HEALTHCARE ATTITUDES AND BEHAVIORS OF IMMIGRANT AND US-BORN WOMEN IN
HAMTRAMCK, MICHIGAN: A METRONET STUDY

Objective: Recognizing recent immigrant mi-
gration into Hamtramck, Michigan, our objec-
tive was to conduct a survey focused on female
patients seeking health care in an ethically
diverse primary care clinic.

Design: Cross-sectional exploratory question-
naire survey study.

Setting: A family medicine center (FMC) in
Hamtramck, Michigan.

Participants: A convenience sample of women
patients, age =18 years of age who understood
English and/or written or spoken Bangla.

Main Outcome Measures: Health-seeking
behaviors and satisfaction with the US health-
care system.

Results: 156 women patients participated.
Sixty-seven (43%) were immigrants, primarily
representing three ethnicities: Bangladeshi
(61%), Yemeni (19%) and Bosnian (13%). The
mean length of residence in the United States
was eight years. Compared with US-born, the
immigrants were more likely to report a house-
hold income of less than $15,000; however
they had similar rates of health insurance. US-
born women reported less satisfaction with our
healthcare system. Immigrants were more
likely to visit their physician when feeling ill,
and to bring a friend or relative to help
alleviate communication problems. Immigrant
women were also more likely to express
a desire for a physician who was female and/
or from a similar cultural background.

Conclusions: The study findings suggest the
need for physicians to be culturally sensitive to
the particular needs of the immigrant female
population they serve and to treat each patient
within the context of her environment. (Ethn
Dis. 2007;17:650-656)

Key Words: Cultural Background, Ethnicity,
Health Behavior, Primary Care, Immigrants,
Survey Methods, Women

From the Department of Family Medi-
cine and Public Health Sciences, Wayne
State University School of Medicine, Detroit,
Michigan (TM, FD, AVN).

Address correspondence and reprint re-
quests to Anne Victoria Neale, PhD, MPH;
101 E. Alexandrine; Detroit, Ml 48201; 313-
577-7680; 313-577-9828 (fax); vneale@
med.wayne.edu.

650

Tsveti Markova, MD; Flora Dean, MD; Anne Victoria Neale, PhD, MPH

INTRODUCTION

Family physicians and other primary
care physicians often have patients who
have emigrated from other countries
and have different cultural backgrounds.
In 2000, ethnic minorities, defined as
groups of people sharing common
ethnic, racial, or religious backgrounds,
especially when constituting a compara-
tively small proportion of a given pop-
ulation,’ comprised 37.3% of the US
population (#=46,951,595), with
17.9% speaking a language other than
English at home.”> The immigrant
population continues to grow. In March
2003, the population in the United
States included 33.5 million foreign-
born individuals, representing 11.7% of
the American population.” Among the
immigrants, 53.3% were born in Latin
America, 25% in Asia, 13.7% in
Europe, and the remaining 8% in other
regions of the world.”

The US Census Bureau 2003 Cur-
rent Population Survey reported that
44.4% of our nation’s immigrants live
in a central city in a metropolitan area,
compared to 26.9% of the native-born.”
Certain immigrant populations are more
likely to enter the United States with
health problems resulting from environ-
mental conditions and inadequate med-
ical care in their homelands. Most
reports of immigrant health status focus
on tuberculosis and other infectious
diseases.*” Immigrants face health prob-
lems similar to those of other deprived
and ethnic minority communities, as
well as specific health problems from the
physical and mental after-effects of
displacement and social isolation, and
communicable diseases.® Despite the
higher level of poverty in immigrant
populations,” a growing body of litera-
ture describes the ‘“healthy migrant”
phenomenon where first generation
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immigrants are often healthier than the
US-born residents who share similar
ethnic and racial backgrounds.*” How-
ever, the immigrant health advantage
diminishes dramatically with each suc-
cessive generation and translates into
a health disparity due to the effects of
poverty and barriers to health care and
social services.'®'" Wright et al'? advo-
cate for sound methods of immigrant
health needs assessment and discuss how
results from such studies can be effec-
tively used to promote public health.
They state that distinguishing between
individual needs and those of the wider
community is important in the planning
and provision of local health services.
Thus, it is important to directly survey
newcomer groups about their health
status and health experiences. Cultural
and socioeconomic environments deeply
affect immigrant women at both family
and individual levels. Some perceptions
of health, wellness, and illness may not
correspond to the cultural and religious
beliefs of immigrant women,"” and
limited data exists pertaining to the
healthcare attitudes and needs of women
who have immigrated to the United
States. Since most immigrants settle in
metropolitan areas, studying patients at
urban clinics can contribute significantly
to physicians’ knowledge and under-
standing of these specific populations.
We focused on Hamtramck, Michi-
gan, a small city (land area of 2.11
miles)," surrounded by the city of
Detroit, with a 2000 census population
of 22,976" (see Figure 1). The city has
a very young population, with 72%
under the age of 45 years."” This com-
munity has long been a magnet for
eastern European immigrants and re-
mains ethnically diverse, with recent
immigrants from Europe, Asia, and
Africa.'® According to the 2000 US
Census, 41.1% (=9,432) of Ham-
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Fig 1. Map of Hamtramck (surrounded by the city of Detroit) in Wayne

County Michigan.

tramck residents said they were born
outside of the United States, and English
is the only language spoken in less than
half of the city’s homes (45.6%)."°
Median house income in 2000 was
reported as $26,616."° Twenty-seven

With such a large influx of
newcomers into this diverse

area, we were interested in

exploring immigrant health
attitudes and behaviors

related to health care.

percent of all individuals in Hamtramck
(compared to 12.4% in the United
States) had income levels below the
poverty level. In March 2001, it was
estimated that 8,000 Bangladeshi immi-
grants had moved into the Hamtramck
area and the nearby Detroit eastside
during the previous 18 months."”” With
such a large influx of newcomers into this
diverse area, we were interested in
exploring immigrant health attitudes
and behaviors related to health care.

METHODS
Initial Feasibility Study

In an earlier feasibility study, we
conducted a cross-sectional survey of the
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medical history and functional health of
women patients receiving primary care
at a Hamtramck family medicine center
(FMC) that serves a large immigrant
population. We had limited success in
interviewing immigrant women about
their health history (15% of sample of
157 were immigrants) because of lan-
guage barriers, cultural barriers to the
interview process, and low interest in
the study. The collected data was
consistent with the existing literature’
indicating that these immigrants (11-
year average US residency) had few
health differences compared with na-
tive-born women. Through this experi-
ence, we realized that the clinic serves
a large Bangladeshi population, most
with language barriers. Our new phase
of the study was re-focused on the
healthcare attitudes and utilization pat-
terns of women receiving care at the
same Hamtramck clinic with the objec-
tive to compare the responses of
immigrant women with US-born wom-
en. Specifically, the study had the
following objectives: 1) to assess atti-
tudes about and satisfaction with health
care in the United States and in the
home country, for immigrants; and 2)
to examine cross-cultural differences
regarding healthcare utilization and
communication with the physician.

Study Sample

In the second phase of this study, we
enrolled a convenience sample of 156
patients, particularly targeting women
from Bangladesh. The study eligibility
criteria were: female, age =18 years, able
to understand English and/or written or
spoken Bangla (the primary language in
Bangladesh), and seeking primary care at
a single FMC in Hamtramck Michigan.
This FMC is a member of the MetroNet
practice-based, research network and was
selected as the study site because it was
known to serve many immigrant patients.

Study Design

This cross-sectional exploratory study
used a self-reported questionnaire with
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a convenience sample. A part-time female
research assistant, bilingual in English
and Bangla, approached women patients
who were waiting in the FMC reception
area and invited them to fill out the
questionnaire. She was also available to
read aloud the questionnaire if needed.
Clinic staff (American and Bangladeshi)
also recruited patients during times when
the research assistant was not working.
We were unable to collect any informa-
tion on patients who declined to partic-
ipate due to privacy protections.

Description of the Instrument
The questionnaire was developed
based on the work of Cave et al'® who
conducted a focus group study to
explore cultural issues related to physi-
cian/patient communication and cultur-
ally sensitive health concerns with
a sample of immigrant patients. Cave’s
study took place in two urban FMCs
with a goal to formulate recommenda-
tions for facilitating communication
during cross-cultural patient-physician
interaction. We used the results from
this report to guide the development of
our questionnaire since we had similar
study objectives and setting. The ques-
tionnaire was developed in two lan-
guages: English and Bangla. A pro-
fessional language translation company
was hired to translate the questionnaire
and the patient information sheet into
the Bangla language, and then translated
it back into English to check for fidelity.

Protection of Human Subjects

The study was approved by our
university’s institutional review board.
The survey was anonymous and partic-
ipation was voluntary. Each woman
received a patient information sheet
that described the study purpose. The
participants’ responses were kept confi-
dential and were not included in the
patients’ medical records.

Data Analysis

The quantitative data (primarily yes/
no responses) were summarized using
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Table 1. Demographic characteristics of immigrant and US-born women
US-Born (n=89) n (%) Immigrant (n=67) n (%) P-value
Age (SD) 47.1 (19.1) 31.9 (11.4) .001
Years of US residency (SD) 44.5 (18.9) 8.6 (8.7) .001
Primary language .001
English 88 (98.9) 23 (34.3)
Other 1.1 44 (65.7)
Religious affiliation .001
Baptist 43 (49.4) 1(1.5)
Catholic 18 (20.7) 1(1.5)
Islam 6 (6.9 62 (92.5)
Other Protestant 8 (9.2) 0 (0.0)
Other specified 8(9.2) 3 (4.5)
None 4 (4.6) 0 (0.0)
Missing 2 0
Full-time homemaker .001
Yes 20 (22.5 (53.7)
No 69 (77.5 31 (46.3
Full-time employment .001
Yes 46 (51.7 12 (17.9
No 43 (48.3 55 (82.1
Annual household income .001
< $15,000 17 (20.7) 29 (49.2)
$15,000 - 24,999 24 (29.3) 20 (33.9)
$25,000 - 49,999 26 (31.7) 9 (15.3)
> $50,000 15 (18.3) 1(1.7)
Missing 7 8
Any Health Insurance .534
Yes 82 (96.5) 63 (95.5)
No 3 (3.5) 3 (4.5)
Missing 4 1
Type of health insurance
Private 16 (26.2) 2 (3.8 .001
Medicare or Medicaid 19 (31.1) 33 (63.5)
Other 26 (42.6 17 (32.7)
Missing 28 15

proportions. 7-test and chi-square tests
were used to analyze differences between
the women who were immigrants and
those who were US-born. Qualitative
examples of the verbatim responses to the
open-ended questions are also included.

RESULTS

Sample Description and
Immigrant Comparisons

Table 1 shows the demographic de-
scription of the study respondents. Of
the 156 respondents, 67 (43%) were
immigrants, and 89 (57%) were US-
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born. The immigrants were primarily
from three ethnicities: 61% were Ban-
gladeshi; 21% were Yemeni; and 16%
were of Bosnian/Yugoslavian heritage
(data not shown). The immigrants had
been in the United States for an average
of 8.6 years (SD=8.7 years).

We compared the newcomers with
the US-born groups on the descriptive
background variables. The immigrant
women were significantly younger than
the US-born group (mean age of
31.9 years (SD=11.4) compared to
47.1 years (SD=19.1 years), respective-
ly; P <.001). Only 34.3% of immi-
grants identified English as their prima-



ry language. Almost all (92.5%) of the
immigrants identified Islam as their
religion, compared to 7% of the US-
born, who tended toward Christian
religious preferences, with 49.4% Bap-
tist; 20.7% Catholic; and 9.2% other
Protestant. The immigrants were more
likely to be working as homemakers
(P<<0.001), and less likely to have full-
time employment (P<.001), compared
with US-born patients.

About half (49.2%) of the immigrant
respondents lived in households with
income of less than $15,000, compared
to only 20.7% in the US-born group at
this income level. Even though the
immigrant population tended to report
poverty-level incomes, there was a simi-
larity in the rates of health insurance
between the immigrant and US-born
groups. There was a difference, though,
in the type of insurance coverage, with
the majority of the immigrant women
(63.5%) having public insurance (ie,
Medicare or Medicaid), as opposed to
31.1% of the US-born patients.

Immigrant-only Responses
Immigrants were asked if health care
in the United States differed from that
in their home country: 54% answered
affirmatively, and they were asked to
specify in an open-ended format the
ways that it differed. Given the small
sample size, the responses are summa-
rized here in a qualitative format.
Responses fell into the following cate-
gories: 1) better care and treatments/
technology in the United States; 2)
more doctors in the United States; 3)
more research in the United States;. and
4) payment differences (some said care
was free in the home country, while
others said cash was required to receive
health care; indeed this would be
expected to vary by country of origin).
Immigrants were also asked if they
had been satisfied with health care in
their home country: 30% said no; and
they were asked to explain their answer.
The following types of answers were
given: “I couldn’t afford it”; “We didn’t
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Table 2. Health care attitudes and behaviors of immigrant and US-born women
US-born Immigrant
(n=89) n (%) (n=67) n (%) P-value
Satisfaction with US healthcare .047
Yes 50 (72.5) 55 (88.7)
No 12 (17.4) 3(4.8
No opinion 7 (10.1) 4 (6.5
Missing 20 5
Culture/religious preference for doctor .001
Yes 5(6.9) 19 31.1)
No/does not matter 67 (93.1) (68
Missing 16 6
Preference for female doctor .001
Yes 15 27 (43.5)
No/does not matter 67 (81 35 (56.5)
Missing 7 5
Language/culture barriers with doctors .001
Yes 10 (12.5 24 (40.0
No 70 (87 36 (60.0)
Missing 9 7
Ever brought person to help communicate .001
Yes 33.7) 39 (60
No 79 (96.3) 25 (39.1
Missing 7 3
Visit doctor every time sick .001
Yes 25 (31.3 (73.0)
No 55 (68. 17 (27.0)
Missing 9 4
have any”; “It takes a long time” or “It (Table 2). Immigrant patients tended

was very slow”; “Technology was not as
good”; “Unable to obtain regular health
care in home country.”

When asked if they had been
satisfied with their doctor in their home
country, only 25% said no. When these
respondents were asked to explain their
dissatisfaction, they gave the following
types of responses: “She didn’t tell me
what I needed to know”; “I did not
have a regular doctor”; “They don’t
have all the supplies like here.”

The few immigrant respondents
who were not satisfied with the US
health care system or with US physi-
cians cited high costs of medications,
lack of communication, unfair treat-
ment toward the poor/uninsured and
doctor’s poor listening skills.

Cross-Cultural Comparisons

All respondents were asked if they
were satisfied with US health care
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to be more satisfied overall with the
healthcare system, compared with na-
tive-born patients (88.7% vs 72.5%;
P<.001). Immigrants cited better care
and better technology as the source of
their satisfaction, while out-of-pocket
cost was the major complaint among
US-born respondents. The immigrants
were more likely to express a preference
for physicians of the same cultural
backgrounds (7<<.001) and for a woman
physician (£<<.001). Once in the office,
the immigrant group perceived barriers
in language and culture. They differed
from the US-born in their propensity to
bring family and friends to their office
visits to help alleviate communication
concerns (P<<.001). In engaging with
the healthcare system, the immigrant
respondents also differed by stating that
they visited their doctor’s office every
time they were sick (73% of immigrants
vs 31% of native-born; P<<.001).
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DISCUSSION

Immigrants to the Unites States are
a growing and diverse population. By
2050, it is estimated that the racial/
ethnic minorities will make up approx-
imately 50% of the US population. As
this fundamental shift occurs, greater
research and information is needed
about women immigrants, particularly
regarding their healthcare needs and
attitudes. We found that newcomers
were a younger group of people, who
often depended on their friends and
families when they access the healthcare
system.

With an average length of residence
in the United States of 8.6 years, the
immigrants who participated in our
study already had some acculturation
to the United States, thus diminishing
some of the cultural and social differ-
ences between the groups that were
likely initially more pronounced. Le-
clere et al” examined healthcare utiliza-
tion patterns of immigrants and native-
born adults using the 1990 National
Health Interview Survey Supplement on
Family Resources. They found that the
duration of residence had a very strong
effect. Recently arrived immigrants were
less likely to have had healthcare contact
in the previous year and had fewer
contacts than native-born or longer-
term immigrants. Immigrants who had
been in the United States more than
10 years were not statistically different
from the native born.”

The economic circumstances of im-
migrants are closely related to their
access to the formal medical healthcare
system. Similar to the research reported
by Leclere et al,” the immigrants in our
study were more likely to be poor, less
likely to have private insurance, and
more likely to receive Medicaid than
their US-born counterparts. We found
that the rates of insurance coverage were
similar in the two groups, but the
majority of the immigrant women had
public insurance. With their younger
average age, the women immigrant
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patients may have had greater access to
Medicaid for prenatal care.

The inner-city US-born patients
reported less satisfaction with our
healthcare system compared to immi-
grant patients. Various immigrant re-
spondents cited better care and better
technology as the source of their greater
satisfaction with US healthcare. The
immigrant respondents were more likely
to use physicians as a first source of
health care every time they were sick.
Our findings are not congruent with
other published reports that immigrant
women underused health care.'” This
difference might be explained by the
fact that many immigrant patients
visited the FMC for prenatal care, and
perhaps were more sensitive to the
importance of regular medical care.

Not surprisingly, immigrant women
differ from the US-born in their
perception of linguistic and cultural
barriers in the healthcare setting. These
barriers often prompt immigrants to
bring family or friends along to the
office visit to help in the communica-
tion process. Similar findings have been
described qualitatively in the litera-
ture,” suggesting that family and social
support play an important role in how
and when immigrant women seek
health care.'””*® The presence of family
members may facilitate a patient’s abil-
ity to understand and express health-
care concerns. In addition, others have
reported that doing so can create an
environment where the woman was
uncomfortable with expressing health
concerns of a personal and private
nature and preferred a professional in-
terpreter.zo’21

Despite the fact that English-speak-
ing physicians will be less likely to
provide patient-centered encounters to
patients requiring an interpreter,”” it is
difficult to compare such a visit with an
encounter where there is a language
barrier and an interpreter is not avail-
able. Overall, the literature®’* has
demonstrated the positive impact of
professional interpreters on patient-
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physician interaction. In an emergency
department, patients’ understanding of
discharge directions and diagnosis was
improved when interpreters were
used.?® Physicians with access to trained
interpreters reported a significantly
higher quality of patient-physician com-
munication than physicians who used
other methods.”* Patients also consid-
ered the quality of interpreter services to
be very important. They preferred using
professional interpreters rather than
family members, and preferred sex-
concordant translators. Furthermore,
they expressed the need for help in
navigating healthcare systems and ob-
taining support services.” Our study
suggests that immigrant women were
likely to perceive that language or
cultural background was a barrier when
visiting a physician. We found a stronger
desire for physicians from a similar
background in the immigrant popula-
tion. Ferguson® found consistent evi-
dence that race, ethnicity and language
have substantial influence in the quality
of the doctor-patient relationship. Mi-
nority patients, especially those not
proficient in English, are less likely to
engender sympathetic response from
physicians, to establish rapport with
physicians, to receive sufficient infor-
mation, and to be encouraged to
participate in medical decision-mak-
ing.””> Effective communication can
improve outcome measures like patient
satisfaction, adherence to treatment, and
disease outcomes.?

These findings correspond to the
recent emphasis in undergraduate and
graduate medical education on cultural
competency.””*® The US Accreditation
Council for Graduate Medical Educa-
tion requires all residency programs to
have a systematic approach to teaching
their physicians-in-training in the area
of cultural competency.?® Cross et al*’
outline a philosophical framework for
developing and implementing a service
delivery system that provides services in
a culturally appropriate way in order to
meet the needs of culturally and racially



diverse groups. They also developed
a comprehensive cultural competence
model that can be used to assist
healthcare professionals to work effec-
tively in cross-cultural situations. Vari-
ous methods are described in the
literature for teaching and evaluating
physicians-in-training in interpersonal
and communication skills’>?" For phy-
sicians to learn the aspects of each
culture that could influence the medical
encounter is an impractical solution
because cultural groups are very hetero-
geneous. In addition, individual mem-
bers manifest different degrees of accul-
turation, making it difficult and even
counterproductive to “teach” a culture
as a whole. A patient-centered, more
unified approach is needed in which the
physician treats each patient as an
individual, within the context of his or
her environment.>”> Medical education
must emphasize teaching physicians the
skills to explore the meaning of the
illness, to determine the patient social
context, and to be able to facilitate the
process of cross-cultural communica-
tion.

Limitations

This study is limited by the small
number of respondents in the partici-
pating ethnic groups, making it in-
appropriate to make specific compar-
isons between ethnic groups. Thus, we
compared all immigrant respondents
with all of the US-born respondents.
Furthermore, with an average of more
than 8 years living in the United States,
these immigrants were not inexperi-
enced with the US healthcare system,
which reduced our ability to compare
the findings from this study with many
other studies of health status and
healthcare needs of more recent immi-
grants.

Another important limitation of this
study was that the data were collected in
only one primary care clinic that served
a mult-ethnic immigrant population,
and the results may not be generalizable
beyond the specific geographic region
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and unusual population in which the
study was conducted. We were not able
to determine refusal rates because clinic
staff did not track the number of
refusals. In studying immigrant popula-
tions, language is often a barrier. An-
ticipating a large Bangladeshi immi-
grant sample, the surveys were written
in English and Bangla. However, there
were also immigrant respondents who
communicated primarily in other lan-
guages. Thus, we may not have captured
the responses of other immigrant groups
as accurately as those of the Bangla-
speaking women. These language differ-
ences may limit the accuracy and pre-
cision of the self-reported responses.

CONCLUSIONS

Immigrant women patients are more
likely to experience difficulty with
language and cultural barriers and often
depend on their families and friends for
interpretation and social support during
the physician-patient encounter. They
also prefer to see female physicians and
physicians from the same ethnic back-
ground. Despite these challenges, they
are more satisfied with the US health-
care system than the US-born patient
participants. Teaching is needed in
physician training programs to address
cultural competency issues. Physicians
must avoid stereotyping whole popula-
tions as homogeneous, but work to
build their confidence in exploring and
understanding each patient’s perspec-
tive. Physicians trained in the patient-

Despite ... challenges, they
[immigrant women] are more
satisfied with the US
healthcare system than the
US-born patient participants.
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centered clinical approach will be able
to provide compassionate, comprehen-
sive medical care in the context of the
patient’s family and community.
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