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Introduction: Pregnant and lactating refugee women rank among the groups

least likely to vaccinate against COVID-19. This qualitative study explores their

reasons for COVID-19 vaccine hesitancy.

Methods: Between June 2023 and January 2024, cultural health navigators

(CHNs) employed by one hospital system conducted in- depth interviews with

COVID-19 vaccine-hesitant pregnant and lactating refugee women from five

language groups (Arabic, Burmese, Kinyarwanda, Somali, and Swahili). The team

also conducted in-depth interviews and a focus group with the five CHNs

to further understand community-level factors influencing refugee women’s

vaccine hesitancy. All qualitative data were analyzed using inductive thematic

analysis.

Results: Participants expressed fear of long-term health e�ects, especially of

becoming infertile or of their babies dying, as the primary reasons for not

vaccinating. Others reported their perceptions that COVID-19 is no longer

a significant health concern. CHNs described the role of social media in

spreading misinformation about the vaccine, leading to vaccine hesitancy.

Some unanticipated themes that emerged included the role of men in vaccine

decision-making and the fear of disrespecting their healthcare provider by

declining the vaccine.

Discussion: Study results indicated the need to continue to combat

misinformation about the COVID-19 vaccine amongst pregnant and lactating

refugee women and the need to take a community-based approach to increase

vaccine trust. For example, community health workers or CHNs can provide

patient education to increase vaccine trust. Trusted civil organizations could

disseminate messages targeting vaccine misinformation spread on social media

platforms. Additionally, digital storytelling in refugees’ native languages can

be a helpful dissemination tool to increase vaccine education and combat

misinformation and vaccine hesitancy.
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1 Introduction

COVID-19 poses significant threats of severe obstetric morbidity and mortality for

pregnant and lactating (P/L) women, leading to maternal death, preterm birth, and fetal

and infant demise (1, 2). Pregnant women are at considerably higher risk than non-

pregnant women for severe complications with COVID-19 (3). These complications have

led to increased intensive care unit admissions, tracheal intubation (invasive ventilation),

and death (3, 4). Among pregnant women with COVID-19, perinatal outcomes include
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preterm births and neonatal intensive care unit (NICU)

admission (3–5), which can also increase infants’ risk for

future neurodevelopmental disorders, chronic health conditions,

and psychiatric disorders (6, 7). The burden of COVID-19 was

grievous in the refugee community due to a host of socioeconomic,

environmental, linguistic, and sociodemographic barriers,

alongside underlying health morbidity, creating a COVID-19

syndemic, which exacerbated health inequities for this vulnerable

population (8).

COVID-19 vaccination helps reduce health complications

due to viral infection. Further, the Pfizer BNT162b2 mRNA

COVID-19 vaccine is as effective in pregnant women as in

the general population, and it is 96% effective in preventing

infection and 97% against symptomatic infection after two-dose

completion (9). Additionally, when the COVID-19 Omicron

variant was circulating, COVID-19 vaccine effectiveness against

severe complications in pregnant women was shown to be 74%

after the first dose and 91% after the second dose (10). The Centers

for Disease Control and Prevention (CDC) reported that mRNA

COVID-19 vaccines are safe for pregnant women to receive (11)

and strongly recommended P/L women as a priority population for

vaccination beginning early in 2021 (12). Ensuring this vulnerable

population is vaccinated against COVID-19 is critical to reducing

the risk of complications for mothers and children (13).

P/L refugee women face unique challenges accessing and

navigating the healthcare system amidst language, literacy, and

communication barriers alongside other social determinants of

health (e.g., culture, religion) that influence their health and

vaccine-related decisions (14). They may face similar barriers

as other immigrant and refugee populations, such as language

barriers in healthcare, lack of access to reliable information about

the vaccine, fear that vaccination could lead to deportation, and

systemic barriers such as lack of transportation and computer

literacy skills needed to register for vaccination (15, 16) and

additional, unexplored barriers related to their current or recent

pregnancy. Their barriers and facilitators to vaccinating against

COVID-19 may be heterogeneous and distinct from other

immigrant and refugee populations, making the current one-size-

fits-all vaccination campaigns inadequate. To begin developing

precision population health efforts to enhance vaccine campaign

effectiveness, it is critical, to identify this distinct populations’

barriers to COVID-19 vaccination, including their particular

reasons for vaccine hesitancy. To further gain insight into reasons

for COVID-19 vaccine hesitancy among the P/L refugee women,

we explored the perspectives of cultural health navigators (CHNs),

individuals who work with refugee populations and serve as their

language and cultural brokers and healthcare system navigators.

Therefore, this case study aimed to explore multiple perspectives,

including pregnant and lactating refugee women and their CHNs,

to identify the various reasons these women experienced COVID-

19 vaccine hesitancy.

2 Materials and methods

2.1 Study design

This case study used a qualitative research design. The study

CHNs conducted semi-structured interviews with refugee women

who were P/L when they declined the COVID-19 vaccine. The

research team conducted individual in-depth interviews and a focus

group with the CHNs who served the refugee patients participating

in the study.

2.2 Setting

Our study worked with one public safety net healthcare system

for diverse communities in Arizona, a state that consistently

ranks among the top U.S. states welcoming newly arrived refugee

populations. The safety net healthcare system is the only public

teaching hospital in Arizona, and it provides primary and specialty

care services predominantly to underserved, low-income, and

ethnically diverse populations, including the growing refugee

community. Specifically, we worked with the hospital’s integrated

women’s health clinic, which primarily focuses on refugee patients.

This department offers reproductive and preventive health services

to the growing refugee community. Medical services provided at

this clinic include obstetric, gynecologic, and preventive health

care, as well as family planning, and reconstructive procedures for

women who endured female genital mutilation/cutting. The patient

population of this clinic is diverse and includes more than 9,000

women from 64 countries across Sub-Saharan Africa, Southeast

Asia, and the Middle East. To serve the refugee populations, this

hospital clinic employs multilingual CHNs from various cultural

and linguistic backgrounds to serve as interpreters and health

navigators for their patients. Before serving as a CHN, these health

workers complete a medical interpreter certification and receive

additional on-the-job training to prepare them for their primary

clinical responsibilities, including medical interpretation, patient

health education, and assistance scheduling appointments. The

five CHNs who participated in this study represent the following

languages: Arabic, Burmese, Kinyarwanda, Somali, and Swahili.

These language groups also represent the majority of refugee

patients served by the hospital. The five CHNs served as the face

of the study, interviewing patients in their native languages. Two

study authors (CJ-A, JN) were co-founders of the hospital’s Refugee

Women’s Health Clinic and had years of experience working with

the CHNs, and they introduced the CHNs to the study team.

Of note, before the beginning of this research, the study’s CHNs

provided educational outreach on COVID-19 and COVID-19

vaccines to refugee patients and their families.

2.3 Population and sample

To explore P/L refugee women’s reasons for avoiding COVID-

19 vaccination, the team conducted qualitative research with two

groups: P/L refugee women who declined COVID-19 vaccines

during the pandemic and CHNs employed by the hospital’s

women’s clinic. This study was part of a larger study investigating

COVID vaccine reception by P/L refugee women to create

precision public health strategies to increase vaccination in P/L

refugee women. In the larger study, the CHNs interviewed 45

women, 30 of whom received COVID-19 vaccines while pregnant

or lactating (15). This manuscript focuses on vaccine hesitancy

and analyzes data from the 15 P/L women (of the 45 patients
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interviewed) who refused the vaccine. Thus, the sample size was

determined by this predetermined number of women. The last

author also interviewed and conducted one focus group with

the five CHNs, also refugees, who had unique insights into

healthcare decision-making within their respective communities.

This information was valuable, particularly as many patients

provided limited responses for why they did not want to vaccinate

against COVID-19.

The sample of P/L refugee women were purposefully selected

from the five language groups previously listed. To participate in

the study, the P/L women met the following inclusion criteria:

over age 18, currently pregnant or pregnant as early as March

20, 2020 (women in this population typically lactate for up to 2

years or more), never received any COVID-19 vaccines, and willing

to provide informed consent. To identify potential participants,

the hospital provided a list of patient codes (replacing identifiable

information) in the languages spoken by the CHNs. Only hospital

staff, including CHNs, could use patient codes to identify potential

interview participants. CHNs then called patients to explain the

study and inclusion criteria and, among those eligible to participate,

to invite them to take part in a one-time, hour-long, in-depth

interview. Interviews were scheduled at a mutually convenient

time for CHNs and patients and occurred in patients’ homes and

the hospital.

2.4 Data collection

Valleywise Health Medical Center acted as the Institutional

Review Board (IRB) of Record (Protocol #2002-072) for this study,

and the hospital IRB determined this study was exempt from

IRB review.

To ensure the linguistic comfort of the P/L refugee participants,

the research team trained the five CHNs, all certified in research

ethics before the study, to conduct in-person semi-structured

in-depth interviews with the refugee patients in their preferred

language. Two study authors, with research experience in working

with P/L refugee women and vaccine hesitancy (AK, CJ-A), led

the development of the interview guide. See Appendix 1 for the

English-language in-depth interview guide for the P/L participants.

They sent the interview guide to a professional translation company

to translate it into the five study languages and back-translate it

into English. The research team also developed a demographic

survey to administer to interview participants and had the same

company translate and back-translate these documents. The survey

included 40 questions that assessed the following information:

age, country of origin, ethnicity, marital status, education level

completed, religion, employment status, annual household income,

number of people (including children) living in the household,

U.S. and state residence (number of years), acculturation (eight

questions used in previous research) (17), healthcare access (eight

questions), COVID-19 history (four questions), and COVID-19

vaccine history (7 questions). Interview participants completed the

surveys before their interview.

In May 2023, two research team members (AK) with

qualitative research experience (AK, EA) led the in-depth interview

training. The training lasted 4 h and covered the following topics:

study overview, a description of qualitative interviews, reviewing

the informed consent, administering the demographic survey,

conducting the in-depth interviews, and practice administering

informed consent and conducting semi-structured interviews. The

research team members also asked the CHNs to review the

interview guides in English and the interview guide translated

into their native language to ensure the translations were clear

and accurate. Before interviewing began, P/L participants provided

verbal consent to participate in the study. The CHNs verbally

administered the survey to the participants and conducted all

interviews in person with the P/L refugee women between

June 2023 and January 2024. P/L interview participants were

compensated with a $25 gift card to Walmart for their time.

After CHNs began interviewing patients, to enhance the quality

of the interviews, one research team member (EA) reviewed

each CHNs’ initial interview transcripts and discussed with them

strategies to enhance both administering the interview guide and

asking probes to clarify responses and encourage more detailed

responses. No follow-up interviews were conducted.

To explore the initial P/L refugee community reactions to

COVID-19 vaccines during their early roll-out period and better

understand the cultural context of the local refugee community,

the CHNs also participated in the study as stakeholder participants

through both semi-structured interviews and a focus group. The

discussion topics for the CHNs included key factors that influenced

their community’s healthcare decision-making during the COVID-

19 pandemic, including social media, specific health beliefs, and

community influences that impacted COVID-19 vaccine decisions.

The research team, led by the last author, developed the interview

guide and conducted in-depth interviews with the CHNs in the

study. See Appendix 2 for the interview guide used with the

CHNs. Before the CHN interviews and focus groups began, CHNs

provided signed consent. The last author also conducted one focus

group with the study CHNs to further explore their experiences

working on the study. (See Appendix 3 for the focus group guide

with CHNs.) For their role as interview participants, the CHNs

were compensated with a $100 e-gift card; they were provided a

catered meal for their time as focus group participants.

2.5 Data analysis

Because of the multilingual nature of the data, a professional

transcription and translation company (CommBridge

Translations) was utilized to transcribe, translate, and back-

translate the interviews. Using an inductive approach, one

investigator (AK) read all interview and focus group transcripts

and served as the primary codebook creator and editor (18).

Research team members conducted a team-based thematic analysis

to enhance the rigor of the qualitative analysis to code the interview

data (19). The investigator trained the first author in qualitative

analysis, and they met biweekly to discuss updates to the codebook

and to reach a consensus on coding interview data. They split the

transcripts and met, as needed, to discuss and resolve discrepancies

in coding, and ultimately agreed on all codes and coded materials

before entering coded materials into ATLAS.ti software version

7.0.81. They aggregated the ATLAS.ti output and summarized
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findings for each code to ensure interpretation consensus before

creating a comprehensive summary of the findings (20).

3 Results

3.1 P/L women demographics

Fifteen refugee women (three per language from the following

languages: Kinyarwanda, Arabic, Burmese, Somali, and Swahili)

who never received any COVID-19 vaccine doses completed a

demographic survey and interview. Participant ages ranged from

23 to 43, with the average age across all linguistic groups 32.9

years. All participants had lived in the U.S. for more than 5 years;

across all groups, the average time living in the U.S. was 7.2 years.

See Appendix 4 for demographic information of pregnant/lactating

refugee patients who participated in the study. All P/L participants

were under the primary care of an obstetrician/gynecologist at the

time of the interview. All interview guide questions were answered

by each P/L participant, and interviews ranged from 2 to 20min,

with a mean of 11 min.

Five CHNs participated in individual interviews and a focus

group. All CHNs were female. Their time serving in the CHN role

ranged from 4 to 16 years, with an average of 10.3 years. The CHN

participants represented diverse backgrounds from Burundi, Iraq,

Rwanda, Somalia, and Burma. The CHN interviews lasted between

29 and 60min, with an average interview time of 45min, and the

focus group lasted 45 min.

3.2 Qualitative results

We triangulated data from the P/L refugee patient, CHN

interviews, and the CHN focus group. The following themes

arose from qualitative data: the evolving perceptions of COVID-

19, fears about COVID-19 vaccines, perceptions that the vaccines

were ineffective, and the role of misinformation in vaccine

decision-making. CHN interviews and focus groups provided

richer contextual information for the underlying cultural reasons

for vaccine hesitancy, including the role of religion, media, andmen

in vaccine decision-making and community fears of disrespecting

their medical providers.

3.2.1 COVID-19 early and evolving perceptions
Many participants discussed how, initially, they viewed

COVID-19 as a serious health issue and vocalized fear of possible

COVID-19 infection. The participants’ fears about the virus were

mainly centered around the fear of death after COVID-19 infection,

in large part because of the reports of people dying. Participants

reported taking specific steps to avoid infection, such as following

stay-at-home orders and wearing masks.

When COVID started, we were here in Arizona, and when

we heard about it, we were scared because many people were

dying, many people were getting infected, and we were very

scared. (Participant [P]1067, Kinyarwanda)

However, participants had an evolving view of infection

with the virus. As time passed, participants normalized the

viral infection and no longer perceived COVID-19 as a

significant health risk. They also described their belief that

the pandemic was over and that COVID-19 illnesses were

now mild.

In the beginning, when this disease started, it was dangerous,

and people were all concerned. But now, after some time has

passed, it’s become a disease like the flu, meaning it’s less severe.

(P1214, Arabic)

They perceived the risk of COVID-19 infection to be less than

the risk of vaccination, especially if they became pregnant in the

later years of the pandemic. Some participants mentioned that they

would be willing to vaccinate if they perceived COVID-19 was

becoming a serious health threat again.

When I got pregnant, COVID seemed to have decreased.

People were not afraid anymore; it was very dangerous, though I

didn’t get infected. Those days were over, and I didn’t get infected.

I didn’t have to take it. (P1067, Kinyarwanda)

Some communities, particularly the Swahili-speaking

community, were skeptical that COVID-19 was an actual illness

and believed that COVID-19was a government-created conspiracy.

They still don’t believe in it because they don’t believe in

COVID-19 to begin with. They think COVID-19 is a scam; it

doesn’t exist. (CHN3)

3.2.2 Fear of receiving COVID-19 vaccines
P/L refugee Women also described numerous fears related

to COVID-19 vaccine effects, including becoming infertile,

dying after receiving the vaccine, experiencing long-term side

effects, and giving birth to babies with severe abnormalities

(due to vaccination). Fear of losing their fertility was one of

the primary motivators for African participants to avoid the

COVID-19 vaccine. They specifically mentioned their fear that

receiving the COVID-19 vaccine would negatively impact their

menstrual cycle and hormones. One participant attributed her

inability to get pregnant to her husband taking the vaccine

but later decided that the fertility loss from the vaccine was

a rumor.

I heard that the vaccine would stop the menstruation period

and that it would affect the hormones, so that is why I refused to

be vaccinated. (P1121, Somali)

Another noted,

There was a time when they said if you get it, you won’t be

able to conceive again. (P1108, Kinyarwanda)

Despite acknowledging that COVID-19 infection often caused

death, several participants stated their rationale for declining the

COVID-19 vaccine was their fear that the vaccine caused death.
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I also heard that people died after they got the vaccine, so I

tried not to get it. I came fromMalaysia, and they said that some

pregnant women died after getting the COVID-19 vaccine. So, I

did not get the vaccine once I was pregnant. (P1064, Burmese)

Another motivating reason for avoiding the COVID-19

vaccine was fear of fetal birth abnormalities or the birth of an

unhealthy baby.

I was happy not to get vaccinated. I thought that if I got

vaccinated, my unborn child would be abnormal or stillborn.

(P1120, Somali)

P/L participants identified the newness of the vaccine as

a reason for fear of congenital abnormalities or stillbirth as a

pregnancy outcome. P/L participants did not mention specific birth

defects but spoke generically about the possible harm to the fetus

because of taking the vaccine. Only one P/L participant stated they

knew someone who had a poor pregnancy outcome, which this

person associated with the decision to vaccinate against COVID-19.

P/L refugee women witnessed family and friends experiencing

side effects from the COVID-19 vaccine and reported that this fear

of side effects influenced their decisions to avoid vaccinating.

My husband had a severe fever after getting the vaccine, and

I am afraid that the samewould happen tome, that is why I didn’t

get it. (P1157, Burmese)

3.2.3 General disinterest in the COVID-19 vaccine
Other participants stated they refused the vaccine simply

because they were uninterested in receiving it. Most said no

obstacles prevented them from getting the vaccine; they simply did

not want it.

I am not interested in getting vaccinated against COVID-19.

(P1063, Swahili)

Two P/L participants mentioned they did not like needles or

shots in general and heard the pain was worse with the COVID-19

vaccine compared to other types of routine vaccinations, keeping

them from seeking the vaccine.

Some P/L participants described not needing the vaccine

since they used multiple other strategies to keep themselves safe

from COVID-19 infection. Specific actions they took to protect

themselves and their families included changing their diet by

avoiding junk food and sweets, increasing their intake of fruits and

vegetables, ensuring cleanliness at home, hand washing/sanitizing,

masking when at work and school, avoiding crowded areas,

avoiding infected people, and staying home. P/L participants who

were unemployed in the formal sector also perceived they had a

lower risk of contracting the virus due to reduced exposure to other

adults. Therefore, they perceived that they did not need the vaccine.

I’m not allowed to eat chips or sweets because I know the

virus thrives on sugary food. So, my main concern was to protect

myself and my family. I started eating healthy food, like lots

of vitamin C, oranges, fruits, vitamins, and soups. I also took

vitamin D and vitamin C supplements. The same goes for my

children. I made sure they ate healthy food and completely

avoided junk food and sweets. (P1045, Arabic)

Another P/L participant noted,

I believe that if you keep good hygiene and stay away from

people who are infected, you will be safe. (P1121, Somali)

3.2.4 Questioning COVID-19 vaccine
e�ectiveness

Many P/L participants were aware of COVID-19 variants and

viral mutations and questioned its impact on vaccine effectiveness,

leading them to avoid vaccination. They believed the need for

additional booster doses indicated the vaccine’s ineffectiveness.

Several participants noted they witnessed family and friends get

vaccinated but eventually contracted COVID-19, illustrating the

vaccines’ ineffectiveness, another reason they did not want to

be vaccinated.

I knew that COVID keeps mutating, meaning it’s not the

same virus every time; it keeps changing. So, my belief was that

the vaccine wouldn’t be effective for the different variants of

COVID. (P1045, Arabic)

3.2.5 COVID-19 vaccine misinformation
Discussions with the CHNs helped provide additional context

and background for the P/L participant interviews, as the research

team was able to discuss the role of misinformation on refugee

women’s vaccine hesitancy and explore cultural factors that

influenced their vaccine decision-making. Both traditional and

social media played a significant role in vaccine decision-making

in refugee communities. However, the CHN interviews confirmed

that most participants engaged with foreign news media and social

media apps that cater to an international audience (WhatsApp

and Facebook).

But I will say 80% of our communication with our

community members, whether in the States or abroad, is

on WhatsApp. . .

WhatsApp is so important for us because they can use it

wherever they have Wi-Fi. (CHN5) Another CHN noted,

We have it [COVID-19 information] in our own language,

we can all view in the news, the media, the social media. So, they

listen from there. The news, all the updated news. Like, here it’s

like Fox News. (CHN1)

Both P/L participants and CHNs discussed how rumors, fears,

and misinformation circulated through the refugee communities.

Refugee communities’ vaccine-related fears included the following:

they cause infertility, contain microchips, were lab-created to bring

the end of the world, and China deliberately shipped ineffective or

tainted vaccines to their countries. These rumors were spread by

social media, primarily through Facebook, WhatsApp, YouTube,

and Instagram.
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Some participants reported seeing messages by religious leaders

from their home countries spreading rumors about the vaccines.

The most significant thing is on social media, where some

people talk about the vaccine not being good and causing many

illnesses, which made me hesitant. (P1214, Arabic)

Another refugee patient noted,

We used to find groups on WhatsApp, and you find people

who post videos like this, and they say scary things about

COVID. . . They were mocking the vaccines and even talking

about scary things. That is what made me avoid it and feel

that maybe if I give it, I will not be able to get pregnant again.

(P1067, Kinyarwandan)

P/L participants noticed that the messaging they saw on

social media included both positive and negative things about

the COVID-19 vaccine, which one participant identified as

contributing to the confusion and fear around the vaccine. P/L

participants had difficulty parsing out truth/fact vs. rumors/fiction.

No one identified the sources specifically making these videos–just

vague “people” and “they.”

I’ve seen people positively advocating for the vaccine, and at

the same time, others criticize it negatively. So, it creates fear in

people. . . . The most significant thing is on social media, where

some people talk about the vaccine not being good and causing

many illnesses, which made me hesitant. (P1214, Arabic)

3.2.6 Political and religious influences on
COVID-19 vaccine uptake

The political climate in the U.S. during the COVID pandemic

did not impact vaccine decision-making for P/L participants,

as no one cited politics as a direct factor for their vaccine

hesitancy. Some P/L participants noted that others they knew

had been vaccinated as new refugee arrivals, to obtain their

permanent resident status. The CHNs noted refugee communities’

fear of deportation if people did not take the COVID-

19 vaccine. The CHNs mentioned that the Swahili-speaking

community perpetuated this fear of deportation, primarily through

religious leaders and pastors, including religious leaders currently

residing overseas.

Overseas religious leaders played a significant role in

perpetuating rumors and fears of the vaccine. Several CHN

participants mentioned their communities often watched religious

services overseas on Zoom or received videos of overseas religious

leaders through WhatsApp, cautioning their audience to avoid

the COVID-19 vaccines because of fears of experimenting on the

population or tracking devices that could be implanted in those

that received the vaccine.

However, CHNs did state that outside of Jehovah’s Witnesses,

no refugee religions expressly prohibited vaccinations or treatment

for disease as part of the tenets of that religion. Thus, religion

and religious rules did not appear to play a large factor in vaccine

hesitancy for refugee women. However, individual trusted religious

leaders, often ones located overseas in Africa, preached against the

vaccine, leading to vaccine hesitancy in the refugee communities

in Phoenix.

Yeah, because when you said, “Your pastor is out there in

Africa. He’s not here and doesn’t know what’s going on here.

So, do you really still believe him?” they tell you, they say,

“I have been with that pastor since I was a teenager. Why

would I trust what I hear from people here more than my own

pastor?” (CHN3)

3.2.7 Cultural influences on vaccine hesitancy
CHNs described other cultural factors that seemed to play a role

in COVID-19 vaccine hesitancy for refugee women.

One CHN mentioned that, as a group, her community tended

to avoid injections as much as possible, preferring to receive

medications orally rather than through a needle, in part because

of fear of the pain of injection but also fear of what might be in

a syringe.

As a medical interpreter, I get to know them very well. They

do not like injections. I don’t like injections. I don’t like needles

at all. So, if you put a Tylenol, liquid Tylenol in a syringe with a

needle, and they put the Tylenol–the pill, next to each other, and

you say, which one can I give you? They both are Tylenol. Which

one can I give you? In the needle, it works faster. It’ll go through

your veins and the blood, and you’ll feel better faster. They will

say no. No, I don’t want the injection. I will take the pill. (CHN2)

Several CHNs also described how the idea of fatalism impacted

their communities’ healthcare decision-making, including COVID-

19 vaccine decision-making. Some refugee communities were more

accepting of poor health outcomes because of the belief that God

predetermined the outcome and would have occurred regardless of

medical intervention.

And God knows the best, yeah, but the good thing is we

Muslims, as believers, think everything was written and was

written for us to happen. So, regardless of whether it’s COVID

or not, it was written. And she said that. “It was written that I

would lose these pregnancies. (CHN2)

The CHNs also identified that some refugee communities lack

an overall culture of prevention, potentially influencing vaccine

decision-making for participants. CHNs discussed how patients

vocalize that they do not need to partake in uncomfortable medical

procedures such as vaccinations, mammograms, and cervical

screenings since they do not feel anything is wrong. While no

participants explicitly discussed this lack of preventive healthcare,

this cultural phenomenon may have played an important role in

vaccine decision-making during the COVID-19 pandemic.

As long as they are walking, sleeping, and doing their

activities normally, they say, “We are good. There’s nothing

wrong with me. . . Even with the well-woman exam, they refuse to

do it. “Why should I do it? I’m good.” “I don’t have a husband,”

one of them said to me, “I haven’t had a husband for 13 years.

Why do I do it? I’m good. There is nothing wrong with me.” So,

yeah, even mammograms, they refuse to do it. (CHN4)
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However, some CHNs noted that their communities’ religious

beliefs endorsed preventive healthcare and modern medicine as

part of religious practice.

Because Islam encourages medicine, Islam has not forbidden

us from seeking vaccinations because Islam encourages that we

take care of ourselves. (CHN2)

3.2.8 Role of men in vaccine decision-making
During the focus group, the CHNs discussed the role of men

in healthcare decision-making, including vaccine decision-making,

for the women in the family. While many study participants

mentioned that their husbands and partners received the vaccine

primarily as part of employment requirements, they declined the

COVID-19 vaccine, potentially because of the influence of men in

their decision-making for their families.

And also, I mean the decision-making too, like [name]

said, a lot of men make decisions for their wives about the

vaccine. (CHN5)

One other CHN discussed the role in women’s

healthcare decision-making.

I think it’s similar in our communities, the whole community

. . . because even when you are asking the wife, the provider is

asking the wife about birth control, she will tell you, “I need to

talk to my husband first.” (CHN3)

Another commented more broadly,

. . .Men are the household decision-makers. (CHN1).

One CHN noted men’s roles in their family members’ vaccine-

related decisions.

Some of my patients said, “My husband doesn’t want me and

my kids to take it.” He took it, but he doesn’t want us to take it.

(CHN 4)

However, in some communities where women have more

formal education and employment, women are more likely to make

healthcare decisions outside of the influence of their husbands and

partners. For example, one CHN stated,

I can say that’s the truth in our community; that’s true

of some women. They [women] make their own decisions.

For those who are educated and work, they do whatever they

want. (CHN4)

3.2.9 Impact of vaccine hesitancy on
patient-provider relationship

During the CHN interviews and focus group discussion,

CHNs discussed the refugee patients’ fears of how declining the

COVID-19 vaccine may impact their relationship with their trusted

medical provider. The CHNs describe how, in many refugee

countries of origin, the relationship between the medical provider

and the patient is often more paternalistic and less focused on

shared decision-making, where the provider is the authority, and

patients do as they are told. CHNs discussed how clinic patients

were concerned that their trusted medical provider might feel

disrespected if they declined the COVID-19 vaccination and feared

that disrespect would alter their patient-provider relationship

dynamic for the worse.

They asked about the consequences if they refuse and if it

will affect the services at the clinic. Would the relationship still

be good between me and my provider if I said no? And we have

to assure this is definitely not going to affect the relationship

between you and your provider; [it’s] not going to be against you,

no one’s going to write up, no one’s going to say anything against

you, it’s just advice and suggestion from your provider for what’s

good for your health and your baby. (FG, CHN2)

4 Discussion

This study explored pregnant and lactating refugee women’s

COVID-19 vaccine hesitancy. Other research identifies facilitators

of vaccine uptake among this same population (21). Although past

research has examined general vaccine hesitancy in refugee and

immigrant populations (22), this study adds to the relatively few

studies that specifically explore the COVID-19 vaccine perceptions

among women who were pregnant or who had recently given

birth. Our study offers novel insights into the unique concerns of

pregnant and lactating refugee women, particularly as it relates

to their profound fears about the COVID-19 vaccine causing

birth defects, negatively impacting their babies, and, most notably,

causing infertility. Similar to research with refugee and migrant

women (but unrelated to vaccine research), fertility was deeply

tied to women’s identities, social roles, and cultural norms (23).

The fear of losing their fertility remained heightened, even among

women who already had several children. These concerns highlight

the participants’ sense of self, their perceived value within their

families and communities, and broader cultural expectations

emphasizing large families. Although the CDC reassured the

public that COVID-19 vaccines are safe for pregnant women

and do not affect fertility (2), our refugee patients still feared

the vaccine’s potential effects. However, refugee communities may

not view U.S. government agencies, such as the CDC, as a

trusted authority for health information, so utilizing other trusted

partners for health messaging may be crucial to reaching this

population. To address refugees’ vaccine fears, campaign planners

should collaborate with community partners and trusted cultural

health navigators or community health workers to inform the

messaging for vaccine-related outreach to refugee communities

(24, 25). In addition, vaccine campaigns should prioritize clear,

evidence-based communication about the safety of COVID-19

vaccines, particularly for pregnant and lactating refugee women,

to mitigate these fears and improve vaccine uptake in these

vulnerable populations.

Another prominent reason for vaccine hesitancy among the

study participants was a low perceived need to vaccinate against
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COVID-19. Many refugee women, particularly those who are stay-

at-home parents, believed they were at lower risk of COVID-

19 infection due to their limited social interactions and strict

adherence to other preventive measures. Some women’s husbands

received the vaccines to continue working at their jobs. However,

because the husbands were vaccinated, they did not believe

they also needed the vaccine. This finding aligns with similar

studies on other refugee and immigrant populations, who reported

a low perceived need for COVID-19 vaccines (22, 24, 26).

Also, other U.S. racial and ethnic minority populations have

questioned the effectiveness of COVID-19 vaccines’ especially

given the necessity for additional booster doses (27, 28).

COVID-19 vaccine campaigns should focus on highlighting the

ongoing risks associated with the virus, particularly for pregnant

women, emphasizing that the danger remains significant for

vulnerable groups.

Misinformation about COVID-19 vaccines, primarily spread

through social media, played a significant role in vaccine decision-

making for P/L refugee study participants. Early in the pandemic,

there was a lack of clear, authoritative information about the

COVID-19 virus as scientists worked to understand the virus. This

dearth of information opened an online space for the proliferation

of misinformation on digital media platforms, including social

media apps (29, 30). Patterns of online search queries in

commonly used search engines show that misinformation is

linked to the COVID-19 vaccine, as the spread of COVID-19

misinformation peaked after the FDA approved the COVID-

19 vaccine and during each successive vaccine announcement

(30). By its nature, social media allows for the quick spread of

rumors and misinformation (31); indeed, studies have shown that

individuals who use social media as an information source are

less likely to have correct information than those who receive

information from a healthcare provider (32). Prior research has

also shown that, overall, many refugee communities exhibit vaccine

hesitancy, often compounded by distrust in the health system

(20, 33).

Uniquely, study participants noted that the misinformation

accessed by refugee communities is often created in other languages

and perpetuated by individuals outside of the U.S., complicating

the ability of officials and medical providers to combat the

misinformation, as they may not be aware of specific overseas

rumors. Furthermore, less is known about the use of WhatsApp

to circulate health information, especially since the content of

WhatsApp is end-to-end encrypted rather than public, as in other

social media apps, and thus, is not as available for researchers to

study (34).

However, recent studies in Mexico have shown that WhatsApp

played a significant role in circulating COVID-19 misinformation

(35), leading to questions about the best way for health officials

to combat misinformation circulating on social media messaging

apps. However, opportunities exist to provide COVID-19 vaccine

information through relevant health education. Some studies

have shown that using trusted civil organizations to randomly

disseminate messages targeting vaccine misinformation using

social media, such as WhatsApp, may increase knowledge and

encourage behavior change (36). Officials and medical providers

should also consider non-Western ways of conveying health

information, including using storytelling as a viable method of

health communication. Prior research has shown that storytelling

as a health communication medium can help combat vaccine

hesitancy (34, 37). Persuasive storytelling through firsthand

perspectives from trusted community members, such as sharing

stories of becoming ill with COVID-19 or COVID-19 vaccination

experiences, could be a viable way of combating medical

misinformation circulating within refugee communities, as well as

an opportunity to build trust in the medical system of the U.S.

(34, 37).

While all P/L participants had lived in the U.S. for at least 5

years and received their permanent legal residency status 4 or more

years ago, some P/L participants mentioned that others they knew

had to receive a COVID-19 vaccination as part of their legal status

adjustment process. This legal requirement led to misinformation

and fears about deportation, even for those individuals with secured

legal status. By law, refugees are required to adjudicate their

refugee status to lawful permanent resident status (“green card”)

1 year after arriving in the U.S. Adjudicating status also requires

immigrants to comply with U.S. vaccine requirements, which was

amended in 2021 to include at least one dose of a COVID-19

vaccine (38). Providing correct information, both medical and

legal, is crucial to combat vaccine misinformation for a refugee

population. Medical clinicians and CHNs are situated to play an

essential role in promoting accurate health information to their

refugee patients, both during the initial resettlement period and

even into the later years of an individual’s resettlement. Basic

clinician awareness of how healthcare immigration policies impact

patients can help build and enhance a trusting relationship with

their clients. Additionally, medical providers who see refugee

patients can build relationships with their local refugee resettlement

agencies, which are highly trusted by refugees and typically employ

culturally and linguistically competent staff to assist refugees upon

initial arrival. Refugee resettlement agencies are uniquely situated

to offer clinicians and health navigators a point of contact for

current immigration policies and can act as a point of trusted

health education during global health crises such as the COVID-19

pandemic (39, 40).

While most P/L participants and CHNs endorsed preventive

healthcare, some CHNs discussed the role of religious fatalism in

guiding health behaviors. Religious fatalism is the belief that disease

prevention is outside of individual locus of control and, instead,

God or other external forces predetermine health outcomes (41).

This finding aligns with prior research on religious fatalism and its

impact on refugees’ healthcare decision-making (42, 43).

Medical providers should be aware that patients may

come from a socio-cultural background of spiritual fatalism,

which may influence healthcare decision-making, especially

the acceptance of certain preventive medical interventions,

including vaccination. Promoting that vaccination can

help prevent unnecessary morbidity and mortality, as well

as preventing even mild cases of illness, can be a health

education strategy that medical providers can utilize with their

refugee populations.

Our research found that some pregnant and lactating refugee

women included spouses (husbands) in their healthcare decision-

making, including vaccination. Past research found that men
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are typically the central decision-making authority for household

healthcare matters, but women are also often involved in this

decision-making (44). Other research also supports that joint

decision-making between spouses plays a high role in deciding

whether to obtain a vaccine, with some reporting that the decision

relies entirely on the man (45). In this case, asking one’s husband

for permission regarding a healthcare decision is often associated

with showing respect. Future vaccine-related health campaigns

for pregnant/lactating refugee women should include the male

perspective and their role in influencing vaccination decision-

making. Further insight into the male perspective as it applies

to the dynamics of different cultural households and traditional

values could help address and understand vaccine hesitancy among

refugee populations.

4.1 Limitations

The strength of this study was the qualitative case study

approach, which employed multiple qualitative methods with two

related stakeholder groups. This case study approach allowed

for a greater depth of information and experience and provided

richer insight into COVID-19 vaccination decision-making for

this population in this hospital-based clinic setting. However,

this study includes several potential limitations that could impact

study findings. While the CHNs received training to conduct

interviews in a consistent, reliable, and professional manner (with

three of the CHNs having experience in giving interviews in the

past), each CHN may have slightly differed in practice when

conducting the interviews, including their use of follow-up probes

and clarifying questions. For example, one CHN conducted an

interview that lasted slightly more than 2min, reflecting less rich

interview data and treating the interview guide as a survey rather

than using probes to encourage fuller descriptions, as practiced

in the interview training workshop. To enhance the qualitative

interviewing and resulting data, one study team member met

with all CHNs to discuss enhancing the interviews after their

initial interviews. This helped elicit longer, richer conversations.

Thus, the results obtained from this study could be different

from those of other studies with interviews conducted by one or

two qualitative research experts. However, this community-based

approach to qualitative interviews encouraged limited English-

proficient refugee P/L patients to participate in this study, which

is considered a strength of the study. Another limitation includes

the small sample size of P/L refugee women in this study. However,

the authors agreed that information saturation was reached with

a sample size of 15 participants, and no new themes would

emerge with a larger sample size. After their interviews, some

P/L refugee women reported their fear of being recorded. Such

fear may have affected their willingness to answer all interview

questions fully. Finally, the refugee women in this study have

lived in the U.S. for 4 or more years. Their responses may

differ from those of newly resettled refugees. Future studies could

consider taking newly resettled refugees as part of the sample to

capture these potentially varying responses. Another limitation is

the potential bias resulting from two study team members being

well-acquainted with the CHNs. However, patient participants

remained blinded to all research team members (other than

the individual CHNs conducting the interviews), and these two

team members did not participate in the data collection, coding,

or analysis.

5 Conclusions

Vaccine hesitancy among pregnant and lactating refugee

women resulted in a lack of COVID-19 vaccine uptake.

Hesitancy was often fueled by fear of adverse reactions

to the vaccine, including fear of fertility loss and birth

abnormalities. Hesitancy was also informed by misinformation,

often spread via social media. Future vaccination campaigns should

consider appropriate ways to address vaccine information and

misinformation within refugee communities. They should seek to

deliver healthcare information in a culturally competent manner,

utilizing trusted institutions, such as resettlement agencies and

lay health workers. CHNs offer the possibility to build trust with

refugee communities and build on existing relationships to address

new medical innovations such as vaccines.
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