37]. 
For many participants, the psychological turmoil fol-
lowing their perinatal care experiences instilled appre-
hension towards seeking support in future; a result also 
found by Mannaya, et  al. [4]. It is crucial that women 
are supported to seek perinatal care given the existing 
relationship between low service use and mental health 
challenges in pregnant women [37]. In this study, partici-
pants described a community consensus that good qual-
ity perinatal healthcare was ‘lucky’ to find for African 
background women, likely reducing service engagement 
and fueling already pervasive health inequalities amongst 
refugees in the post-resettlement context [26].

Study limitations and future research
While the study made an important contribution to 
knowledge in this area, it is not without its limitations. 
In particular, it is important to acknowledge the poten-
tial limitations of the coverage of experiences of partici-
pants involved in this research. Although every effort 
was made to include the refugee women experiencing the 
greatest vulnerability, some may not have had access or 
means to participate, meaning the participants may rep-
resent those with particular resources or interests. It is 
also worth noting that the later stages of recruitment and 
interviewing intersected with COVID-19 restrictions, 
creating challenges for recruitment (e.g. due to social dis-
tancing policies, fear, or lack of resources) and participa-
tion (e.g. the technical and rapport-building challenges of 
interviewing via telephone).

Additionally, the scope of this study – focusing specifi-
cally on the experiences of women with refugee status – 
addresses limitations of the current evidence base where 
those with refugee and migrant status are often combined 
under a singular definition. Exploring deeper insights 
into the perspectives of women of refugee backgrounds 
specifically offers recognition of the uniqueness of their 
experiences and contributes to specific recommendations 

for improving psychological wellbeing outcomes in the 
perinatal context. The findings of this study lay the foun-
dations for future research, including deeper exploration 
of cultural differences amongst women from different 
African countries and cultures. Further research with 
participants of asylum seeker backgrounds would also be 
valuable, as those with asylum seeking status are gener-
ally less supported by healthcare systems in resettlement 
countries, and therefore may face additionally unique 
challenges in the perinatal healthcare context.

Finally, as noted in the methodology above, we reiter-
ate that the composition of the research team dispropor-
tionately included non-migrant women and academics. 
We tried to account for this, and the associated power 
differentials, in the design, conduct, analysis, and report-
ing of this project, and it is worth noting that the project 
involved extension collaboration and co-authorship with 
women of African background who had refugee experi-
ences. Nevertheless, these power differentials should be 
considered in relation to the research findings.

Conclusion and recommendations
With a dearth of literature on this topic and few refugee-
focused perinatal services currently operating in Aus-
tralia, nor comprehensive guidelines for best-practice 
perinatal care for refugee women, this study addresses 
a crucial literature gap regarding how experiences with 
mainstream perinatal healthcare services affects the 
wellbeing of African-background women with refugee 
backgrounds. In particular, change is required at the sys-
tem level to promote the successful implementation of 
practice recommendations, highlighted by the findings 
in this study. Firstly, employment of a continuity of care 
model is recommended to ensure a high standard of indi-
vidualised perinatal care, which also recognises the role 
of patients in informed decision-making. Secondly, it is 
crucial that practitioners are educated and competent in 
providing culturally- and refugee-competent perinatal 
care to patients that empowers women to be active agents 
in their care. Finally, Australian perinatal healthcare ser-
vices must be equipped to provide refugee women from 
the African continent with tailored and trauma-informed 
support. This support must recognise the potential psy-
chological impacts (and the extent of those impacts) of 
perinatal healthcare service experiences on women’s 
wellbeing. Providing optimal care to women from refu-
gee backgrounds at this critical time of life is crucial for 
improving wellbeing outcomes for this group of women.

Acknowledgements
The authors would like to express their sincere thanks to the women and 
service providers who participated in the interview, especially to women with 
refugee backgrounds who were generous enough to share their stories. The 
authors would also like to thank Erin Green for assistance with data collection.



Page 11 of 12Due et al. BMC Pregnancy and Childbirth          (2022) 22:628 	

Authors’ contributions
CD, AZ and MW were responsible for initial development of the project, 
including devising research questions and aims in consultation with com-
munities. CD, IA, AW, MW and AZ prepared interview questions, with advice 
from SC and JS. Initial analyses were conducted by CD, IA and AW and all 
authors contributed to the final thematic structure, with advice from JS and 
SC. All authors contributed to organisation and presentation of the data and 
final results. CD, AZ, MW, AW and IA were initially responsible for manuscript 
preparation, and all authors substantially contributed to editing the draft. All 
authors read and approved the final manuscript.

Funding
This research was funded by a grant from The Flinders Foundation.

Availability of data and materials
The datasets generated and/or analysed during the current study are not 
publicly available, as participants in the study did not provide consent for their 
data to be shared with other researchers. Questions about the data can be 
sent to clemence.due@adelaide.edu.au.

Declarations

Ethics approval and consent to participate
This study was conducted in accordance with the Declaration of Helsinki. Ethi-
cal approval for the study was granted by the South Australian Women’s and 
Children’s Hospital Human Research Ethics Committee approved the study 
(approval number HREC/19/WCHN/29) as well as the authors’ institutions. 
Information about the study and informed consent was provided to all partici-
pants. Written or recorded verbal consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
The authors have no competing interests to declare.

Author details
1 The School of Psychology, The University of Adelaide, Adelaide, SA, Australia. 
2 College of Medicine and Public Health, Flinders University, Adelaide, SA, 
Australia. 3 Flinders Medical Centre, Adelaide, SA, Australia. 

Received: 9 March 2022   Accepted: 25 July 2022

References
	1.	 Beiser M, Hou F. Predictors of positive mental health among refugees: 

Results from Canada’s General Social Survey. Transcult Psychiatry. 
2017;54(5–6):675–95.

	2.	 Porter M, Haslam N. Predisplacement and Postdisplacement Factors Asso-
ciated With Mental Health of Refugees and Internally Displaced Persons. 
JAMA. 2005;294(5):602.

	3.	 Hou W, Liu H, Liang L, Ho J, Kim H, Seong E, et al. Everyday life experi-
ences and mental health among conflict-affected forced migrants: A 
meta-analysis. J Affect Disord. 2020;264:50–68.

	4.	 Mannava P, Durrant K, Fisher J, Chersich M, Luchters S. Attitudes and 
behaviours of maternal health care providers in interactions with clients: 
a systematic review. Glob Health. 2015;11(1):36.

	5.	 Correa-Velez I, Ryan J. Developing a best practice model of refugee 
maternity care. Women and Birth. 2012;25:13–22. https://​doi.​org/​10.​
1016/j.​wombi.​2011.​01.​002.

	6.	 Anderson F, Hatch S, Comacchio C, Howard L. Prevalence and risk of men-
tal disorders in the perinatal period among migrant women: a systematic 
review and meta-analysis. Arch Womens Ment Health. 2017;20(3):449–62.

	7.	 United Nations High Commissioner for Refugees (UNHCR). ‘Refugees’ and 
‘migrants’ – frequently asked questions. 2016. https://​www.​unhcr.​org/​
news/​latest/​2016/3/​56e95​c676/​refug​ees-​migra​nts-​frequ​ently-​asked-​
quest​ions-​faqs.​html. Accessed 21 Nov 2021.

	8.	 Reed R, Fazel M, Jones L, Panter-Brick C, Stein A. Mental health 
of displaced and refugee children resettled in low-income and 
middle-income countries: risk and protective factors. The Lancet. 
2012;379(9812):250–65.

	9.	 Morina N, Akhtar A, Barth J, Schnyder U. Psychiatric Disorders in Refu-
gees and Internally Displaced Persons After Forced Displacement: A 
Systematic Review. Front Psychiatry. 2018;9:433.

	10.	 Turrini G, Purgato M, Ballette F, Nosè M, Ostuzzi G, Barbui C. Com-
mon mental disorders in asylum seekers and refugees: umbrella 
review of prevalence and intervention studies. Int J Ment Heal Syst. 
2017;11(1):51.

	11.	 Fazel M, Wheeler J, Danesh J. Prevalence of serious mental disorder in 
7000 refugees resettled in western countries: a systematic review. The 
Lancet. 2005;365(9467):1309–14.

	12.	 Babatunde-Sowole OO, DiGiacomo M, Power T, Davidson PM, Jackson 
D. Resilience of African migrant women: Implications for mental health 
practice. Int J Ment Health Nurs. 2020;29(1):92–101.

	13.	 Omar YS, Kuay J, Tuncer C. ‘Putting your feet in gloves designed for 
hands’: Horn of Africa Muslim men perspectives in emotional wellbeing 
and access to mental health services in Australia. Int J Cult Ment Health. 
2017;10(4):376–88.

	14.	 Carolan M, Cassar L. Antenatal care perceptions of pregnant African 
women attending maternity services in Melbourne. Australia Midwifery. 
2010;26:189–201.

	15.	 Collins CH, Zimmerman C, Howard LM. Refugee, asylum seeker, immi-
grant women and postnatal depression: rates and risk factors. Arch 
Womens Ment Health. 2011;14:3–11.

	16.	 Gibson-Helm M, Teede H, Block A, Knight M, East C, Wallace EM, Boyle J. 
Maternal health and pregnancy outcomes among women of refugee 
background from African countries: a retrospective, observational study 
in Australia. BMC Pregnancy Childbirth. 2014;14:392.

	17.	 Fellmeth G, Fazel M, Plugge E. Migration and perinatal mental health in 
women from low-and middle-income countries: A systematic review and 
meta-analysis. BJOG. 2017;124(5):742–52.

	18.	 Riggs E, Davis E, Gibbs L, Block K, Szwarc J, Casey S, Waters E. Accessing 
maternal and child health services in Melbourne, Australia: reflections 
from refugee families and service providers. BMC Health Serv Res. 
2012;12(1):117.

	19.	 Yelland J, Riggs E, Wahidi S, Fouladi F, Casey S, Szwarc J, et al. How do 
Australian maternity and early childhood health services identify and 
respond to the settlement experience and social context of refugee 
background families? BMC Pregnancy Childbirth. 2014;14(1):1–2.

	20.	 Brown E, Carroll J, Fogarty C, Holt C. “They get a C-Section. They gonna 
die”: Somali women’s fears of obstetrical interventions in the United 
States. J Transcult Nurs. 2010;21(3):220–7.

	21.	 Riggs E, Muyeen S, Brown S, Dawson W, Petschel P, Tardiff W, et al. Cultural 
safety and belonging for refugee background women attending group 
pregnancy care: An Australian qualitative study. Birth. 2017;44(2):145–52.

	22.	 Braun V, Clarke V. To saturate or not to saturate? Questioning data satura-
tion as a useful concept for thematic analysis and sample-size rationales. 
Qual Res Sport Exerc Health. 2021;13:201–16.

	23.	 Tracy SJ. Qualitative Quality: Eight “Big-Tent” Criteria for Excellent Qualita-
tive Research. Qual Inq. 2010;16:837–51.

	24.	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3:77–101.

	25.	 Braun V, Clarke V. Successful qualitative research: A practical guide for 
beginners. London: Sage; 2013.

	26.	 Balaam M, Akerjordet K, Lyberg A, Kaiser B, Schoening E, Fredriksen 
A, et al. A qualitative review of migrant women’s perceptions of their 
needs and experiences related to pregnancy and childbirth. J Adv Nurs. 
2013;69(9):1919–30.

	27.	 Murray L, Windsor C, Parker E, Tewfik O. The experiences of African 
women giving birth in Brisbane. Health Care Women Int. 2010;31:458–72.

	28.	 Higgins A, Downes C, Monahan M, Gill A, Lamb S, Carroll M. Barriers 
to midwives and nurses addressing mental health issues with women 
during the perinatal period: The Mind Mothers study. J Clin Nurs. 
2018;27:1872–83.

	29.	 Shaw E, Levitt C, Wong S, Kaczorowski J. McMaster University Postpartum 
Research Group. Systematic review of the literature on postpartum care: 
Effectiveness of postpartum support to improve maternal parenting, 
mental health, quality of life, and physical health. Birth. 2006;33(3):210–20.

https://doi.org/10.1016/j.wombi.2011.01.002
https://doi.org/10.1016/j.wombi.2011.01.002
https://www.unhcr.org/news/latest/2016/3/56e95c676/refugees-migrants-frequently-asked-questions-faqs.html
https://www.unhcr.org/news/latest/2016/3/56e95c676/refugees-migrants-frequently-asked-questions-faqs.html
https://www.unhcr.org/news/latest/2016/3/56e95c676/refugees-migrants-frequently-asked-questions-faqs.html


Page 12 of 12Due et al. BMC Pregnancy and Childbirth          (2022) 22:628 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	30.	 Browne AJ, Varcoe C, Smye V, Reimer-Kirkham S, Lynam J, Wong S. 
Cultural safety and the challenges of translating critically oriented knowl-
edge in practice. Nurs Pract. 2009;10(3):167–79.

	31.	 Higginbottom GMA, Safipour J, Mumtaz Z, Chiu Y, Paton P, Pillay J. “I 
have to do what I believe”: Sudanese women’s beliefs and resistance to 
hegemonic practices at home and during experiences of maternity care 
in Canada. BMC Pregnancy Childbirth. 2013;13:51.

	32.	 Brown SJ, Sutherland GA, Gunn JM, Yelland JS. Changing models of ante-
natal care in Australia: Is current practice meeting the needs of vulnerable 
populations? Midwifery. 2014;30:303–9.

	33.	 Heslehurst N, Brown H, Pemu A, Coleman H, Rankin J. Perinatal health 
outcomes and care among asylum seekers and refugees: a systematic 
review of systematic reviews. BMC Med. 2018;16(1):89.

	34.	 Green JM. Baston H A Feeling in control during labor: Concepts, cor-
relates, and consequences. Birth. 2003;30(4):235–47.

	35.	 Tully KP, Stuebe AM, Verbiest SB. The fourth trimester: A critical transi-
tion period with unmet maternal health needs. Am J Obstet Gynecol. 
2017;217(1):37–41.

	36.	 Carson-Stevens A, Davies M, Jones R, PawanChik A, Robbé I, Fiander A. 
Framing patient consent for student involvement in pelvic examination: 
a dual model of autonomy. J Med Ethics. 2013;39(11):676–80.

	37.	 World Health Organisation. Improving maternal mental health. 2008. 
https://​www.​who.​int/​mental_​health/​preve​ntion/​suici​de/​Perin​atal_​depre​
ssion_​mmh_​final.​pdf. Accessed 6 April 2020.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.who.int/mental_health/prevention/suicide/Perinatal_depression_mmh_final.pdf
https://www.who.int/mental_health/prevention/suicide/Perinatal_depression_mmh_final.pdf

	Perinatal care for women with refugee backgrounds from African countries: a qualitative study of intersections with psychological wellbeing
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Terminology
	Refugee
	Psychological wellbeing

	Background and previous literature

	Method
	Study design
	Participants
	Procedure
	Data analysis

	Results
	Continuity of care and relationships with healthcare providers
	Culturally and refugee responsive care
	Women as equal decision-makers in their perinatal care: The importance of consent and control
	Perinatal healthcare experiences have long-lasting wellbeing implications

	Discussion
	Overview of findings in relation to previous literature
	Study limitations and future research
	Conclusion and recommendations

	Acknowledgements
	References


