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l. Introduction

At a time when many European countries are concerned about their low birth rates and are
engaged in political discussion about ways to increase them, it seems appropriate to say a few
words about the genmeral concept of family planming, which is alse one of the underlying themes of
our study.

In & situation of growing unemploymant, there is increasing hostility towards migrants in
several FEuropean countries, Arguments on the lines of "there are too many of them" are by no means
uncommon. In fact, the whole question of migrants and family plarning has become a highly
sensitive political issue.

As far =85 this report is concerned, we should like to express support for a concept of family
planning that resapects the right of women and men to decide by themsslves when they wish te have
children and how meny. The task of the family planning workey is thus to guarantee that right for
both nationalsz and migranta.

Realizing that little is known about the needs of migrants in relation to family planning and
sexuslity, it was hoped that the two surveys would shed some light on the subject, not in terms of
merely idencifying another group at risk but of generating ideas on how to improve the health
services so that they also benefit migrants.

The task hasz notf been easy. Studies in this field are not oaly few in number but also have
some conceptual shortcomings,

According to a research group at the Institute for Social Medicine of the University of the
Ruhr in Bochum,?d it is wrong to speak of the health problems of migrants, The group balisves
that there are no such problems per se, and that this generalization ignores the differences
between nationalities and between the various migrant groups.

After studying more than 300 publicatiens on the health of migrants, mainly in German, the
grouwp has concluded that the main shortcoming of rthe studies 1s that they take fo account of the
key question of whether there really is a difference between the health of nationals and of
migrants. Socilomedical and other problams are often termed migrant—-specifie, although it is by no
means ¢erfain that this is the case.

A suitable approach must be developed to research on migrant health, At present, it seems to
oscillate between two poles: health problems are analysad from either a cultural or a social
perspective. Both viewpoints have gome validity and some limitations. Both fail %o recognize that
we cannot distinguish the specific problems of migrants from general social problems as long as we
have no comparative information on the health of nationals and migrants,

In short, we can say that we do not have too much on which to base political, secial or health
programmes for migrants. This situation might seem a ¢ritical limitation at first sight. Yet at
the szme time it can be viewed in a pesitive light. UWhenever we consider the findings of
migranc-szpecific research, we should simply asic ourselves: are these findings really different
from those relating to nationals? To what extent are they truly migrant—specific?

Thia report describes 2 study undertaken at the request of Ma Wadad Haddad, Regional Officer
for Family Planning at the WHO Regional Office for Europe, The introduction is followed by a brief
review of the history of migration in Europe and an analysis of the interrelationship of wigration
and fertility, with reference to migration as a process and to changes in the homé countries of the
migranty, The question of the impact of migration upon family planning patterns is then tsken up
and the two surveys that view family planning from different perspectives are described. The first
survey, dealing with the attitudes of migrant women to family planning, was carried out in Belgium,
and the second, analysing the experience of "failed" family planning practice, in the Federal
Republic of Germany. The first survey was organized in collaberation with Martine Dal, who
conducted the interviews, and the second with Christine Holste, who carried out the ressarch and
assisted in preparing the report. The following chapter on services describes and reconsiders the
present approaches to health services for migrants. The potential and limitations of extramural
resources such as domiciliary services and women's groups are reviewed, and the needs of migrant
men with regard to family planning are examined from the perapective of the specific family
structure of migrants. Finally, the repdrt presents a number of conclusions and recommendations
which are addressed mainly to health professionals who actually work with migrants.

2 Land, Hivelmanp, Neumann & Dietzal-Papakyriakou. Gesundheit ynd medizinische Versorgung *
auslandxscher Arbeiterfamilien — Ein Literaturbericht. Bochum, Studienverlag Dr ¥. Brockmeyer, L1982,
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2, History of migration in Eurape

Throughout the history of mankind, people have migrated for a variety of reasons, whather
econowmic, political or religious. Hence, migration is not a new phenomenon, but it takes different
forme at diffarent places and timea.

Migration was already taking place in Europe before the Second World War, but the pace
acceleratad aubsasquently and especially after 1960 in & sityarion of economic expansion, and scon
the proceas becsme structured.

Two important waves of migration can be noted: the firat, from Italy and Spain and
subssguently Portugal and Greece, started in 1945 while the second, from North Africe (Morocco,
Algeria, Tunimia), Yugoslevis and Turkey, goas back to 1961.

The new migrants joined earlier groups who had come from eastern Europe and the formar
colemies of sub—Ssharan Africa, Asia and the West Indiea and settled mainly in France, the
Netherlands and the United Kingdom.

Table 1 shows the axtent of migration te weastern Europe,

Table 1., Migration in western Europe

Country Total population Foreign residents
in 19828 in 1982P

Belgiwm 9 848 000% 883 720
France 54 219 000 3 680 100
Federal Republic of Germany 61 638 000 4 B67 000 -
Luxembourg 366 000 95 789¢
Netherlands 14 286 000< 237 571
Sweden 8 327 000 405 4754
United Kingdom 55 742 000¢ 2 137 000

% Digest of health statisties in Eurovpe. Copenhagen, WHO Regional Office
for Europe, 1984,

b Eurnstat, Demographic statistics, 1984.

€ Eurostat, Demographic ataristics, 1981,

d Folkmingd 1983, Swedish official statistics, 1984.

This has been a massive population movement involving between 12 milliom and 15 million
people, not counting illegal migrants. Initially, rhe migrants usually arrived on thair own and
were later joined by their families.

Originally, the recruitment of foreign workers was based on the assumption that they would
stay for only a limited time and then go back to their countries. However, this did not happen;
after a few years the migrants did not wish to return and became established in the host country.
For example, in 1983, nearly 35% of migrants in the Federal Republic¢ of Germany had been there for
10-15 years and almost 202 for more than 15 years.

Singe the early 1970s, attempts have besn made to prevent a "flooding" of the national labour
markety, when the consequances of the economic ¢risis began to be felt, but thay have not baen very
successful. Moreover, the halting of the recruitment of foreign labour in the Faderal Republie,
for example, has contributed to the trend of migrents prolonging their stay.

It may be zaid that migrants have more or less become a fixture in Europe over tha laat
20 years and their presence is now a dafinite soecial phenomenon.® As compared with migration in

2 Demein les immigrés. La Revue Nouvelle, No. 9. Brussels, Casterman, 1980.
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the 13603, howevar, today's migrants are far more affected by unemployment, and in fact their
situation is becowing critical in the face of growing joblessness among nationals.

3. Migration and fertility

The spparently high fertility of migrants has been the subject of numercus discussions and

theories, and it now seems from a closer analysis of the birth rates among migranta in the ' —--
diffarent host countries that significant changes are taking place in this raspect.

3.1 The process of migration

Over the years, the number of births to foreign women in the Faderal Republic have been
declining, and the rarae is now approaching that of the German population. The only notable
diffarance at present is between German and Turkish women, but this aituation is alao changing.

According to the German National Office of Statiastics (Statistisches Bundesamt}, the average
number of children born teo 100 German women is 140. For 100 Turkish women, the average fell from
428 in 1975 to 357 in 1980, There have also been aignificant changes in the rates for other
migrant wowen in the Federal Republic, as shown by Table Z.

Table 7, Average numbar of children per 100 women

Average number of Average number of

Nationalicy children per 100 children per 100

womens in 1975 women in 1980
Creak 276 168
Italian 223 1912
Partuguese 215 153
Spanish 180 140
Yugoslav 195 . 175

Source: BIB Mitteilungen 2, Wiesbaden, 1982.

It should be noted that an average of 210 children per 100 women is needed to maintain a
stabla population.

There are numerous reasons for the decresse in the birth rates. First, we have to bear in
mind that migration is a process, a dynamic phenomenon in space and time. It invelves s
displacement from one place to another and in addition, because the home country and the host
country differ so greatly, thia change is not only aspatial: the perception of time is alszo altered.

Furthermore, migration involves a comparison between the value system of the home country and
that of the host country, Thus, it is also a learning process in whiech the individual migrant must
decide how far he or she is prepared to adopt new values and behaviours, e.g. the fertility
behaviour of the hest country.

Migrarion 15 an economie experience with a considerable impact on family and partmer
relacionships. One concept that is characteristic of migranta is that of “double life planning”,
which means simultaneously saving money for the future of one's children and preparing for life in
the home country after the working life. Migrants, however, very quickly realize how costly it is
to live with this concepr; their plans are upset by economic crises and growing unemployment,
which forece them to rethink their goals, particularly in terms of reducing the desired family size.

Finally, migration is a socialization process, especially for many women who for the first
time in their lives are confronted by the world of industry. The growing employment of migrant
women is changing their traditional image related to motherhood and opening the way to new role
alternatives.

It is important to stress that these factors which underlie the changes in the fertility of
migrants not only evelve but are also closely interrelated at different levels. :
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3.2 <Changes in the home country

Migrants do not arrive in the heost country without g background. Their home countries are
undergoing enormous changes. Hence, their fertility behaviour has to be examined dialeetically,
taking inte account the medernization that is taking place in their countries and the effects of
migration on their lives.

S0 far, we have asaumed that there is a c¢lear difference betwean the family patterns of the
host and the home countries, While the extended family is the domingnt pattern in the latter, the
situation is gradually changing, especially in expauding urban cantras and aven in rhe
countryside. This is true sapecially of young people, who are influenced by the mass media,
through which they are brought inte contact with other cultural valuss. They are atarting to
regard the couple as an affective and no longer essentiglly funetionel entiry. Similarly, the life
planas of both individuala and couples are no longer always bound up with tha deatinies of the
extended family.

4, Family planning and migration

Attitudes to family planning are influenced by several factors:

- economic: praevailing mode of production (agrieulture, industry), economic role of the family;

= naocial: social role of the family, status of women and children, religion, spatial
organization (rural or urban enviromment), the availability of contraception and abortiem;

= health; iunfant mortaliry;

= individual: life plans for oneself and one's children, power relationships within the couple,
dreams, aspirations, love.

Migration affects this process not as a factor in itself but rather a5 a modifying influence.
Migrants are presented with two social concepts of procreation, which differ significantly in most
cases.

As far as European migration is concerned, whether pational or international, we know thar the
home societles wvalue the extended family, which plays an essential role in a largely rural sconomy,
whereas in the far more industrialized hest societies, the prevailing atructure is the nuclear
family, which is the only type of family organization possible in an urban environment. However,
it ia not only these two concepts of the nuclear versus the extended family that are opposed but
also two different processes of family formation. Whareas in many European countries the birth of
the firat child 12 increasingly delayed, young migrant couples prefesr to have children during the
firat years of marriage.

Diffarent processes of family formation require different gpproaches to family planning. The
western Europesn woman must use contraception if she wishes to delay the birth af her first child,
while rhe young married migrant woman who wants children right away has no need te. Hence, the
absence of family planning among migrant women may be the result of a rational choice at a cerrain
stage of their lives and neot the raflection of an inability to plan. Thus, a knowledge of
different modela of family formarion is of great importance for health werkers in the host
countriea,

The shifr of values and attitudes from one model to the other {s a slow process gince it
involves firmly ingrained social concepts relating to the family, sexuality and procreation.
Aspirations and practices are influenced by an interplay of traditional versus new values and the
attraction of Western culture versus the weight of tradition and an attachmant te the original
culture, Studies have shown that as a rule "second-generarion" migrants wish to have smaller
families than their parents.

Decisiona concerning family planning are made at three levels:
- the acceptance of family planning;
- the choice of a method:

~ the practice of that method.

Ar each stage, the elements mentioned above come into play, interact dynamically and achieve a
Fragile balance.
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There is a direct relation between the degree of acceptance of rthe western European family
pattern and:

- the tendency to practise family planning and/or birth spacing;
- the steps taken to obtain information on modern contraceptive metheds;
- the use of such methods.

The transition from one model to another does nat take place without diffieulties, hesitstions
and changes of mind. It is in fact associated with a sense of betrayal of one's origina.

The transition also changes the power atructure within the couple, since it is the woman who
is responsible for the use of modern contraceptive methods and this no longer allows any control
over her sexuality.

The main obstacle to the acceptance of contraception is the contradiction between the ratiomal
need to plan and the irrationality of sexual desire, This applies both to migrants and to
nationals, All women and 211 couples must come to terms with this comntradiction in their own way,
in accordance with their personal experience within the context of their family background.

5. Surveys

5.1 Survey on family planming smong Moroccsu migrant wowen in Belgium

This survey was conducted among Moroccan women attending a family planning ¢linic in Brussals.

5.1.1 Objectives

The survey had as its back-drop the activities of & family planning clinic in a working—class
distriet of Brussels, with a large population of migrants of mainly Moroccan and Turkish origin.

First, we gave the women an opportunity to talk about themsealves during individual interviews
conducted on the basis of a "response pattarn',

The interviews provided material for an analysis which seemed very worthwhile in spite of
being qualitative rarher than quantitative.

Then we wade a critical assessment of the wark of the family planning clinic so as to
ascartain in particular its receptiveness to the dynamics noted im the interviews.

Finally, the ideas generated by the interviews and our analysis of a particular medical,
psychelogical and social experience led us to gquestion the concept of needs and the services that
should be available. .

5.1.2 Area

(a) The Josaphat district

Brussels is divided inte 19 communes, each forming & heterogensous entity, and some attracting
migrants. In the Schaerbeek commune, te which the Josaphat district belongs, 33.3% of the
population {19.8% in 1970) are migrants, including 30% from Morocco. In the Josaphat distrier
itsalf, 70% of the population are migrants. The age distributions of the national and migrant
populations show marked differences. The latter have mueh higher birth rates, and in the ¢ommune
as 3 whole one boy or girl in two of under 15 years is a migrant.

{b) The Josaphat family planning clinic

In 1975, three general practitioners set up a healrh and family planning centre {(Groupe Santé
Josaphat) in a working-class district of Brussels where many migrant families from Morocco and
Turkey had settled.

The gynaecolegical service gradually expanded owing to increasing demand. The general
practitioners moved into other premises nearby, and the centre itself became the Josaphat family

planning clinic {Planning Josaphat).

The initial team of staff has growm to meet the rising needs and now comprisea:
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two gynascologiats;
one gocial nurse;

two physiatherapiacs;
one aocial worker;
one pasychologiat;

one lawyer.

All are women, and the social worker is of Moroccan origin,

The activicies of the clinic include recaption, madical asasistance, individusl counselling
(social and paychological problema), legal advice, health sducation groups, gymnastics groups.

The clinic has matablished contacts with other health resources in the area; hospitals,
maternal and child health centres, general practitioners, mental health centres, associations of
migrant women, achools.

5.1.3 Methodology

The survey was carried out from June 19821 to May 1983, with the help of a sociologist, whe had
previous experience with migrant families and conducted the interviews.

(a) Sampling method

All the medical files of the Moroccan patients were made available for the survey, We firsr
selacted LOO files of patienta whose last visit had taken place Jeas than a year ago and then
reduced this mumber to 30.

The approach proved to he difficult becauss of culturel barriers, which themselves would be a
gubject for study, and hence additional steps were necessary.

We interviewed patients from the Josaphat ¢linic, following their delivery, and at a maternity
elinie (Clinigue César De Paepa)} where one of the team gynaecologists was working. The dialogue
between women who had attended the clinic and others who knew only the hospital, as well as &
comparative analysis of both situations, proved very useful,

We also had an opportunity to carry out a group survey of five Moroccan women who were
attending a social improvement course organized by sn association of migrant women (Le Piment).

The teacher, who was herself Moroccan, was interviewed first, and she was then able to enlist the
cooperation of the other women in the survey.

Our sample was composed g3 follows:

13 women interviewed at the Josaphat c¢lainic:

> women incarviewed gt the maternity clinie;

5 women interviewed a8 a group through the association of migrant women.,

Thus, 33} women were interviawed and 33 statements of experiences were obrained,

(b) Burvey procedure

We used a direct, verbal approach. Repeated contacts were nacagsary in some cases before the
patient accepted the idea of the survey. Staff from the Josaphat clinic often acted as mediaters
between patients and the sociclogist in order to overcome prejudices and fears relating to
sosciological surveys.

Seme women, although fluent in French, used the excuse of language difficulties te aveid being
interviewed alone and said they wished to be assisred by their husbands. We rried - aften
successfully - to convince them of the importance of a personal contact and stresasd the anonymous
nature of sueh surveys. Other women, however, were anxious from the outset to avoid any
participation by their husband or another member of their family,

The agsistance of an inferpreter was never needed, nor wanted. Almost all the interviews took
place at the clinie, in a special room, in a quiet and friendly atmosphere. In a few cases, they
were carried out at the patients' homes for convenience, particularly where pregnant women
requiring complete reat were concerned, but in any case always on a one-to-one basis.
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At the maternity elinic, the inicial contact was made easier by the fact that the interview
took place after the delivery: tha patients were proud to talk aboyt their experience, falt more
Secure with other women around them in the ward and wers edgey Lo discuss matters in which they
were deeply invelved, On the other hand, the interviews wera shorter and were often interrupted by
nuraing activities,

{¢} Sample populetion

Age

15-19 years 2
20-24 yeara 9
25~29 years 16
30-35 yeara 6
33
Mazrital status
Married 28
Separared 1
Urmarried 2
Widowed 2
33
Education
Primary school 10
Sacondary sechool 8 (middie)
3 (full secondary)
Higher 5
None 2
Unknown o
33
Oceupation
Student 2
Working outside .
Unemployed 13
Housawife 10
33

Among the eight women working outside, six had g higher education: one SecreLary, one nyrse,
two social workers, onme chemist, one actress.

Occupation of mother and father

In nine cases, both parents were srill Living in Morocco, Among the others, all were living
in Belgium;

Father

Factory worker
Salaried employee
Unemployed
Pensioned

Sick or disabled
Unknown

uimmbwn—-w

Mother

Housewifea
Disabled
Daceased
Unknaown

L IS
WO =~ L
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Qrigin of both pareats

Rural 10
Urhan 18
Unspecified )

33

Age on arrival in Belgium

0-5 years
6~10 years
11+15 years
16-20 years
Over 20 yaars
Unknown

[F LY Rt T

(=

Composition of the family on arrival in Belgium

In most casea, the farher came on his own and, when he was in & poaition to do so, arvanged
for his wife and children to migrate about a year later. Other children were then born in Belgium.

Housing

|

Couple 1
Couple with family :
Unmarried, living with the family
Living alone (with children)

[k ricown,

{widowad)

!F‘Mlﬁ @

L
w

The housing arrangements are linked to the problem of "space", which we will return to
subgequently.

The subject was discussed spontaneously by most respondencts. It may be postulated that the
choice with regard to housing (for a couple or family) ig anm indicator of the degree of autonomy
and the attitude to the traditional way of life.

3.1.4 Results

In the light of the interviews, we tried to identify factors which influence contracaptive
choice and practice, to determine attitudas to sex educarion and to asseas the effect of migration
on thosa ateirudes,

The ocutstanding impresaion which emerges from all the statements is of the image the women
have and project: they see themselves as a point at which different forces converge; they do not
define themselves as individuala, as separate encities.

The migrant woman has to find an equilibrium between the different models available to her.
The effort she has to make to assess the models, whether this results in their rejection or an
attempt to adjust to them, is too difficult and demands too much energy for her to establish her
identity through an individual life plan. She i1s faced with a cheice; either she remains
isolated, locks herself off, defends the traditional way of life, withdraws into herself and loses
contact not only with the outaide world but alse with her own children, or she adjusts gradually,
in 2 continuing effort, often at the price of conflict with her family or her husband.

All the statements were pervaded by such contradictions, which each woman perceives in her awn

way, and they cannot be better exemplified than in the individual's atticudes to family planning
and sex aducation.

A more detailed analysia of the data led ua to classify the respondents inte three groups:
- those who attended the family planning clinie;

- through them, in the background, their mothers;
=~ those who attended a hospital.
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The significance to be attached to this classification is, of courge, relative. The cricerion
on which it is based (as emerged from the statements) is the concept of space, of an extensive
communication network from the sociological atandpoint which serves as an important indicater for a
behaviour, for a "way of being".

In our atudy, this eriterion was found to underlie the dpproaches to the family planning
issue, which is esgentially cultural and only secondarily medical (where women sesk information,
the use they make of it, etc.).

{a) Charactezistics of women attending the Josaphat elinic

The women were young (aged between 20 years and 30 years) and had in commen the fact that they
had extensive contacts with Belgian society:

they were borm in Belgium or arrived very young and tharafore spent most of their school years
there;

- some came more recently, but their family environment was particularly favourable;

- they had a strong peraonality which enzbled them to challenge their families or husbands
(under whose authority or protection they were always placed); or

- their husband was very receptive and wanted to halp them to fulfil themselves.

In any case, all this had led to a better understanding, a deeper awareness of the "space' in
which they lived and a better integration into Belgian society.

They had generally learnt about the family planning clinie from friends and decided to come
back because they were received in a friendly way, were given detailed information and were able to
digcuss their problems freely.

At the same time, constant reference was made te the maternal image in the women's
statements. This appeared to be a very important factor in the formation af their perseonality.

An obvieus tendency to reduce the family size can be observed from one generation to another:
the women in the sample {and their husbands) desired three or four children, although their mothers
wanted an average of six or seven,

That attitude towards fertility seemed to be more compatible with the women's desire to be no
longer confined at home like their wothers and to lead & professional 1life.

At the same time, the economic situation had prompted them to limit the aumber of their
children, particularly za they often expressed the wish to give each of their children a better

chance of reaching a higher social status. The pill and the intrauterine device (IUD) are the only
methods used, in most cases in turn.

The pill was regarded by all respondents as rhe most effective method and was correctly used,
However, numerous references were made teo side effects, thus explaining a certain resistance -
which remained quite atrong.

It is clear that this resistance was not due to a lack of understanding, nor to a lack of
information in the case of the women we interviewed at the family planming cliniec, but to
conflicting feelings: desire and refusal to procreate, traditionmal vilue placed on fertility, and
gquestioning of the status of women. Complaints about the pill (headache, farigue, dizzinessz) were

in some cases the expression of a profound distress related to the imagined affacts of the drug:
starility, break with the mother ..,

The IUD was well tolerated and incurred no criticism once the idea of a "foreign body" had
been accepted and once the fear of damage to the reproductive organs had been overcome,

The mathod of injection of medroxyprogesterone every three months was known bubt net uged
becausa it cauges weight gain and steps amensrruation, both of which conditions are equated with
menopause and sterility. The women stated that this was the most common method in use by their
mothers, but as a means of preveating further births rather than spacing them.

Mechaniecal devices {diaphragm, cerviecal cap) wera not popular as they tequire manipulation of
the genital organsz, which was not acceptahle to the women,
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Wa tried to determine whars the jinformation had been obtained, wherher it was conasidered
adequata, and who chose the gm:racept’.ive method (the woman, the husband or both). We also
questioned the women about the role af ral:‘.gian. This did not aAppear to be a factor in icself,
Religion was used as an argument to restore a lost senase of rational thinking or to justify a
particular attitude, e.g. fear of sterility, conttaception, sexuslity. On the other hand,
transgressions of religious rules did not posae any difficulty whenm the couple ware in agreement,

"€.g. about using 4 contraceptive method: "We have to, there's no alternacive." ALl the
tespondents complained abeut the paueity of their sexual education, which was sketehy and often
inaccurate and was gained from friends or oldar sisters, i.e, women of the same ganeration. Often
the mother was explicitly excluded, since she was not very well informed harself. GShe was
frequently blamed for being too atrict and for depriving her daughter of information. As a rule,
the respondents did not have confidence in their mother in this matter. With regard to the impact
of migration on this generacion gap, it seems that the relationship between mother and daughter
seems to be the same in Morocco. There, as in the hoat countries, the younger women demand bekter
sex education and regard the sexual harmony of the couple as an important element in its
equilibrium. The respondents alsc wanted to establish a dialogua with cheir children and to give
them some sex education, aud they looked to the achool for help in that respect.

(b) Characteristics of wothers

In most cases, a picture of the mother emerged from the statements of the daughter. In nearly
all the cases, the mother plays the traditional role zssigned to her in a Moslem culture, She
stays at home with other women, her contact with the outside world is very limited, she does not
learn the language of the host country and she rejects ita customs.

Her attituda towarda family planning is governed by the factors which continue to influence
women of the same age who atill live in the howme country: low socioceconomic level, low statns of
women, high value placed on ferrility, high infant morzality. Her life consists of a continuous
involvement in pregnancies and deliveries and ia devorad to the upbringing ¢f young children. She
receivesa no sex education.

However, older women achieve a highar status once they have given evidence of their
fertility. Age, while depriving them of the reproductive power, confers on them & new authority
and a freedom of speech and behaviour, which younger women do not enjoy.

Migration has, of course, a negarive impact, since it disturbs this balance. For women, it
means a loss of the cavert power based on the complex relationships which grow up between
households and streets in rhe traditional urban serting. They lose their authority over their
children and the family. '

(e) Characteristics of women attending a hogpital

These women form another group who, although they were of the same age as those attending the
Josaphat ¢linic, had a very different attitude:

- in many cases, they had come to Belgium more recently;
- they had more children;
- they were very jsclated,

in rowns where rhey rarely went anywhere alone, they followed specific routes betwean different
points which formed a eiveumseribed area; the home, the hospital, government offices (lecal
council, labour exechange), the achool, the grocery store.

A correlation c¢an ba ssen batween a numbher of variables: limited space/reduced contacts,
difficulty of integration/traditiomal behaviour/no knowledge of contraceptive methods, no family
planning, no sex education, early and successive pregnancies, and a large number of children - all
of which reinforce the women's isolation.

When the women were faced with a health problem, they took the most immediate, simplest
decision: they went to hespiral. They knew of no alternative., We interviewed only & small number
of wemen in rhis situvation, but it would be worthwhile to hear more about them zince thay are
unquestionably the group in the greatest need of help in their efforts to adapt.
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5.2 Survey on abortion among Turkish migrant women

3.2.1 Introductory remarks

For effective family planning counaelling, attention must alse be paid to the influence of
social factora on sexuality, pregnancy and abovtion. Bahind language barriers, we often find
differences in approaches to healrh problemsa, different types of family relationship and the
"double life planning" that is characteristic of migrants. Thua, family planning, pregnancy and
abortion take place within this dual context and in another health and family culture.

The purpose of the small survey on abortion among Turkish migrant women, carried out in Berlin
(West) in 1982, was to find answers to the following queations:

{1) What is the cause of unplammed pregnanciea among Turkish women and which of them end in
abortion?

(2) HYow do Turkish women cope with the legal aspecta of abortion and how helpful is
obligatory abortion counselling? '

(3) wnhat is the attitude of Turkish women to abortion and what use do they make of the health
sarvices in this situatiom?

(4) Would it be possible o use the axperisnce of abortion 5o sensitize this group of women
to family planning?

The survey consisted of an analysis of the medical atatiastics of 29 Turkish migrant women
admitted to a public hospital in an area with a large migrant populatiom in Berlin (West),

At the same time, the counselling situation in which the data were collected was evaluated.
As the German abortion law requires that women seeking abortion undergo obligatory abartion
counselling, it was felt that, by observing and analysing the counselling, we could gain insighr
into the complex causes of an unplanned pregnancy and the process of decision leading to an
abortion.

This kind of research was necessarily limited as the abortion counselling is obligatery.
Therefore, in addition to the 29 women at the hoapital, we interviewed 12 women at their homes on a
voluntary basis,

The study also compared data om German abortion clients attending the hospital with those
relating to the Turkish women. Although the German women were from a slighrly different
socioeconomic background, it was Falt that a prudent comparison could be made.

5.2.2 Characteristics of German and Turkish abortion clients

First of all, an age differeuce was apparent. The majority of the Turkish women were batwaeen
30 years and 34 years, while most of the Garman women were much younger (21X between 16 years and
19 vears). The second and third largest age groups were those of 30-34 years (19%) and 40-44 years
(19%). ‘

Table 3, Age of German and Turkish ¢lients

Age group Number of Number of
{years) German women Turkish women
16-19 10 (21%) -
20=14 5 (10%) 4 (la%)
25-29 6 (12%) 6 (21%)
30-34 9 (19%) 11 (38%)
35-39 7 {1%%) 5 (174
4044 9 (19%) 2 ()
45-49 2 (4%} 1 (3%)

Taral 48 (100%) 29 (100%) *
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The most striking difference between the German and Turkish abortion clients was in their
family status.

Among the German group, almost as many women were single (35%) as married (44%). The
situation waa differsnt with the Turkish women; almost all were married (93%), which indicates
that their sexusl axperience was far more likely to take place within marriage than in any other
form af relatiomship. A

Table 4. Family status of German and Turkigh clients

Family statua Number of Numbes of
German women Turkish women

Singla 17 {35%) 1 (3,5%)
Marrisd 21 (442} 27 (93%)
Divarced, separated, widawed,letc. 10 (21%) 1 (3.5%)

Total 48 (100%) 29 (100%Z)

The difference in the numbers of childrenm born to German and Turkish women is a reflection of
different lifestylea and cultural attitudes to children. MHowever, as we have alveady shown,
migration changes the reproductive behaviour of migranta, Most migrants have increasingly adapted
their Fartility bahaviour to that of the German population. The Turkish migrants are an exception
in thia respect, but their fertility ia also decreasing. Amoung the Turkish abortien clients, there
were two main groupa:

- women with 1-2 children {31%);
- women with 3=4 children (381),

Table 5. Number of children of German and Turkish clients

Numbeyr aof Number of Number of
children Garman women Turkish women

20 (42%) 2 (7%
25 (524 9 (31%)
3 (8%) 11 (381)
- § (17%)
- 2 (7%

48 (100%) 29 {100%)

Leoking at the average age of children of German and Turkish women seeking an abortion, both
similarities and differences can be found. Tn both groups, the majority of women had children aged
between 5 years and 9 years. However, while German women with older children also sought abortions
fairly often, the rate was much lower among Turkish women.
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Table 6, Average age of children of German aund Turkish clients
Average age Number Uf Number DE
of children German women Turkish women
O=4 3 (11%) 7 (26%)
5-9 8 (297) 11 (412)
10-14 & (21%) 3 (11%)
15=19 6 (21%) 1 (42)
20=24 2 (72) 1 (4Z)
No data 3 (11%) 4  (15%)
:
Total 28 (1002) 27 (100%) o

Last but not least, the numbers of miscarriages and stillbirths give some information about
the health status of German and Turkish women. The rates were much higher among the lacter. One
known but not systematically researched fact is that, during pregnancy, Turkish migrant women do
not make sufficiant use of the preventive health weasures offered to them,

Table 7. Number of misearviages and stillbirths smong German and Turkish clients

Number of miscarriagea Number of Number of
and stillbircha Garman women, Turkish women
0 42 (88%) 21 (73%)
1 2 (ak) - 3 (%)
2 1 (2% 3 (lo%)
k) - -
No data 3 (&%) 2 (1)
Total 48 (100%) 29 {(100%)

3.2,3 Health problems and counselling

Health problems and insufficient counselling are often factors contributing to unwaated
pregnancy.

The idea that family planning must be seen as a discontinuous rather than life-long process
has gained ground in recent publications.® This view is confirmed by the behaviour patterns of
female wmigrants, although such attitudes are not exclusive to them.

The extracrdinary pressure placed on female migrants, due te their livinz and working
conditions, contributes to discontinuity in their family planning, The majority of the Turkish
women who were interviewed within six months after an abortion had previeously taken the pill for
some years (very few used only traditiomal methods)., Yet a mumber of them complained of serious
health problems, as in the following case: "I always used to work in the fields until the last

4 Symmariged in; Oeter, K. & Wilken, M. Psychosoziale Entstehungsbedingungen unerwinsechter
Sehwangerschaften. Berlin {West)/Stuttgart/Kéln/Mainz, Bundesminister fir Jugeud, Familie und
Gesundheit, 1981, p. 317 (Schriftenreihe des Bundesministers), :
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week of pregnancy. I also had a lof to do in the house, But there one is mich meve precccupied
with oneself than with other things. I listen to my inner self much more there than I did aC
heme. Here I have so many physical problems which I dida't have there. Sometimes 1 have paina
from haad to foot ..."

Clearly, the subjective complaints of the women had increased since migration and were often a
consequence of their multiple respensibilities (housework, paid work, side joba) as well as legal
and social insacurity bringing additionsl anxieties. All the respondents were employed, most
since migration.d Often, the women complained of headaches, depression, constant malaise ("a
feeling of emptiness, as if I didn't beleng to myself"). In cases where the symptoms peraisted or
got worse, they were interprated as side effects of the pill, which was then neturally abendoned,
meaning that the women had not really understood the doctor's instructions. In many cases, they
returned to the mecthods they knew, which we tend to consider "unreliable", e.g. coitus
interruptus.? The fact that they did not see a doctor after stopping the pill is indicative of
their confidence in traditional forms of birth countrol.

Prabably, as long as the traditional methods appear to be sufficiently reliable ("it worked
for 1-1/2 yeara"), the women will consider it less necessary to resort to modern methods such aa
the pill or the IUD. Occasionally, misleading information is given to the doctor with regard to an
unwanted pregnancy, either out of fear of discriminatory remarks or because the woman's existing
knowladga about birth control methods is simply not communicared to the doctor.

Doctors are also responsible for umwanted pregnancies, as is botne out by recent literature om
German women who have abortions.® We can coufirm that this also applies to Turkish migranta.
Women who have been given insufficient directionms for taking the pill and who cannot read the
instructions written in Turkish develop their own approach and take the pill as thay wish. The
range of ways in which the pill can be taken aa a result of inadequate information is aatonishing,
and cases are even known of the husband taking the pill in place of his wife.

Whether or not & foreign woman decides to follow her doctor's advice thus depends on the
ampuntt of time he (or ahe) devotes to advising her and on his gocial empathy. In the final
analysis, he has to know how far his advice is being followed and whether it is attuned to his
patient's health and cultural beliefs and economic possibilities.

5.2.4 Conflicts surrounding pregnancy

As the family-oriented value syatem has by no means lost its validity for the Turkish migrants
in the Federal Republic, one can assume that the decision for abertiom is normally
conflict-ridden. Om the ¢ne hand, the women's stories revealed culture-mediated family models
which had been reactivated and were now influencing the decision-making process between the
partners. On the other hand, such models may break down in face of the tengions enccuntered in the
hast country.

The point of treference may be the family ("I told my hushand, if we can raise two children, we
can alse raise threaa"); the proof of fertility ("I cold him, I'm net able to have a son, and
neither is ha; it's not all my fault if we can't have sons"); the sex of the children according
to pravious sxperience ("I only have boys anyway and the next one would also have been a boy"); or
the preferred demarcation between generations ("I and my daughter-in-law would have had children at
almost the gsame rime; that's impossible"). It is, of course, not possible to explain why an
abortien is sought without knowledge of the client's value system.

At the time of the interviews, five women were employed in a factory, three in a cleaning
firm, one had just been laid off and one was working as a gardener,

b with regard to coitus interruptus, Langley has pointed out that the Pearl Formula is acc
the anly measure of the reliability of this methed. For abeout 3% of males, coitus interruptus can
be considered reliable if practised successfully for 5-10 years, See Langley, L.L. Contraception.
Pennsylvania, Dowden, Hutchinson & Ress, 1973, p, 11.

¢ Materialien zum Bericht der Kommission zur Auswertung der Erfahrungen mit dem reformierten
Paragraph 218 StGB, Bd. 92/3. Berlin (West)/Stuttgart/Kdln/Mainz, Bundesminister filr Jugend,
Familie und Gesundheit, 1982, p. 27-28 (Schriftenreihe des Bundesministezs),
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Table &%, Number of previous pregnancies of German and Turkish ¢liedts

Number of Number of Fumber of
pregnanciea Garman women Turkish women

0 18 {38%) 1 (3%}

1 3 (6%) 1 (32)

2 19 {40%) 2 (7%}

3 4 (8%} 8 (282

4 2 (4k) 3 (10%}

5 - 5 {177%)

6 B 3 (0%}

7 - 3 (102)

8 - 2 (7%

No data 2 (4%) 1 {3%)

Total ' 48 (100%) 29 (100%)

It is also striking that the decision to abort was taken only after the woman had given birth
to several children and the family had reached a certain size ("I'm now 33 years old and have been
preguant six times; 1 thought that was enough"). At the national level, the same is true of
German women seeking aborrions, in that most already have ona or two children, Ameng the Turkish
women questioned, the motivation of retroactive family planning was somerimes evidant, Such
decisions are, of course, strongly influenced by the perception of e¢ircumstances and the problems
expected with the arrival of another child,

The spectrum of problems faced by the individual migrant families was surprisingly similar.
Finaneial difficulties (loans, hire purchase, financing of a hoyse built in Turkey), finaneial
support of relatives, care of children of preschool age, the need for the additional wages of the
wife which wmight be lost in the case of a pregnanecy, and inadequacy of living space? are problems
which arise, often simultanecusly, and become the detrermining factors in the decision. A problem
at the heart of many conflict~ridden pregnancies, which engenders guilr feelings, iy the fact that
parents often have to let some of their children grow up in Turkey simply because they are not in a
position te care for them in the host country. Less than half of the families of the interviewees
had managed to bring all their children with them. In such cases, abortion seemed the only
solution ("It's much worse to give birth to children and then send them to Turkey').

In contrast to German clients, both partners had usually participated in the decision.?
Whare they had worked out an arrangement that fitted in with their future plans, ir was possible to
reach an agreement on this question. The decizion is always controversiel Lf there is disagreement
over the wish for znother child.

In general, female friends, neighbours and colleagues from work were also iavolved,
particularly with regard to practical arrangements, e.g. selection of doctor, hospital, ete.
("Mihzriban, she said, maybe it will be a girl. One can depend only on girls, One can't expect
anything from sonms later on")}. They hardly ever seemed to have a direet influence on the actual
decision to seek an abortion, but one cannet overestimate the help they give in coping with the
decision emotionally.

4 See; Materialien zum Bericht.

Y Marerialien zum Bericht indicates that 470 of German women take the decision alone (41% inm
the casze of marriad women}. In the total sample (N = 388) guestioned, ome woman in three had taken
the decision alone.




ICP/MCH 504/301
0050V
page 16

$.2.5 Medical confirmation gf pregnascy

As noted sbove, foreign women are poorly informed about the legal prerequisites for
abortion.? This deficiency, along with their minimal knowledge of German can be disadvantageous
for them when making wse of the official channels.

Table 9. Occupation of Garman and Turkish clients seeking an abortion

Ocelipation Number of Number of
German women Turkish wcmen

Salaried employee 5 (10%) -
Lower-echelon employee 22 (46%) 8 (281)
Apprentice, trainees, student 92 (19%) -
Housewife 8 (17%) 7 (24%)
Manual worker 2 {4%) 1l {281)
Unemployed 2 (4%) 3 (lo%)
Total 48 (100%) 29 (100%)

The first doctor cousulted thervefors plays a key role as he has the function of "paving the
way". If he assists the patient by sending her to a "Sazialheratungsstalle"b or to a hespital,
she will be able to pass through the remaining channels without toc wuch delay.

In this situatiou, the women said they preferred to see a doctor they could trust, one whose
attitude towards abortion was knmown. Occasionally they had obtained sddresses from female friends
to be treated, for example, by a "weman doctor who does abortions with an injection”, as if in
search of a miracle treatment which turned out to be illusory. When they saw a doctor, they were
usually quite sure they were pregnant and wanted & medical check-up. AL that stage, they had
usually made up their minds about having an abortion.® In the cases we learned of, the reaction
of the doctor seems to have been neutral. Neither did he offer short—term social aid, nor did he
try to influence the patient through moral arguments, whether pesitive o negative.

The dectors seldow referred their formign patients to a "Sozialberatungsscelle".d As a
rule, the Turkish women seem to have been satisfied with their medical creatment. They did not
expect advice 5o much as an acceptance of their decision. According te our survey, it did not take
the Turkish women longer than Garman women to state their intentiens.

3 %ee also: Ausiinderinnen in Hamburg. Gesundheitswissen und Gesundheitsverhalten. Hamburg,
1981, pp. BOLE.

b 4 social advisory ageney specific to Berlin (Wast).

€ hccording ta the replies to the questionnaire (N = 3BQ) ia the previeusly mentioned
report, 85% of the German women had made a preliminary decision (sea: Materialien zum Bericht,
Bd. 92/3, 1982, pp. 43 and 163).

4 Regarding conditions under which doctors may carry out social coumselling along with the
confirmation of pregnancy, see: Die Anerkennung von Arzten als Berater. Bundestag: Wahlperiode
8/3630 (31.1.80), 1980, p. 30. (Drucksache des Deutschen Bundestages).
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Tahle 10. MNumber of previous abortions of German and Turkish clients seeking an abortion

Number of Number of Number of
gbortions . German women Turkish women
0 35 (73%) 13 {(45%)

1 8 (17%) 9 (31%)

2 2 (4%) 3 (1ox)

3 - 2 (7%

4 - -

3 - I {3.5%)
No data 3 (62) 1 (3.3%)
Total 48 {100%) 24 (100%)

5.2.6 Hospitalizatien

Many foreign patients are referred to hospital by the doctor who confirmed the pregnanay.
However, they may #lso be referred by the gocial agency they last visited. The women we
interviewed all went to the hospital in their district and almost half of them knew rhe hospiral
from prior deliveries. Those who had good experiences during their previous hospital stay wers
legs afraid, but even those who did not know the hospital or who had received negative reports of
it from friends still went there because of its proximity.

It is striking that the women never allowed rhemselves any time to think the matter over
before contacting the clinie., As soon as they received the authorization on soeial grounds, they
called up the hospital and asked for admission, vbviously in the hope that the "last hurdle" was
new behind them: "Finally T got in, at ten in the morning. I had taken all my things along,
thinking they would keep me there. The nurse downstairs had recorded everything, telephone number,
address, everything. Then more and more Turkish women arrived. It got very crowded."”

The patients were not ouly afraid of the anaesthetic and the operation; they were also
intimidaced by the hospital bureaucracy with its complicared system of controls, teports and
records. Selidarity between patients is one way of dealing with the situation and regaining a
sense of calm and is the norm among migrant women: “Afrer a while, other Turkish women arrived,
We were all afraid and talked a lot - about earlier pregnancies, aborriong and also sterilization.
Some wanted to be sterilized, as they felt they could not stand any more."

Where hospitals do not employ interpreters, the patients consider it necessary to bring along
a family member to translate for them - a2 sometimes unreasonable demand under the cireumstances:
"She (the eldest daughter) came into the hoaspital with me and stayed with me. When I came out of
the doctor's office she said: 'Mummy, I think there's a baby in your tummy and you want it taken
out.' I said: 'Yes, thatr's right.' Then she was quiet."

The long waiting period between registration and admissien is often & problem.® On the ona
hand, it increases stress before the operation; on the ather, medical records show a higher rate
of complications between the eighth and twelfch weeks of pregnancy. In rerrospect, the patients
were generally relieved that the operation was carried out under nareosis {"I couldn't believe it
wag over”) and in most cases they were satisfied with the care rhey got from the nurses. They also
appreciated the fact that their eating habits were respected, Finally, it is a sad truth borme out
by dector’'s observations that German women receilve far less attention from their families than
Turkish women, although abortion 1z certainly no less of a taboo in Turkey than in the Federal
Republic.

% Two thirds of the patients who were interviewed had to wait for between one and 14 days,
which seems a longer delay than normal. According to the Materialien zum Bericht, 33.8% of
patients waited one to three days, 35.5% four to eight days and only 9.3% for longer (see;
Materialien zum Bericht, Bd. 92/3, 1982, p. 85).
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5.2.7 Introduction of birth control following the operation

Women, who have undergone an abortion are under strong social pressure to return to normal life
aftar the operation. This pressure seems to be particularly strong in underprivileged groups.
Turkish women, for example, try to leave the hoapital as soon as possible in order to resume their
family reaponsibilities, e.g. when they have smell children and no one te look after them. Once
they are out, they often return to their work immediately for fear that their asbaence might arouse
suspicion among co-workers or cause them to lose their joba — a fear which often turns out to be
Justified.

It goea without saying that health problema are often rhe result of such demands.

Some of the postoperational complications reported by rhe women are horrifying: "Thia
abortion was terrible. I think I would rather have ten children than go through it again. Thres
days after the abortion I went home - after asigning a discharge form, When I left the hospital,
they told me I was leaving at my own risk and that if anything happened they would not be
respongible, That was Saturday. On Monday I went back to work. Then it started: I haemorrhaged
for three months. Sometimes it was so strong that I couldn't stand up. Evarything under me was
soaked with blood. 1 felt weak and berely conscious, and had constant abdominal pain. But I knew
it would be over eventually and then suddenly aftar three months, from one day to the next, the
blesading stopped.”

The rate of postoperational complicatioms is very difficult to determine because many women
are reluctant to return to the same hospital and hence the records do not allow a reliable
assessment. Furthermore, psychological effects, such as vaginismus, indicating & disvuption within
a relationship, are often not perceived as the women rarely seek counselling for such reasons;
they prefer ta talk about such problems with other women in their social group.

What changes in attitudes to family planning occur after an abertion? Abortiea is not
necessarily, as one might like to imagine, a good opportunity to learn about modern methods of
contraception; in any case, these will glways be promoted by industry.

It seems that discontinuity in family planning is a fact we have to live with - that is, if we
do not want to make our paychosexual needs conform to a rigid pattern.

Despite the emotional reaction of the interviewees raflected in the c¢lear response of "Nevar
again'', whereby abortion is seen as a "once in a lifetime" emergency solution, different attirudes
certainly emerge with time,

Families in which the decision far abortion was taken by mutual agreement have an easier time
with the guestion of subsequent birth control., Women enmeshed in controversial or ambivalent
decisions are at a greater risk of undesired pregnancy (women with postoperational complications do
not neceasarily belong to this group). For them, problems that existed before the gbortion, such
as difficulty in taking a decision, insufficient counselling by the doctor, inner ambivalencea,
unfaveurable circumstances, burdensome househald responsibilities and physieal and paychological
harriers to contacting a doctor, all contribute to prolonging the risk.

In other words, abertion is a favourable factor in modifying family planning behaviour undaer
certain conditions. A great many other factors are also involved. This applies particularly to
the desire for another child.

6. Services for migrants

6.1 Introductory remarks

Despite the growing criticism about trraditional health care institutjions, it 15 still to
doctors and hospitals that most people turn when they have & health problem and not to other healzh
care providers. This also applies to migrants.

One study in Brussels, for instance, found that the foreign community normally attended some
institutions rather than others, their choice being based on the arireria of geographical proximity
and the public status of the institution: "Apart from the concentrarion in gome institutions, some
gervices like paediatrics, gynaecology and obstetrics are attended by a larger proportion of
foraigners. This is due to the relatively larger numbers of children and women of child-bearing
age, Lo the high fertility of some ethnic groups like Turkish and Moroccan women, and te the
difficulty in relying on other members of the family to look after children when the muther is
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smployed, since the extended family still lives in the home country in most cases; aud there is no
adequate infrastrueture to fill this gap. It must also be recognized that hospitals have done
nothing to remedy this situvation either.,"2

GrottianP has reported on another aspect of the use of health services by migrants.
Preliminary results of an ongoing reseavch preject on the health and living cenditions of Turkish
migrant women showed that all 80 women questioned were or had been under medical treatment,
Originally, it was assumed that migrant women who worked ocutside the home would tend to seek wore
specialized services because they had more social contacts and access ro informatien.
Surprisingly, all 80 wemen, irrespective of age, duration of stay, education, rural or urban
background or densicy of doctors in the area, had in fact attended general hesalch care institutions.

6.2 Hespitals

The private or state hospital is the aymbol of modern western medicine. Its use of technology
is impressive. It is accesaible at any time (on~call services), Any condition, however serious,
can be treated. Yet in many cases there are no proper arrangements for reception of the patients.
Doctors have little time for their patients, who neither receive nor are allowed to give
explanations. Successive examinations are often carried out by different staff.

Thege conditions do not promote the development of a stable doctor-patient relatiomship. Of
course, there are sxceptions; some services have made special efforts to improve their reception
arrangements and give greater access to the health care peraoncel, while others employ official
interpreters.

6.3 Family planning elinics

As migrants gain experience of the new country, their attitudes change and their approach
becomes more diversified; they attend different institutions, depending on their complaints
(illness) and expectations (what they think the institution can deo). They may, for instance,
attend specislized centres (family planning, antenatsl or infant clinics), which are smaller and
vhere the reception is wore friendly and perseonal, or go to a private surgery. They go to haspital
only in an emergency or when the examination requires sophisticated equipment.

This approach ¢alls for greater integratiom in the local community. It implies that the
migrant family knows where to go, that it is familiar with the neighbourhood and commune, and that
it has given thought to the need te make appointments.

The family must be sufficiently self-confident to break out of the refuge of anonymity and
establish a relationship with health workers that is no longer purely functional., This choice alse
implies calling the omnipotence of medical rechnolegy into question.

A study by Marques-Balsa/Martoms-Boudru showed a significant difference in this tespect
between the new well-established Spanish and Italian communities and the more recemt Moroccan and
Turkish migrants,

Finzlly, there is yet another approach which is sometimes taken simultaneously: when hespital
treatment has proved ineffective, some migrants turn to traditional medicine, which is practised in
all large Eurcpean citjes.

Let us now examine in detail the results of the Josaphat family planning clinic survey with
regard t¢ the attitudes of elients to the health services.

What did they find ar the clinic?

= A warm, friendly atmosphere.
= Information about the problems they may have, and ways of solving tham.
- An opportunity to ask questions, and time to give their views,

4 Marques—-Balsa, C, & Martins-Roudru, F., Besoins et aspirations des familles étrangdras
dtablies en Belgique, Vol. 2. Brussels, Services du Premier Ministre, 1978 (Programmation d= la
politigque seientifique).

% Grottian, G. Einige Aspekte zu Gesundheit und Lebensverhdltnissea tirkischer Frauen in
Berlin (West). In: Geiger & Hamburger, e¢d. Krankheit in der Fremde. Berlin (West), Express Editiom,
1984, p. 42 (Materialien zur Gesundheitsarbeit),
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What brought them to the clinig?

- Hearsay informatiom.
~ A favourabls report by a sister or friend.

~ & clear, deliberate choice, which was as much a rejection of the hospital 22 a decision in
favour of the centre (in the case af women with higher education).

« Advice by a local general practiticomer,
- EKnowledge gained from an information meeting.
What led them to seek asaiatance!?

- Pregnancy, contraception, gymaecological check=up (younger women) .
- Specific problems (older women).

How did they regard the hospital?

~ 21 women out of 23 took a negative view,
- 7 women felt more secure at hospital than ac the clinie.

The wemen gave differvent explanatioma for their rejection of the hospital:

- rthe premises are less hospitable;

= the reception is often cold and impersonal;
- cthey have to wait a long time;

= they do not underartand what the doctors say;
- too many blood samples are taken}

- rthey are examined by several dectors;

- the doctors do net listen to them.

Yowever, they still go to hospital occasionally: "I would feel lost anywhere else; [ know
the place as I often go there with my children; you can go there at any time and even if you have
to wait, you'll still get treacment.”

Thus, the rejection of hospital results from a lack of communication with the personnel,
mutual incomprehension, and a feeling of humiliation.

One woman said about her delivery: "I had the impression of being quite zlome, no one around
me said anything, I falt less pain when I gave birth in Moroecce."

The women's wishes

Although the women were satisfied with the services given by the clinic, they would have liked
the reassurance of arrangements for rapid and direct transfer from the clinic to the hospital if
necessary for delivery, miscarriage or surgery, {at the elinic, the gynaecologist and the
physietherapista were responsible for liaisen with the hospital).

6.4 Counselling with an intezpreter

6.4.1 Official interpreters

Migrants frequently live and work in countriea whose language they did not apeak before their
arrival. :

Language barriers are a major obstacle to integration of migrants, especially in countries
with very few specialized services for them.

Inability to speak the lsnguage of the host country may also be a health risk in itself, sincs
it pot only hinders access to health services but makes it impossible to obtain necessary
information.

Heslth care insritutions deal with the language difficulties of migrants in different ways.
They may ignore them, try to get round them by hiring foreign health professionals, or work with
interpreters.
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The employment of official interpreters, however, may itself give rigse to problems, The form
and content of counselling interviews necessarily change. The traditional professional/elient
relationship is broadened by the participation of a third person who has to effect the
communication betwsan the other two.

Experience has shown that for work with interpreters to be effective, they must not anly
posgess medical and psychosocial skills but alse be allowed to take part in tha counselling
process, This implies a change from a purely taechnical role to vune of "cultural mediastor”,

Health professionals sometimes mention difficulties im working with interpreters. In this

3 17

respect, mention may be made of the "power relationship”, which is an aspeer that is often
overlosked in considering work with interpreters. If it is not taken into acegunt, the counselling
may not achieve its purpose, which is to improve commurication and the wellbeing of the client.

Interpraters glso have their criticisms of wotking with national counsellors, They have to
follow inatructions and are seldom allowed to contribute to the counselling in a perscnal way.
They find this unacceptable as they often feel closer ta their own people rhan to the national
counsellor,

What mattars is that the institutions of the host country should discuss and define the nature
of migrant counselling and the cultural mediation role of the interpreter. The national coumsellor
and the interpreter are by no means equal partners. To start with, the interpreter iz in most -
cases required to tranamit the counsellor's inastructions. The counsellor sarns more than the
interpreter and has access to the training provided by the institution. Finally, the counsellor
has a higher professional atatus and income and better training and, ultimately, is in the home
enviromment, :

The abjective inequality between the counsellor and the interpreter places the latter's
criticisms in a different light. Esch partner has a different perception of his/her role, and if
they are unable to selve the conflict they engage in a "powsr game". The power of the interpreter
derives from knowledge of the language and "complicity” with the c¢lients. Conflicts are more
likely to arise when roles are not clearly defined, and in any case the vietim is always the client.

The client caught up in this triamgular situation has to cope with diffarent forms of
authority. During the counselling process she is confronted by:

- the secially and institytionally based power relationship between the national and the migrant
popularion, which is to the detriment of the latter;

= the power telationship between the counsellor and the interprater, which aggravates the
exigting imbalance;

- the power of the majority culture, which leads the migrant to place less value on his/her own
culture,

Migrant clients must also be able to apeak to othars gbout their persenal problems, which is
gsomething they are not accustomed to. Different cultures have different ways of dealing with
intimate matters. In the West, socialization often generates a need for bilateral interaction {as
with the concept of the mother-child dyad in psyechoanalysis). In the triangular counselling
situation, this may provoke a conflict between the two professionals and the client, whe andeavour
to win over one or the other. In the power game, there is an inequality betwean the two
professicnals on the one hand and between them and the client on fhe other, The counseilor has a
higher professional status than the interpreter, while it is the client who is seeking the support
of bath, Whoever of the three has the stronger nead for dyadic interaction will try to influence
the situation to his/her own advantage.

The three levels of communication involved - implying diffarent perceptions, meanings and
feelings — complicate matters still further. One of the most important and difficult tasks for the
interpreter is to mediate between the counsellor and the client at the level both of language and
of nonverbal communication.

There is no doubt that contacts are easier and more effective when two people are sitting face
to face in a situation of dialogue.

If we wish to define the objectives and content of migrant counselling as wall as the
regpective rolea of the counsellor and the interpretar, we must accept rthat:
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- there is a more or less concealed power relationship in any migrant werk;

- the role of the interpreter is to a large extent determined by the institutions of the host
country;

- it is not possible for migrants themselves to participate in this process effectively, as a
basis of equality does not exist.

to gain a better understanding of what comatitutes "good” migrant counselling, we should
consider tha respective motivations of counsellors and interpreters, Why does the counsellor want
to work with migranta? Why doas the interpreter want to effect gultural mediacion? The key
quastion is:; what do we underatand as normal behaviour in this intercultural procesal

Counselling with interpreters is & complicated procedure calling for a high level of
compatence on tha part of both professionals, In view of the difficuylties involved, there is no
doubt that counsalling by a counsellor from the home country of the migrant client is always
prefarable to the unequal and professionally and speially hisrarchical triangular situation of
couynsellor, interpreter and client.

Working with interpreters may be effective in dealing with sericus problems, but it does not
encourage migrants to overcome the language barriers with which they have to contend in addirion to

socioeconomic barriers.

6.4.2 "Spontaneous interpretersy”

The presence of an official interpreter can have some disadvantages. The interpreter is a
parson whom the client does not necessarily know, but who comes from the same country and sometimes
from the same region. His/her presence may discourage the client from expressing personal feelings
and aspiratioms if this is not customary in that particular culture. Alse, a client may not always
be gble to place the interpreter socially, and thia can cause problems of trust,

Moreover, the presence of the interpreter does not encourage the client to break through her
regerve in ovder to explain what she wants: she has to express herself through somebody else.

Migrants oftem come to the clinic with interpreters they have chosen themselves: c¢hildren,
other members of the family or friends. We refer to them as "spontaneous interpreters”.

The spontaneous interpreter can help the client to express herself more freely but sometimes
can also be an obstacle. Migrant women often find it difficult and may even be ashamed co talk
about family planning and sexuality in front of their childrem or to be examined with theiz
husbands present. Health personnel should give encouragement to spontanecus interpreters, while
bearing in mind the potential difficulties.

6.5 Extramural approaches

&.5.1 Domiciliary services

Domiciliary garvicea are a long established practice im the health system, especially in such
areas as care of the elderly. Domiciliary family planning services were first teated in the United
Kingdom among Asian wmigrantas.

Elphis Christopher, a doctor with great expetrience of domiciliary family planmning services for
migrant women of different nationalities in London, suggested in her book Sexuality and birth
cantrol in soeial and community work (1980) that this approach is scceptabla for providing advice
to women who 4re too embarrassed and modest to attend a elinie or go to a general practitioner.?

Domieiliary gservices must be distinguished from "community-based distribution" (CBD)
programmes which have mainly been set up in develaping countries. They are designed to reach as
many women as peossible by distributing contraceptive methods at home. Counselling in the broader
gensa, i.e, not only about contraception but also about psychosexual problems, is of secondary
importance in these programmes.

% Freedman, P. Family planning services for ethnic minoritiea in the United Kingdom. In:
Migrants and planned parenthood. Lenden, IPPF Europe, 1984, p. 51.
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A project on demiciliary services for wigrant women in Berlin (Weat)},? simed at counselling
small groups of women in the home on family planning, pregnancy, partnership and sexuality, has
explored the potentizl and limitatioms of this approach. From the findings to date, it seems that
the only way to reach a group of migrant women is to designate s "key person” among the group who
will agree to invite the other women, the national counseller snd the interpreter to her home. In
this situation, it is essential thart the counselling ream acecept their position as gueats.

The project has alao shown that the needs for family planning and abortion counselling are not
the first concern for the women. Health workers must be prepared to address problems of
accommodation and employment which have muych higher priority.

The ideal situation would be if a migrant wowen who is able to deal with medical as well as
social problems could carry out the home visits. Nevertheless, they can be done quite acceptably
by a national counsellor together with an interpreter; this approsch is more realiatic. The
interpreters in the Berlin (Weat) project, for inatance, do not only translate but zlso assist in
the counselling, Counsellors muat have many yeara of experience of working with migrants, being
sirher social workers with a knowledge of the wedical aspects of family planning or physicians with
sufficient competence in social work, It is not necessary to be a high—level specialist. What is
much more important is to be able ro guide migrant women through the maze of family planning
clinics, dactors' surgeries, social welfare agencies, government departments, etc.

Home viaits require a great deal of time and energy, but they do make it possible to take
acecount of the conditions in which the ¢lients work and live as wall as the interaction betwesn the
family members. Provided the domiciliary service is based on voluntary participation, it can be an
effective complement to the work of a family planning clinic.

Although domiciliary services are appreciated by migraot women, they nevertheless pose an
ethical problem. They represent an intrusion into family lifs, and it is significant that no
thought has ever been given to extending them to middle-class women. Health and soccial workers
seem to assess the need for privacy according to social class, i.e. the lower the c¢lass, the lower
Lthe professional barrier to intrusion.

6.5.2 Women's groups

What emergea from aumerous contacts with migrant women is their need/wish for self-expression
and information. Their traditional family network has been destroyed by migration to aome extent,
and they need to find & substitute for it,

Migrant women often live withdrawn from society in a world of their own, a woman's world in
which, like other wowen, they ave responsible for the health and wellbeing of the family.
Migration changes the daily life of migrant women, particularly in that their expertise in health
matters and traditicnal praecrices is constantly being called in question and devalued by the healch
system of the hast country.

Everywhere there are migrant asscciations that organize cultural activicies, language courses
or health education groups. In these settings of seif-expression and communication, the women
learn te assert their identity as women, as mothers and as workers.

If & migrant woman i to be in a position to make a decision oun family plamning which
corresponds to her real wishes, she must be well informed and have access to a place where she can
think and express herself in an-acmosphere free from prejudice and fear,

It is important to know the places where group activities are carried out in one's district
and the sections of the community they are directed to. Health workers and teachers should work
hand in hand with the groups and give chem technical support.

The following are axamples of group activities:

= & Moroccan young women's group in Brussels, in which they feel secure and are able to discuss
their problems freely and try to solve them together:

4 Dietzmann, B. et al. Familienplanungsberatung bei tiirkischen Frauen in ihrer Wohnung .
Jahresbericht 1981 zum Modellprojekt Familienplanungsberatung bei Auslindern. Frankfurt-am-Main,
FRO FAMILIA Bundesverband, 1981, *
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groups sat up by migrant associationa to provide health aducation and social training feor the
unemployed, in conjunction with family planning clinics;

“open houss” sessions at family planning clinies where migrant women can take their children
and meat athar women.

6.6 Needs of migrant men

The traditional image of the helpless migrant woman goea together with that of the
authoritarian huaband who iz only interested in proving his virility, Both surveys gave
contradicting pictures of the behaviour of migrant men in relation to family planning and
abortion, Some accompany their wivea to the clinic¢ and support them in their decision-making, as
shown in the Berlin (West) survey. If there is dialogue batween the two partners, the choice of a
contracaptive method is much less of a problem. On the other hand, thare i#2 also evidence that
migrant women feal uncomfortable in the presence of their huabands, posaibly seeing this as a fomm
of social contrel.

Migration changes not only women, but also men, The men realize that they are no longer the
sole providers of the family income. Their status is diminished, Their self-image as meun ia
called into questiom, their relationship with their wives and children 1s altered.

Health services should alao give migrant men an oppartunity to express their wishes and needs
concerning family planning. As the process of individuglizationm of the family has not gone so far
in certain migrant groups as in weatarn European secieties, it is important that the health
services help migrant clients to solve their problems within the family context. For this reason,
partner and family counselling can be usaful.

Last but not least, the situation of migrant men is not so different from that of the men in
the hoat sountries. Their cheice of contraceptive methods is limited and both will be affected by
future changes in sex roles,

7 Conclusions and recommendations

In this part of our report, we shall refer to the findings of the surveys in Belgiwm and rhe
Federal Republic of Germany and to our general analysis of the migrant situation. We hope our
recommendations will be a source of support and inspiration, especially to those health werkers whe
actually deal with migrants, frequeutly without adequate funds, training and institutional support,
e.g. in overcoming language difficuleies.

7.1 Ganeral conclusions

First of all, migration ia not a new phenomenon, Throughout hidtory peeple have migrated for
various reasons, whether social, econemic or political. Migration will eentinue, and health
services must therefore be prepared to continue working with migranta. Programmes, too, should
take this multinational dimension into account from the outset.

At a time of great demographic change in Europe (low birth rates, increases in the proportion
of the elderly, ete.), we have to be concerned sbout the political aspect of the migrant issue,
especially where family planning and sexuality are concerned,

Instead of categorizing migrants in terms of shortcomings, we should recognize that fhey carry
with them the potential of their own rapidly changing societies and bear in mind that they differ
not only from one group to another but also individually.

"“the First problem of the migraat is insecurity, stemming from discrimination, legislation
biased towards the native, language inability, etc. Most migrant groups tend to the economically
and socially disadvantaged; their basic needs arve not fulfilled, Hence family planning is not a
high priority. Much migrant work often deals with the consequences of cheir basic insecurity.
Persomnel working with migrants should te aware of their Limitaticns in imparting informarion, but
snould alse realize that other needs outside the scope of family planning might be expressed."?

2 Migrants and planned parenthood. Londom, IPPF Europe, 1984, p. 88,
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Migrant work is a complicated process as it strongly influences one's cultural identity.
Originally it was "merely performed"., Now it is admitted that there has often been s tendency to
try to achieve maximum safety margins in migrant werk: no aspect should be neglected, no mistakes
made. This overprotective approach, in the tradition of health and social work, leads the
profesaional to view the ¢lient's problems in terms of helplassnmess and dependency, and to respond
in terms of welfgre, This search for security is, hawever K no more than a reflecrcion of one's own
predicament and need for certainties. Only one thing seems to be certain - the foreign has to hbe
brought under control.

The search for gecurity is also manifested at the theoretical level., A vast amount has been
written on migrants in an attempt to cover the subject exhaustively. Migrants have baen
documented, studied and frequently reduced to stereotypes. This prafusion of literature stems,
ameng other things, from our own cultural imsecurity and the fact that sogial isgues are now
fashionable. However, one key element of control is missing: the migrants themaelves. Studies on

migrants are rarely seem by migrants., Yet this control is essential in order to prevent clichés
from being accepted as the "truth™, which is then taken as an unchallenged basis for work with
migrants.

The clichéa include:

= that of the helpless, isolated, ill informed migrant woman, coming from an underdeveloped
region and unable to read or writas; -

= that of the greater fraquency of disease amoug migrants.

Working with migrants heightens our practical as well as theoretical awareness and leads us ro
question our own cultural jdentity. There is, however, a danger in trying to adjust torally te an
alien culture, to understand fully, to "overadapt”. Uneritical adoption of another's eultrure
results in the loas of one's own identity.

The field of migrant study and work has been invaded by specialists on housing and migratien,
healeh and migration, women and migration, ete., and this fragmentation makes it impossible zo take
a holistic view of the problem,

There is certainly a need tc promote;

- comparative research on migrants' naeds in relation to family planning and sexuality;

= training for all the professionals iavelved:

a -{ - I} - z
~ the provision of larger numbers of more adequate and accessible services for migrants, which
take due account of their life situacion;

= better cooperation among the different health care providers {(doctors, hospitals, family
planning clinies);

= greater social and economic security for migrants, so that they are able to have the number of
children they want,

7.2 Research
The follewing research iz needad;

- comparative studies on health, family planning and sexuality ameng migrant women and womenm in
the host countries;

= regearch on the causes of the apparently larger number of miscarriages among migrant women, as
well 2z complications during delivery and after abortion;

= research on the somatic and sociocultural aspects of the side effects of the pill among
migTrant womern

- surveys on migrant women's perceptions and experiences of the western health system in
specific situations, such as delivery, miscarriage, abortion and surgery;

— studies on the attitudes of health personnel working with migrant women and men;
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- research on gensratien conflicts within migrant families in relation to family planning and
sexualicy; "

- surveys on different groups of migrant men and their needs in relation to family planning and
asxuality. o

7.3 TIraining ' -

All health persounel providing family planning services need training t¢ enable them to deal
with questions of sexuslity, fertility regulation, sex roles, partnership, and the sociceconomic
context of family plauning. Family planning counsellora working with migrants should receive
additional training which takes account of the fact that they have to cope with language
difficulties, unfamiliar family planning practice, and other health values., The confrontation
betwsan differant cultures often gives rise to a senss of inseeurity, and it is thersfore essential
that health persomnel examine their attitudes towards their own and foreign cultures.

The training should also enable the counsellors to live and work with different cultures
rather than trying to harmonize them &t any cost.

As national health personnel will continue to work with interpreters, the training should take
account of the difficulties invelved in a triangular counselling situation and cover such aspects
131

- the function and role of the interprefer in the communicacion process;

- different models of working with interpreters {technical, cultural mediation and advocacy);
- attitudes of health professionals towardas a third persen in the counselling procees;

~ the dynamics of a culturally differentiated three-person counselling situation;

- the status of the interpreter in the counseliling process.

Tt is advisable to train naticnal counsellors amd interpreters firat separately, then
together. The separate training should focus on the specific profeasional functiona, and the joint
praparation on cooperation and communication between the counsellor, the interpreter and the client.

Family planning services should affer short courses om the socioccultural aspects of family
planning and sexuality to general practitiomers, gynaecologists, nurses, social workers and

teachers.

In the training, migration should be seen as a dynamic process in which the migrants change
and new risk groups emerge, e.g. illegal migrants.

7.4 Information - aducation - communication (IEC) material

Both surveys showed a lack of information on certain aspects of family planning. When
producing IEC material to make good this deficit, it must be borne in mind that in some migrant
groups the proportion of illiterates remains higher than among nationals, and hence different types
of material are required.

IEC material, either written or sudiovisual, should be developed on:

- the main aspects of fertility regulation;

~ the diffarent institutions offering family planning services, e.g. in the form of a guide;
- the laegal aspects of family planning in the host country;

- family planning counselling: what can be asked and expected of health personnel.

e shouyld zlsn be made of the existing media respurces for migrants, such as television and
radis programmes, and magazines.

Family planning associations in the migrants' home -ountries may serve ag an initial source of
1EC material which can be used untCil the servieces in the 108t country have developed their own
material, e.g. on the legal aspects of family planning (abortion, sterilizatiom, etc.).

The production and translation of IEC material for migrants should be a joint underraking by
representatives of national services and migrant groups.




ICP/MCH 504/301
0050v
page 17

7.5 Bervices

(1) The process of migration evolves in different stages, and it is assumed that migrancs'
attitudes towards heslth care alter accordingly. Ia some cases, migrant-specific services may be
apprepriate, but normally an integrated health system should be established, providing care to both

nationals and migrants.

-_—

(2) The form of health services is generally decided by the host country, and hence they do not
tgke gufficient account of the health needs of migrants, It is necessary to iavolve
representatives of gll the ethnic groups in the gountry in the decision-making.

(3) Heelth services are less accessible to migrants because of language barriers, segregation in ‘
housing and schooling, "over-occupation” (two or three jobs at the same time) and different haalth
values,

Health servieces should be made more accessible by:
- employing more official interpreters;

- instructing national personnel in the basiec terminology of family planning, in the language of
the migrant clients: ‘

= reorganizing counselling services into communication and information settings where migrants
2z well as nationals can familiarize themselves with the healch care system through
audiovisual material and personal informationm;

- arranging flexible opening hours that take account of the working and 1ife situation of
migrants;

- making health care financially accessibla,

(4) Ideally, the health services should ewploy personnel from the home countries of the migrants.
However, &s this is rarely the case, health services should have interpratars gvailable whenever
necessary and the latter should be trained in counselling work if they have the ability and so wish.

Distriet or regienal interpretation services should be established to provide interpreters to
institutions that are unable to arrange their own service.

(5) Sometimes migrants choose their own interpreters, such as the husband or a ehild., These
"spontaneous interpreters” can give considerable subjective support to the client while at the same
time inhibiting her from expressing herself. Health personnel should not reject the participatien
of these spontanecus interpraters but must be aware of its possible impact on the family
telationghip,

(6) Health services should offer both migrant and national clients a choice of male or female
personnel.

(7) It may be useful to develop extramural activities in certain cases, e.g.:

-~ domiciliary services;
= health education:
- information sessions at migrant cultural centres.

Participation in such sctivities should be complecely voluntary.

The formaticn «f women's groups should be encouraged. Health personnel should give them
technical assistance if requested, but they must remain informal and independent.

-
(8) There should be easy and direct communicatrion between different inastitutions, such as
hospitals, family planning clinicy, antenaral clinics and social welfaras agencies, since health may
not always be the first priority for clients. At the local level, reprasentarives of the
institurions could arrange regular meetings.

7.6 TFirst contact with new clients

Health workers dealing with migrant clients for the first time should bear the following
points in mind,
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They are not alone in encountering difficulties and being handicapped by a lack of
information. Much work is being done in thia field. They do not need to start from scratch.
They only have to identify the existing expertise and information.

The first experts to congsult on these questions are the migrants themselves. It i3 important
to listen to them and call on their assistance if necessary.

The loczl medical association can supply the names of registered foreign doctors if one is
raquired,

In countries with large numbers of migrants, trade ynions usually have migrant repressntatives
who can be contacted.

The generally numercus migrant associations can give assistance in contacting migrant
communities, in improving knowledge of their languages and culrures, and in aupplying
anterpraters.

Universities can be asked about the results of migrant reaearch.

Finally, information material may be obtained from family planning associations in the host or
the migrants' home countries.
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