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PREFACE

Although Turkey has every legal framework and infrastructure regarding the
provision of reproductive and primary health care services, the primary health indicators
are not a desired levels. Especially the fact that maternal mortality is high when
compared to developed countries and the existence of urban and rural disparities is a
matter of concern. In addition, the fact that more than a third of maternal mortality is
during the antenatal period and that the level of antenatal care utilization is not at
desired levels is another point to be considered. At this point, the questions “Is the
health care services provided not sufficient or Is the provided service not sufficiently
utilised” come to mind.

The main factors that affect health care utilization are listed as the geographic,
bureaucratic, and economic accessibility of the services, health perceptions of
individuals, and their attitudes and behaviours when faced with health problems. It is
not possible to say that any health service provided without examining and taking into
consideration the health perceptions, and health seeking behaviour of individuals, will
be appropriately utilised. The health seeking behaviour of pregnant women has been
investigated in this study. Being a natural process pregnancy is not an illness. However,
the fact that the risks faced by pregnant women are different than healthy women and
men, makes it essential that this group should utilize certain health care services during
the antenatal period.

This study, which has been carried out under the EC funded Reproductive
Health Programme of Turkey being implemented by the Ministry of Health, aimed to
explore and describe the perceptions of, and health-seeking behaviour related to,
pregnancy and childbirth, and the responsiveness of Primary Hedth Care (PHC) and
Mother-Child Health/Family Planning (MCH/FP) services to these in selected urban
and rural sites in Turkey, in order to inform the design of interventions contributing to
increased utilisation of antenatal care (ANC) and skilled birth attendance. The study
which utilised qualitative methods also had the objective of strengthening the capacity
in the utilization of qualitative methodsin health sciences.

The Health Seeking Behaviour Study has been carried out by a consortium
comprising Conseil Sante (France), EDUSER (Turkey) and SOFRECO (France). The
contributions of many academicians and expertsin the field of qualitative research have
been taken during the study which was initiated in April 2006 and completed in April
2007. In this regard, Prof.Dr.Belkis Kiimbetoglu and Assoc.Prof.Dr.Filiz Kardam who
were both members of the Advisory Group have played an important role guiding the
research. Thefull list of al who have contributed to this study is given in Annex 13. We
would like to express our gratitude to them.



The European Commission Delegation to Turkey and the Ministry of Health as
the stakeholders have provided all the required support and contribution during the
study and have helped us overcome difficulties. In this regard, we would like to thank
Figen Tunckanat from the European Commission Delegation to Turkey and Dr.Rufat
KOse, the Director General of Mother-Child Health/Family Planning of the Ministry of
Health and their colleagues.

We would especially like to thank the Deputy Director General of Mother-Child
Health/Family Planning, Dr. Ibrahim Acikalin for displaying a very good example of
how bureaucracy could be used to correctly and effectively carry out work by finding
practical and sensible solutions and to Dr. Levent Eker from the same General
Directorate who apart from being a good bureaucrat has provided support and
contribution through his scientific knowledge, and also to Dr. Sibel Bilgin for her
support and attention.

We also extend our thanks to Governors, Deputy Governors responsible for
health issues, authorities of the hedth directorates, health centre personnel and
community leaders in Adana, Afyon and Van for the support they have provided to our
research team during field work.

We would like to extend our gratitude to all women and their families who have
accepted to participate in our study and thus contributed to shedding light on this
important public issue through their invaluable views. Without them, the efforts of all
the academicians, experts, and bureaucrats would have been meaningless. We believe
that with the implementation of the recommendations formulated based on the findings;
we in part will have paid our duty to them.

Prof.Dr.Osman Hayran Severine Poulaine Nelin Lyons
Team Leader Consell Sante EDUSER



SUMMARY

The overall objective of the study is to explore and describe the perceptions of,
and health-seeking behaviour related to, pregnancy and childbirth, and the
responsiveness of Primary Headlth Care (PHC) and Mother-Child Health/Family
Planning (MCH/FP) services to these in selected urban and rural sites in Turkey, in
order to inform the design of interventions contributing to increased utilisation of
antenatal care (ANC) and skilled birth attendance.

The study was conducted in Adana, Afyon, and Van provinces (in parts of these
provinces where problems regarding ANC and birth services are observed) with
pregnant women who have never attended ANC or have discontinued ANC services,
their husbands, family elders, peers as well as with health service personnel and
community leaders/key informants using qualitative methods. The sample size was not
caculated as the study was of qualitative nature, and purposive sampling and the
snowball method was used as the sampling method. In line with the objectives of the
study, data collection was done until saturation was reached.

Data was collected through in-depth interviews, focus group discussons and
interviews with key informants. The in-depth interviews and key informant interviews
were conducted by fieldworkers who were selected from the region and given training.
The focus group discussions (FGD) were conducted by short-term experts who were
experienced in this field. Audio recordings of the interviews were made along with
observational notes and these were transcribed and stored digitally.

Data analysis was undertaken by experts. The concepts and categories which
were coded in detaill were grouped under themes and theoretical constructs and
interpretations were made. Various utilities of Microsoft Office Word and Microsoft
Office Excel programmes were employed during data anaysis. Data was collected
through in-depth interviews and FGD from a tota of 239 participants, of whom 111
were pregnant women, the remainder (128) being comprised of peers, relatives, health
care personnel, and community leaders in the selected regions. In this regard, 60.4% of
the pregnant women were in the 20-29 age group, 59.1% resided in urban areas and
98.2% was either illiterate or elementary/primary school ‘graduates. Furthermore,
57.4% were from extended families.

In short, the pregnant women covered under this study were in the young-
middle age group, mosly living in extended families, with low education
attainment levels.

The women participating in the present sudy perceive pregnancy as a natural
process even as a process giving a sense of happiness and fulfilment in general and that
it is unnecessary to go to a health care institution for a check-up in the absence of any
severe complaint. Concern and anxiety observed in some pregnant women is more
related to childbirth and the hedth of the unborn offspring than to the pregnancy
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process. Childbirth, and how the baby will be after birth, are important for women and
their relatives and all concern is focused on these aspects.

The feeling of ‘shame/embarrassment’ is present in amost al women
interviewed and this is expressed universally with a smile. It is understood that this
feeling negatively affects obtaining information and accessing services.

Such symptoms as vaginal haemorrhages, immobility of the unborn offspring,
severe aches and pains, nausea during pregnancy, increase risk perceptions as does the
occurrence of miscarriages, illbirths, babies with deformities, and babies with serious
diseases, in their proximity.

Although pregnant women and their relatives state that attending ANC is agood
thing, they cannot give satisfying explanations as to why it is a good thing. The
explanations given for the benefit of services remain limited to learning the status of the
unborn offspring.

According to pregnant women and their relatives who were interviewed, there
are many and serious obstacles impeding access to health care services. The most
common and highly-rated obstacle is ‘lack of interest and negative behaviour of the
health personnel’. Inattentiveness, bad practice, and miscommunication at health care
institutions come out as being the most responsible features for underutilization of the
provided services.

Other common obstacles in this group are the lack of hedth insurance and
economic problems. These emerge along with lack of education, and gender problems.
Low education levels, lack of education, and living in an extended family structure
where permission of the mother-in-law and husband is required, serioudy impede
women accessing information and services regarding ANC and childbirth.

In some peri-urban areas of Adana and Van provinces and to some extent in the
rural areas, prejudice and concern ssemming from distrust of health services provided
are important obstacles in the utilisation of services. Not providing ANC at primary
health care institutions, or inadequate ANC provision, insufficient personnel, and the
occurrence of organizational and administrative problems, are important obstacles in the
utilization of services.

It is possible to group the pregnant women in the study in 4 categories with
regardstheir health seeking behaviour:

1. Women who are uneducated, live in extended families and have never
attended ANC although their fertility isencouraged and they are under risk.

2. Women who mogtly live in the peri-urban areas and seasonal workers
areas in Adana and Van and who have problems in communicating with the
health careingitutions

3. Women who have previously applied to a health care ingtitution for ANC

or childbirth, however due to such negative experiences as inattentiveness and ill
treatment at the health careingtitution have decided againg utilisng services.

Xii



4Women who mostly resde in urban areas and who do not feel the
necessty of attending ANC unless there are serious health problems but who
definitely think of giving birth at a hospital and who have previoudy received
services.

The information and data gathered from health personnel, community leaders
and key informants indicate that the present primary health care services being provided
are inadequate and problematic with regards ANC and childbirth services. In light of
the findings, recommendations have been formulated to inform policies, srategies and
interventions.
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1. INTRODUCTION

This project is a study that has been carried out in the context of “Reproductive
Health Programme — Turkey” (RHP), which is financed by the European Commission.
The overall objective of the RHP which is implemented under the support provided to
the Ministry of Health (MoH), is to increase the demand for sexual and reproductive
health services and the provision of high quality sexual and reproductive health
services. In Health Seeking Behaviour Study which is carried out in line with the
“Research and Policy Development” activities implemented under this project, it is
aimed to explore and describe perceptions and health seeking behaviour related to
pregnancy and childbirth and the responsiveness of PHC and MCH/FP services to these
in selected urban and rural sites in Turkey, to inform the design of interventions
contributing to increased utilization of ante-natal care (ANC) and skilled birth
attendance. The study where qualitative methods have been used approaches the issue
from the point of view of the people who utilise these services as well as the service
providers.

Turkey has legal framework with regards reproductive health and family
planning. Reproductive health services are provided widely as a part of primary health
care services through the health centres, health houses and mother-child health/family
planning centres (MCH/FP) which make up the first step of public health organizations
and also through secondary health care ingtitutions. However, the indicators related to
the utilization of reproductive health care services are not at desired levels. According
to the results of the “Turkey Demographic Health Survey” (TDHS) carried out in 2003,
the percentage of women who have never attended antenatal care during their last
pregnancy in the period 1998-2003 is 18.6. This percentage is three times higher in the
rural areas (34.2%) when compared with that in urban areas (11.6%). According to the
same survey, 17% of al the childbirth was done without the attendance of health
personnel. Thereis a serious disparity when the east of the country (40.3%) is compared
with the west of the country (4.7%) in this regard.

When the TDHS-2003 results are examined, the fact that there are problems in
the utilization of ANC and childbirth services especially in central and eastern Anatolia
is noticeable. It can also be seen from the gatistics of the Directorate General of
Primary Health Care Services of the Ministry of Health that the percentage of
childbirths realised without the atendance of health care personnel is noticeably higher
in Mus, Bitlis, Bingol, Sirnak, Hakkari, Van, Kars, Ardahan when compared with other
provinces (Annex 1). On the other hand, it is a known fact that with the intense
migration to big metropolises in the recent years and the quickly expanding peri-urban
areas, there are problems in the utilisation and provision of all types of health care
services and especially preventive health care services. However, in the satistics of big
cities and primarily in the statistics for istanbul, due to the imbalance in the urban



structure, the acute condition of the peri-urban areas is masked and the real situation is
not properly reflected.

The factors affecting utilization of health care services can generally be
examined under three headings:

Economic reasons,
Geographical reasons,
Psycho-social and cultural reasons.

It is a well known fact that individuals with no hedth insurance and bad
economic conditions cannot utilise any type of health care service. There are no reliable
and conclusive data with regards the population covered by pension fund, social
security fund (SSK), Bag-Kur (social security for tradesmen) and private insurance.
Activities to edtablish infragtructure for this purpose is on going. The Green Card
practice which has been established to support people with no economic power and who
have no health insurance has been on-going for many years now.

Geographical factors that affect the utilization of health care services can be
summarised as how wide spread these services are, their proximity to places of
residence and the availability of transportation facilities. There are regiona differences
with regards the distribution of health centres, health houses and MCH/FP centres
present as of 2005, their personnel and equipment. When the statistics of the Ministry
of Hedth are examined, although it seems as if there are no differences between
regions with regards the population covered per health centre, the fact that there are
differences in urban and rural population ratios among regions makes one think that
people living in rural areas are more disadvantaged in utilising services. Furthermore,
the ingtitutions in different regions show differences with regards the number of
personnel and equipment they possess and the low numbers of personnel and
insufficient number of equipment is noteworthy especially in the central and eastern
regions. In this context, in the State Planning Organisation Health Comission’s Report
prepared for the Ninth Planning Period, in 38% of the health centres in the eastern
regions there are no physicians and 85% of them do not have any midwives. These
percentages are 12% and 65% respectively for the Marmara region and 14% and 53%
respectively for the Mediterranean region. The Ministry of Health authorities have
stated that arrangements have been made as of the end of 2006 to overcome the lack of
personnel and to balance the distribution and in this context “contract personnel” and
“acting personnel” practices have been initiated. Furthermore, over 14 million Euro has
been alocated for the procurement of supplies and equipment under the Reproductive
Health Programme of Turkey. It is thought that these measures will be effective.

Among the psycho-social and cultural reasons that affect health care service
utilization there are many factors like the habits of people regarding health and illness,
knowledge-attitude and behaviours, beliefs, traditions and customs. For example; it is
not common for a person who has been brought up in a culture that does not place
importance on the protection of health to regularly visit a physician for check-ups
without being ill and utilise existing services. On the other hand in all cultures people
with serious bodily complaints, seek ways to relieve these complaints. This could
sometimes be a visit to the physician, sometimes self administration of a drug,
sometimes taking the advice of someone they trust, or even hope for the help of



supernatural powers. What people do for their health and sicknesses, in other words
their health behaviour; carry importance for reasons of their cultural and individual
characteristics. Health behaviour, health seeking behaviour and health service seeking
behaviour issues, are issues which are always present in the evaluation of factors
affecting health care service utilization and studies done for the development of
interventions to ensure service utilization.

Why people behave differently about their health and when they apply to health
care ingtitutions has been examined in numerous studies. When these sudies are
reviewed it is observed that they fall roughly into two groups.

Some studies are oriented to the “end-point” of the behaviour. In other words, they
are related to where people apply in the existing health system and this is called “health care
seeking behaviour”,

Another group is related to the behaviour “process”. That is it is related to what
people do when they do not feel well and this is called “health seeking behaviour”.

Many theoretical models have been developed with regards health behaviours.
In a review carried out in international scientific journas in the field of health
education, public health and behavioural sciences, 66 different theories developed for
this purpose were found and 21 of these were used in 8 or more articles. The most
commonly used among these theories and models are “Health Belief Model”, “Social
Cognitive Model”, Transtheoretical Model”, “Grounded Theory”, “Planned Behaviour
Theory”, Social Support and Social Ties’, “Ecological Models’ and “Diffusion
Theory”.

This project has been developed taking into account that although reproductive
health services have been widely provided in Turkey under the responsbility and
support of the Ministry of Health for many years, there are still individuals who do not
or cannot utilise these services. This group, is a special group whose behaviour with
regards health care services has to be carefully studied.

Pregnancy is a healthy process as long as it has a hedlthy progress and thus
cannot medically be regarded as an illness. On the other hand, it is necessary for the
pregnant woman to be more sensitive about her body and the health of the unborn
offspring as the health risks she may encounter are higher than a woman who is not
pregnant. In short, it is a normal condition that definitely must be closely monitored.
The health related perceptions and behaviours of this group must be studied differently
than the “ health behaviours’ of those who do not have any complaints or those who
have complaints or illnesses.

Quialitative research methods have been used in this study where pregnancy and
childbirth related perceptions and health seeking behaviours of women who have never
attended ANC or who have discontinued ANC as well as the view points of their
husbands, relatives and service providers are examined. Although qualitative research
methods which are actually methods of social sciences have a very recent past in the
health field in Turkey, it has been long employed in the health field in the world.

The classical method applied in the hedth field is quantitative research.
Although, with quantitative methods it is easy to determine the quantity or in other



words the “how much” and the “how many” of the matter under investigation, it is not
always possible to gather reliable information related to “what”, “why” and “how”.
Apart from knowing how much the services are utilised, in order to correctly organise
and manage health care services, it is important to know why they are utilised and if
they are not utilised why they are not.

It is not sufficient to analyse these type of qualitative conditions which change
from society to society, individual to individual and time to time, using questionnaires
commonly used in quantitative studies and by analysing the existing statistics. Instead,
using qualitative methods, it is necessary to analyse the thinking processes that affect
people’s behaviours, define the individual, environmental, social and cultural variables
that cause these behaviours, and examine their interaction. Underlying factors of
behaviour, can only be thus reliably defined and interventions to cause behavioural
changes be recommended.

There are many qualitative research methods that could be used in the health
field. The key methods used in this study were in-depth interviews, focus group
discussions, key informant interviews and literature review.

The main target group of this study were pregnant women who never received or
discontinued ANC services. In addition, their husbands, family elders, peers,
community leaders and primary health care service providers were interviewed in order
to collect data

The general and specific objectives of the study can be summarised as
follows:

1.1 OVERALL OBJECTIVE:

To explore and describe perceptions and health seeking behaviours related to
pregnancy and childbirth and the responsiveness of PHC and MCH/FP services to these
in selected urban and rural sites in Turkey, and to inform the design of interventions
contributing to increased utilization of ante-natal care (ANC) and skilled birth
attendance.

1.2 SPECIFIC OBJECTIVES:

To identify factors influencing perceptions and heath seeking behaviours
related to pregnancy and birth among pregnant women who never attended
ANC,

To identify factors influencing perceptions and health seeking behaviours
related to pregnancy and birth among pregnant women who discontinued ANC
attendance,

To identify the understanding, attitudes and behaviour of health care providers
related to factors which influence perceptions and health seeking behaviours of
pregnant women who never attended or discontinued ANC attendance,

To identify health care providers perspectives on appropriateness of ANC and
birth services offered,



To explore and describe husbands and other family members, especially older
women and men's perspectives on and involvement in the health seeking
behaviour of pregnant women,

To recommend interventions which aim at increasing the utilisation of ANC and
birth services a PHC and MCH/FP institutions.






2.METHODS

2.1 SELECTION OF PROJECT PROVINCES

In line with the ToR of the Project, the study provinces were determined by
using TDHS-2003 data, MoH datigtics, literature review of the studies carried out in
field previously and expert opinions (Annex 1 and 2). Furthermore the Development
Index prepared by the SPO was analysed to support and give further information
regarding the sitesto be selected.

Although it was foreseen in the ToR of the Project that further analysis of
TDHS-2003 data would be carried out in order to determine the provinces with worst
conditions with regards ANC service utilization, despite various attempts and
correspondence, permission for the further analysis of the data could not be obtained
and the data concerned could not be reached. Instead, published data and findings were
used. In actual fact, even if the data could have been obtained, due to the fact that the
data was collected a regional level, it would not have been possible to make
ascertainment at provincial level, thusthis was not evaluated as a missed opportunity.

According to the TDHS-2003 data, the regions with highest number of women
who do not atend ANC are Central-Eastern Anatolia and North-Eastern Anatolia
regions (Annex 1). According to the Development Index for the Health Sector the most
underdeveloped ten provinces are as follows in descending order: Bingdl, Van, Bitlis,
| gdir, Sernak, Batman, Mus, Agri, Hakkari and Ardahan.

Among these provinces Ardahan has the highest infant mortality rate and
population per physician. It has to be noted that although Van seems to be among the
better of 10 provinces, infant mortality and population per physician is the second
word. The analysis of TDHS 2003 data, literature review and Hedth Sector
Development Index as well as MoH satistics indicate that Ardahan and Van should be
among the provinces to be selected under this sudy.

On the other hand, when the fact that cultural factors have an important
influence on health seeking behaviour and specifically on reproductive health seeking
behaviour is taken into account, choosing provinces with different cultural and
demographic characteristics comes out as a necessity. In this context, in line with the
recommendations of the authorities of Directorate General of MCH/FP of the Ministry
of Health, it was decided that choosing from among Yozgat, Tokat, Corum and
Afyon provinces, which are all typical central Anatolian provinces with their
homogeneous and relatively stable population, mid level development, would be
beneficial and that in this way the comparisons would be better positioned and the
policies formulated and recommendations would be morerealistic.



In addition, it is a known fact that demographic mobility and migration also have
an effect on the health seeking behaviours and hedlth care service utilization of
individuals. Keeping this fact in mind, istanbul with its large and heterogeneous
population structure, its high in-migration from all over Turkey and peri-urban areas
with under developed infrastructure and health conditions; and Adana with a constantly
mobile population due to seasonal workers, problematic peri-urban and rural areas
come to the forefront.

In light of the information given above and detailed explanation in Annexes 1
and 2, the research sites could be selected as one from every group of provinces listed
below:

Groups Characterigics Provinces

Group 1 Low ANC and delivery service utilization, low | Ardahan, Van
Development Index, highest infant mortality
and high population per physician

Group 2 Moderate ANC and delivery service utilization | Yozgat, Tokat,
with different socio-demographic and cultural | Corum, Afyon
characteristics

Group 3 Crowded heterogeneous population structure, | Istanbul, Adana
high levels of in-migration, poor health
conditions in large peri-urban areas

As a result of detailed analysis of the existing statistics and literature and the
recommendations of the Ministry of Health authorities, it was decided to choose Van,
Afyon and Adana from these groups as the project sites.

2.1.1 Determination of problematic areas of the selected provinces

After the selection of research sites, aresearch coordinator was assigned to each
province. The research coordinators visited these provinces to determine the
problematic areas of each province and to select the local fieldworkers who would work
in the project.

In the research provinces, after informing the local authorities such as the
Governor and the Health Director, the necessary permissions were taken and their
support was ensured. Then, the Hedth Directorate Statistics, research reports and
publications related to the region were examined and the views and recommendations
of loca NGOs were taken. In light of al the information collected, the most
problemeatic regions of the province were determined. The problematic regions were
visited and the health care ingtitutions providing services to that region and if present
NGOs were visited and detailed information was gathered.

As a result, the most problematic regions with regards ANC and childbirth
services in the urban and rural areas of each province was determined (Annex 3) and the
process of locating people to be interviewed was initiated.




2.2 SAMPLING

Women who have never received ANC services during their pregnancy or who
have discontinued ANC services make up the universe of the research. In addition to
these women, it was decided to collect data from the husbands, relatives, peers of these
women, health care personnel and community leaders. Since the study was planned as a
gualitative research the calculation of sample size to represent the universe was not
made and non-probability sampling methods were used in the selection of people to be
interviewed.

The method used in the firs dep of sample selection was “purposive
sampling”. In the regions determined as problematic with regards ANC and childbirth
services, with the assistance of the health personnel and/or NGOs, pregnant women
who have never attended ANC or who have discontinued ANC were determined and
these women were interviewed.

In the second sep, using “snowball method” through the women who were
interviewed other pregnant women with similar characteristics were determined and
reached. The interviews were continued until no new concept or different expression
was identified and once the data reached saturation point (theoretical sampling) data
collection was ended.

2.3DATA COLLECTION

Data collection was done by focus group discussions, in-depth interviews and
key informant interviews. The interview guides to be used during interviewing each
group were prepared in line with the objectives of the study and in light of literature on
thetopic (Annex 4, 5, 6, 7).

If the number of pregnant women to be interviewed in one region was enough
for focus group discussion, then focus group discussion was conducted, otherwise in-
depth interviews with individuals were held. The peers of pregnant women were
included in the focus group discussions held with pregnant women. Attention was given
to have an average of 6-8 individuals in pregnant women-peer focus group discussions
with at least half of them being pregnant women. In these discussions, the general
health perceptions as well as their pregnancy and childbirth perceptions, their previous
pregnancy and childbirth experiences, their views, attitudes, behaviours, practices
regarding attending ANC and views concerning health care services were asked and
areas of consensus and differentiation were investigated.

The pregnant women-peers focus group discussions were usualy held in the
house of one of the pregnant women, a a convenient time and date for al participants
in a comfortable environment. The discussions were conducted by one interviewer and
one observer, two short-term experts. Audio recordings of the interviews were made
after getting permission and observation notes were kept by the observer. Each focus
group discussion lasted 1.5 hours on average.

If the number of pregnant women were not sufficient for a focus group
discussion, in-depth interviews were held. The in-depth interviews were conducted by



fieldworkers who had previously been selected from the province and trained in the
objectives of the sudy and the methods to be used. Each in-depth interview was
conducted by one interviewer and one observer. During the in-depth interviews the
general health perceptions as well as their pregnancy and childbirth perceptions, their
previous pregnancy and childbirth experiences, their views, attitudes, behaviours,
practices regarding attending ANC and views concerning the existing health care
services were asked using semi-structured interview forms. Audio recordings of the
interviews were made after getting permission and observation notes were kept by the
observer.. Each in-depth interview lasted 45 minutes on average. The interview forms
used for focus group discussions and in-depth interviews with pregnant women are
given in Annex 4.

During the in-depth interviews held with the husbands and family elders of
pregnant women, the evaluations of the participants regarding the attitudes and
behaviours of pregnant women on ANC was examined. In-depth interviews were also
conducted with key informants (community leaders, health managers) whose
evaluations and views regarding health care services in that region could be importarnt.
The interview forms used in this respect aregivenin Annex 5 and 6.

Focus group discussions with health care personnel excluding managers of the
institutions and in-depth interviews with managers were conducted in order to collect
information regarding the quality and quantity of services provided and the problems
faced and questions were asked to deduce how compatible the ANC services provide
were with the expectation of pregnant women. The interview forms used in this respect
aregivenin Annex 7.

2.3.1 Pre-field test

Pre-field tests were conducted in Ankara and Istanbul to test the data collection
methods and interview forms. Two focus group discussions — one pregnant women-peer
and one hedth personnel — as well as two in-depth interviews were conducted in
Istanbul. Similarly one pregnant women-peer focus group discussion and three in-depth
interviews — pregnant woman, mother-in-law and village head — were conducted in
Ankara. In light of the results the forms were reviewed and finalised.

Initially it was foreseen to collect data using observers notes, audio recordings,
and video recordings, however, during the prefield tests it was seen tha video
recordings would cause discomfort among the participants and thus affect the quality of
the data collected. Therefore it was decided not to do video recordings of the interviews.
Ethical aspects were adhered to during all interviews, and the participants were given
detailed information regarding the study before their informed consent was obtained.

In short, data was collected from four main groups and three methods were used
during data collection. Data was collected from the following groups:

Pregnant women and their peers

Husbands and relatives of pregnant women
Health care personnel

Key informants, community leaders
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The methods of data collection were as follows:
Focus group discussions

In-depth interviews

Key informant interviews

The distribution of completed focus group discussions and in-depth interviews
according to provinces is as follows:

Table 1: Sampledistribution of the study

Number of Focus Group Number of In-depth
Target Groups Discussions Interviews
Adana Afyon Van Adana | Afyon | Van

Pregnant women and 4 2 2 35 15 15
peers

Husbands and - - - 11 5 5
relatives

Health personnel 4 2 2 8 5 5
Key informants - - - 11 5 5
Total 8 4 4 65 30 30

As a result 16 focus group discussions and 125 in-depth interviews were held.

2.3.2 Selection and training of fieldworkers

In order to determine the individuals to be employed for in-depth interviews, the
terms of reference of fieldworkers were drawn up and announced in the research
provinces and on the project web-site.

Taking into consideration the project ToR, the qualifications required for
fieldworkers were determined as follows:

25-30 year old male or female

Residing in the project province with knowledge of the people of the area
Having good communication skills

Able to communicate in local languages and dialects

Having computer skills

Having the time and conditions to participate in the study

Graduate or student of public relations/anthropology/ psychology/sociology/
women’s studies/social work/ other social and health fields.

Candidates who applied with their CVs were interviewed by the research
coordinators and the “ candidate fieldworkers’ were identified and invited to the training
programme in Ankara.

An eight day training programme was organised in Ankara for the training of
candidate fieldworkers (Annex 8). The objective of the training programme was to
assist the candidate fieldworkers in gaining knowledge and skills regarding the research
subject and methods and thus minimize the biases to increase the quality of the data to
be collected.
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Thefirst 5 days of the training was theoretical and information was given to the
candidate fieldworkers on the specific objectives of the sudy, health seeking behaviour
models, the Turkish health care system, antenata care services, qualitative research
methods, interview methods, research ethics and communication skills.

During the second part of the training programme, atwo day field reality test in
the peri-urban areas of Ankara was conducted and each candidate fieldworker was
asked to conduct at least one interview as the interviewer and one interview as the
observer. These were supervised by research coordinators. The mistakes made were
noted and were dealt with during the one day refreshment training given after the field
reality test. A “Training Modul€’ to be used in the training of fieldworkers was
developed.

The successful candidates were selected as“ fieldworkers’ and for each province
one of the fieldworkers was selected as the “field supervisor”. A “Fieldworker
Manual” containing all rulesto be abided by and the interview forms was prepared and
given to each fieldworker (Annex 9).

2.3.3 Qualifications and duties of short-term experts

At amost every stage of this study short-term experts were used. During the
Preparation Phase in literature review and pre-filed tests, and then in the training of
fieldworkers, in conducting focus group discussions, data analysis and reporting many
short-term experts were employed.

Although short-term experts had different qualification according to the
activities they participated in, they had the following common qualifications:

Knowledgeable and experienced in reproductive health,

Familiar with the Turkish health system,

Knowledgeable and experienced in qualitative studies,

Computer literate,

Knowledgeable and experienced in conducting focus group discussions,
Able to do qualitative data analysis and reporting,

With a background of social or health sciences education.

In order to ensure the quality of the results, special care was given to work with
the same short-term experts in the data collection stage, data analysis stage and
reporting, however, some new experts were employed in place of those whose
conditions were not suitable to continue.

2.4 DATA ANALYS'S

2.4.1 Preparation to data analysis

The analysis, in other words the coding and indexing of the collected data was
done by short-term experts from health and social sciences with experience in
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reproductive health and qualitative research as well as the research coordinators. Most
of the experts were ones who had worked in the pre-field and field stages and who had
contributed to the preparation of interview forms and actualy conducted the focus
group discussions.

Before garting the data analysis, two workshops, one in Ankara and one in
Istanbul were conducted to determine how the analysis would be done and the methods
to be used. Some of the technical advisory group and Steering Committee members
participated in these workshops and made invaluable contributions. The purpose of
these workshops was to attain concept, terminology, and vocabulary unity among the
experts during data analysis..

In the first workshop held in Ankara, after giving information regarding the
objectives, methods and data collection tools of the study, as well as health seeking
behaviour models and theories, the method to be used during the analysis was
discussed.

It was decided to first, examine the concepts and statements existing in the
transcripts and observer notes and code them and then form the categories and themes
and lastly to arrive at suitable theoretical congtructs.

During the discussions on reporting the results of the analysis, mainly three
approaches were highlighted:

1-Using the analysis of the interviews conducted at provinces as the starting
point, writing the provincial reports first and then prepare the final report by putting
these together,

2- Using the analysis of the interviews conducted with different target groups as
the starting point, preparing reports for each group first and then prepare the final report
by putting these together,

3-Using the analyses of all the data collected as the starting point, first preparing
the general report and then prepare individual provincial reports.

As aresult of the discussions made it was decided to code and interpret all the
collected data and preparing the general report would be more in line with the essence
of qualitative research and that in this way all concepts, categories and relationships
would be more detailly underlined.

Another issue discussed during the first workshop was whether software
programmes for data analysis would be used or not. Since this study also aims to
develop the infrastructure and capacity for qualitative studies to be conducted in the
health field this was discussed in detail. During the inquiry made by the technical
assistance team members before the workshop, it was understood that most experts
conducting qualitative research manually analyse their data or sometimes use some
features of the Microsoft Word programme to do so. Although NVivo and Etnograph
are widely known programmes for quditative data analysis, no expert who regularly
uses these programmes was found. A meeting was conducted with an expert who was
doing his postgraduate thesis on the use of NVivo for the analysis of Turkish data
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However, a qualified person or organization that offers training on neither NVivo nor
Etnograph could be located. The possibility of bringing an international expert for
training was also discussed but it was then decided that it was not a very good idea.
Although there were a few experts in the group who used these programmes before, the
group decided to conduct the analysis manually. As a result it was decided to analyse
the data using some features of Microsoft Word and Microsoft Excel programmes.

At the beginning of data analysis, in order to find the most frequent concepts and
to familiarize the experts with the data, three groups of four experts were each given
randomly chosen transcripts of 5 in-depth interviews and 2 focus group discussions and
were asked to read and form a draft concept, category and coding list for the next
workshop to be held a week later.

In the second workshop held a week later in Istanbul, the draft lists of concepts and
categories prepared by the experts were discussed and a general list was developed using all
the lists. This list was updated as the new concepts and codes appeared during the data
analysis phase.

2.4.2 Data analysis process

Data analysis was carried by a total of 10 experts — three research coordinators, seven
short-term experts. The technical advisory group members contributed to this process
by sometimes commenting on the process and sometimes analysing the data
themselves. The five groups of two were given transcripts of randomly selected in-
depth interviews and focus group discussions from different target groups and
provinces. The experts in each group were asked to read and code the interviews in
accordance with the draft coding list developed during the workshop, to note possible
new concepts, categories and the codes to be used and inform the Team Leader of these
new codes by a certain deadline.

The second list formed by the addition of new concepts, categories and codes
was compiled the Team Leader and sent to the experts. The experts were asked to read
and code the interviews in light of the new list, to insert warnings and comments where
necessary, and add any new codes found to the list and submit them to the Team
Leader. Inthe groups of two the experts were asked to exchange their documents once
they were finished thus having the same documents being read by two different experts.
Some interviews were read over and over again in keeping with the nature of the
analysis.

Using this method, it was aimed to capture every concept, category and theme
and analyse them thoroughly. By allowing the documents to be read by different
experts, it was aimed to capture every possible variation and to minimise the mistakes
stemming from differences among interviewers and observers.

After the initiation of the readings a third workshop was held, to discuss the
analysis process, experts' evaluations, and problems encountered. During this workshop
the final version of the codes and categories was reviewed (Annex 11). The short-term
experts and the technical assistance team members participated in this workshop.

All the in-depth interview and focus group discussion transcripts which were
read by at least two experts were coded according to the final coding list and the
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statements under each code and category were listed. By allowing the same statement to
be listed under more than one category due to its content, it was aimed to catch all
probable relations.

2.5REPORTING

Five experts were identifies to assist the research coordinators during the
reporting process. A meeting was held with these experts to review the coding and
categories list that had come out during the analysis process, and to determine the
themes. During this meeting, grouping of concepts under certain categories and themes
and existence of probable relations were discussed. In line with the overall and specific
objectives of the study, the thematic framework and the outline of the report to be
prepared were determined.

Since the three research provinces were selected due to their specific
characteristics and that the special findings of these provinces are important for the
project results, it was decided to prepare one general and 3 provincial reports. Thethree
research coordinators worked with four experts to prepare the provincial reports while
the Team Leader with one expert took the responsibility of preparing the general report.
It was asked to abide by the thematic framework decided on during the reporting but
freedom was given on any new concept, relationship and explanation that could come
up during the interpretation of the data. The short-term experts employed during the
reporting process were one sociologist and three public health specialists with
experience in all these subjects.

After the preparation of the draft reports each research coordinator went to their
respective provinces together with short-term experts to present the findings to local
authorities and those who had participated in the study for feedback. The feedback thus
gathered is very important for the validation and reliability of the findings. In light of the
feedback received the data was once again reviewed and the reporting of the findings were
finalised.

2.6 M ONITORING AND EVALUATION

Organization and management as well as monitoring/evaluation at every stage of
the study are important for the suitability of activities to the objectives and for the
quality of the data collected. Therefore, special attention was given to quality assurance
starting with the planning period, and mechanisms to supervise and prevent biases were
developed.

The meetings held with European Commission Delegation and Ministry of
Health authorities during the preparatory stage were very conducive and it was
concluded that their support on every issue could be obtained. The ownership observed
in both side representatives encouraged the technical assistance team. The
Reproductive Health Programme team also were very helpful and opened all their
documents and information to the team’s use.

The “Technical Assistance Team” which took the technical responsibility of the
project, took every precaution to carry out an impeccable and high quality work through
regular weekly meetings, monthly progress reports, close relations with the stakeholders,
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well prepared terms of reference and distribution of duties and a well working information
and feedback mechanism.

In order to have the planned and implemented activities to be evaluated from
technical and scientific points of view, a “Technical Advisory Group™ comprising three
experts was formed. This group which was composed of one sociologist, one anthropologist
and one public health specialist were all professors known for their publications and work in
qualitative research and reproductive health. With the reports this group prepared for each
activity, their recommendations and comments they contributed to the study acting as it
were the “objective eyes” of the study.

The “Project Monitoring-Evaluation Group” headed by the representative of
the Ministry of Health and comprising the representative of the European Commission
Delegation, the contractor and the technical assistance team reviewed the work carried out
through monthly meetings and discussed the problems encountered and the work plan. In
this manner, while attaining a healthy information flow, with a proactive approach
measures against possible risks were taken.

For the training of fieldworkers, data collection and storage, data analysis and
reporting which require special expertise, experienced ‘“‘short-term experts” were
employed. The short-term experts were identified after the candidates proposed by the
technical assistance team were reviewed by the representatives of the Ministry of Health
and the European Commission Delegation in accordance with the terms of reference
prepared. The short-term experts were asked to report every activity they undertook.

In addition, a “Steering Committee” headed by the Director General of Mother-
Child Health/Family Planning comprising Ministry of Health representatives, European
Commission Delegation Representative, State Planning Organization Representative and
academicians from various universities was established by MoH. The Steering Committee
has reviewed the activities carried out and gave comments during the meetings held.

In order to establish an effective monitoring-evaluation mechanism during field
work the following organization was developed.

Figure 1 Field Organization of Health Seeking Behaviour Study

Team Leader
Prof.Dr.Osman Hayran

Field coordinator
Erhan Ozdemir

Adana Coordinator Afyon Coordinator Van Coordinator
Erhan Ozdemir Prof.Dr.Nurgiin Platin Prof.Dr.Anahit Coskun

Short-term Experts Short-term Experts Short-term Experts

Field Supervisor Field Supervisor Field Supervisor

Fieldworkers Fieldworkers Fieldworkers
-Interviewers -Interviewers -Interviewers
-Observers -Observers -Observers
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“Fieldworkers Field Manual” and “Research Coordinators Field Manual”
were prepared and given to all researchers to explain the work to be carried out in the field,
terms of reference and distribution of duties, relationships and feed back mechanisms
(Annex 9 and 10).

In accordance with the organization made each research coordinator was given
the responsibility of one province. Sufficient numbers of interviewers and observers to
carry out the in-depth interviews and short-term experts to carry out the focus group
discussions in each province were employed. One of the fieldworkers in each province was
assigned as the field supervisor of that province. Similarly one of the research
coordinators was given the responsibility of field coordinator and given the duty of
coordinating the work between provinces.

In order to standardise the field work and to minimise any differences among
interviewers and observers they were given training and supervised by the research
coordinators throughout their work. Special attention was given to selecting local people
familiar with the characteristics and culture of the provinces where the study was carried
out. Especially in Van, fieldworkers were chosen from people who could speak the local
languages and dialects to minimise biases stemming from language.

Data analysis in qualitative research requires more subjective approaches and could
be affected from the personal interests, world views and view points of persons doing the
analysis. Thus, in order to minimise individual effects, to carry out the analysis in an
objective manner using a similar approach three workshops were conducted with experts
and the technical advisory group members participated in these workshops to comment on
the work carried out. The workshops also had the purpose of forming a common
terminology and language. A similar approach was also employed during reporting.

2.7 QUALITY ASSURANCE SYSTEM

In order to ensure quality, the quality assurance system of Conseil Sante/Eduser
/Sofreco was used and mechanisms that the technical assistance team deemed necessary
were edablished. The following make up the components of the quality assurance
system:

Operations Manual: This manual contained all the details regarding the
management of daily activities of the project office and methods of every activity to be
implemented, reports to be prepared and rules were given in detail. The manual was
prepared by the Quality Assurance Unit of the contractor in cooperation with the technical
assistance team.

At every stage of the project the stakeholders were duly informed and all activities
were implemented with the approval of the stakeholders and in accordance with the
rules of the European Commission.

The views and comments of the Technical Advisory Group was taken and
they were asked to review the planned activities at every stage of the project. The technical
advisory group in a way were given the role of Quality Assurance Group.

A well working, effective reporting system in line with the rules of the European
Commission was developed and in this context, the technical assistance group has prepared
an Inception Report, Progress Report, Final Report and Monthly Activity Reports.

All reports submitted to the European Commission and the Ministry of Health
were reviewed by the Contractor.
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During technical activities such as literature review, training of fieldworkers, focus
group discussions, data analysis, reporting and strategy formulation short-term experts
were used.

In order to minimise the biases stemming from interviewers and observers, the
fieldworkers were given training and field manuals were used during data collection.

The collected data were continually checked by research coordinators and in the
instances where there were low quality or missing data, the interviews were replaced by
new ones.

In order to form method and language unity during data analysis and reporting, 4
workshops were conducted with the participation of short-term experts, technical
assistance team and sometimes members of the technical advisory group.

In order to test the validity and reliability of the findings feedback meetings at
provinces were organised by research coordinators.

2.8 ETHICAL PRINCIPLES

At every stage of the study ethical principles were adhered to, and this topic was
examined in detail during the training of fieldworkers.

Special attention was given to the principle of confidentiality during data
collection and storage. During the transcription of the interviews codes were used instead
of real names.

Prior to each interview, the participants were given information regarding the
objectives of the study and their permission was taken for the interviews. In this context,
informed consent forms were prepared which are annexed to the field manuals.

During interviews, audio recordings were made in line with the consent of the
participants.

The fieldworkers were chosen from local people who were familiar with the
culture, local languages and dialects and it was ensured that they were not prejudiced or
judgemental about the views of the participants.

Preliminary findings of the study were shared with the research sites and those who
had participated in the study, so that they would not feel just a subject but a beneficiary of
the conducted study.

18



19



20



3. FINDINGS

In the data collection process, 125 in-depth, and 16 focus-group interviews were
carried out; the data was collected from a total of 239 subjects. The distribution of the
interviews (in accordance with the various characteristics of the participants) is shown
in the Table 2. As for the distribution of the provinces with respect to all interviews
held, the dataiis given in detail in the maps (Annex 13).

Since the research was qudlitative and based on a non-probabilistic sampling
method, the numbers and the percentages given in the Table 2 cannot be used for
generalization purposes in a statistical sense. The numbers and the percentages given in
the Table can however be used to understand our research sample. As is seen in the
Table, most pregnant women interviewed are between 20-29 year of age (60%), 96.9%
of whom wereilliterate or graduated from elementary school.

Table 2: Digtribution of the study group according to various characteristics

Characterigtic Pregnant | Relatives | Health Key Pregnant | Health Total
women of personnd | informant | women- personnd
(in-depth | pregnant | (in-depth | s peer (focus
interview) | women interview) | (in-depth | (focus group
(in-depth interview) | group discussion
Number interview) | Number discusson | ) Number
(%) Number (%) Number ) (%)
(%) (%) Number
Number (%)

(*0)

Settlement place

Urban 36 (55.4) 14(68.2) | 10(55.5) | 14(66.7) | 33(53.2) | 39(75.0) | 146 (61.3)
Rura 26 (40.0) 7(31L8) 7(38.9) 6(28.6) 29(46.8) | 13(25.0) | 88(36.7)
Area of seasond 3(4.6) 0 1(5.6) 1(4.7) 0 0 5(2.0)
workers

Age

15-19 5(7.8) 3(13.6) 0 0 5(8.1) 0 13(5.4)
20-29 39(60.0) | 5(227) 3(16.7) 1(47) 39(62.9) | 24(46.1) | 111 (46.3)
30-39 17(26.2) | 5(227) | 13(72.2) | 3(143) | 15(24.2) | 21(40.4) | 74(30.8)
40-49 4(6.1) 2(9.2) 2(11.1) | 12(57.1) 2(32) 7(135) | 29(12.1)
50+ 0 6(31.8) 0 5(23.8) 1(16) 0 12 (5.4)
Sex

Female 65 (100) 16(77.3) | 13(72.2) 3(14.3) 62(100) | 40((76.9) | 199(83.3)
Male 0 5(22.7) 5(27.8) | 18(85.7) 0 12(25.1) | 40(16.7)
Educational Status

Illiterate 35(53.8) 10 (50.0) 0 0 39(62.9) 0 84 (35.4)
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Elementary 28(43.1) 8(36.4) 0 11(524) | 22(35.5) 0 69 (28.7)
Middle schoal 2(3.1) 1(4.5) 0 1(4.7) 0 0 4(1.7)

High school 0 2(9.1) 5(27.8) 3(14.3) 1(16) 18(34.6) | 29(12.1)
University and higher 0 0 13(72.2) 6(28.6) 0 34(65.4) | 53(22.1)
Total 65 (100) 21 (100) 18 (100) 21 (100) 62 (100) 52(100) | 239(100)

As it is seen in Table 2, number of in-depth interviewed pregnant women was
65. Forty-six pregnant women were interviewed during focus groups and 111 pregnant
women in total were included in the study.

Demographic characteristics and ANC attendence of these women are presented
in Table 3. Maority (60.4%) of the interviewed pregnant women were in 20-29 years
old, 59.1% were living in rura areas and 98.2% were illiterate or graduates of primary
school. More than half of them (57.4%) were living in extended families.

In other words, our study group consisted of young-adult pregnant women
living in mogtly extended traditional families and with a very low level of
education.

Table 3: Distribution of the interviewed pregnant women according to
demographic characteristicsand ANC attendance

No ANC Discontinued ANC Total

Number (%) Number (%) Number (%)
Age
<20 4(6.3) 5(10.4) 9(8.1)
20-29 37(58.7) 30(62.5) 67 (60.4)
30-39 20(31.7) 10(20.8) 30(27.0)
40-49 2(3.2) 3(6.3) 5(4.5)
Settlement place
Urban 33(52.4) 32(68.1) 65 (59.1)
Rural 28 (44.4) 14(29.8) 42 (38.2)
Seasond workers area 2(32 1(21) 3(2.7)
Educational status
Illiterate 36 (57.1) 28(58.3) 64 (57.7)
Elementary 26 (41.3) 19 (39.6) 45 (40.5)
Middle schoal 1(16) 1(21) 2(1.8)
Family type
Nudear 27 (42.9) 20 (41.7) 47 (42.3)
Extended 36(57.1) 28(58.3) 64 (57.4)
Tota 63 (100.0) 48 (100.0) 111 (100.0)
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3.1 PERCEPTIONS OF PREGNANCY AND CHILDBIRTH

The women participating in the present sudy perceive pregnancy as a natural
process even as a process giving a sense of happiness and fulfilment in general. On
the other hand, those who had many pregnancies or had problematic pregnancies do not
share this ‘happiness’; those who experienced a negative pregnancy process or those
with relatives who experienced difficult pregnancies are afraid of having similar
problems in their own pregnancies. While part of their fear is related to worries about
their babies lives as well as their own, another cause for concern is the possibility of
unpleasant and/or unkind conduct by health personnel during the childbirth process, and
the fear of neglect and carelessness. The number of those who state that they want to
give birth to their children at home because they are worried that they will
encounter poor conduct from caregivers at the hospital, and that bad things may
happen to them asaresult of the lack of care cannot be underestimated.

Even though the pregnancy is perceived as a process giving a sense of
happiness in general, older women especially those who have had many children,
and economic problems, perceive pregnancy negatively as being a burden. This of
course depends on how much say awoman has regarding her own fertility: in some
cases awoman, who does not want to have a baby, becomes pregnant selflessly
because the male partner wants a child; and, in other cases, a woman may want to
terminate an unwanted pregnancy, but cannot for the same reason.

The relatives of pregnant women perceive the pregnancy postively and
provide them with support. However, there are pregnant women who cannot get any
support and are in effect ignored or neglected during their pregnancy.

Throughout pregnancy such complaints as nausea and aches and pains are
congdered normal if they are not too severe and are not taken as a reason for
receiving antenatal care. If these complaints become severe or are accompanied with
bleeding, it causes women to have recourse to a hedth care ingtitution.

The movement of the unborn offspring in pregnancy is perceived as a sign of
health. L ack of movement in the unborn offspring is considered sufficient reason to
have recourse to a health care ingitution. However, sometimes economic hardship,
or the disinclination of senior family members, or the processes of obtaining permission
from the spouse, make it difficult to receive these services.

If senior family members, egpecially mothersin-law, had had healthy
deliveries and given birth to their children at home, they consder receiving
antenatal care unnecessary for pregnant women and state that the members of the
young(er) generation crave comfort and resort to doctors at their every slightest whim.
As for the husbands, they generally consider antenatal care necessary, but there are
times in which care cannot be received because of its smply not being economically
feasible.

In relation to pregnancy, a prevalent perception especially evident amongst
people from the countryside is shame/embarrassment [Turkish utanma covers both
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‘shame’ and ‘embarrassment’]. Women show a tendency to go out less as their
pregnancy proceeds and their enlarged abdomen becomes noticeable. In addition, they
feel shame/embarrassment talking about the pregnancy with others, both relatives and
peers. As a result of not talking about and discussing their feelings, the knowledge
gained, and experience acquired by women cannot be shared. This diffidence extendsto
health personnel and affects the quality of health care they receive. As can be seen, the
consequences of feelings of shame/embarrassment negatively affect the women’s
utilisation of antenatal care services. It is understood that pregnant women feel most
at easetalking about their pregnancy and its attendant discomforts with their husbands.

3.1.1 Positive per ceptions of pregnancy

It is observed that amost all the women interviewed perceive pregnancy as a
normal and natural process and even as a pleasant one giving a sense of happiness,
regardless of their demographic and socio-economic characteristics. Parallel with this
perception is the sentiment that it is unnecessary to go to a health care institution for a
check-up in the absence of any severe complaint.

“1 snear it's true, pregnancy is a natural condition — I mean to say — if you
don't become ill, if you don’t fee uncomfortable, it's a very normal thing. It's
nice...” (Pregnant woman, 20-year old, first pregnancy, received no antenatal
care, urban, Van)

“Of course it’'s a normal thing, a thing everyone should experience, everyone
experiences, and we want ourselves to experience as well.” (Pregnant woman,
30-year old, received no antenatal care, rural, Afyon)

“1 have never been ill, so why go [to receive antenatal care].” (Pregnant
woman, 38-year old, discontinued antenatal care, semi-urban, Adana)

Women consider it normal to have such complaints as nausea during the first months of
pregnancy, and heartburn and fatigue during the final months and even in these cases
they do not consider it a necessity to go to a health care ingtitution.

“For instance, you're pregnant; nausea may happen, this is normal, in other
words, such things might happen, [therefore there is| no need to go.” (Relative
of a pregnant woman, 26-year old, housewife, urban, Adana)

The desireto learn about the development of the unborn offspring is aprimary reason to
go to a hedlth care ingtitution in the absence of any specific or severe complaint. It is
understood that women go to a health care institution to receive antenatal care services
once in the fourth and fifth months of pregnancy, during which the movements of the
baby are evident. When learning of the fact that the baby is normal, they find it
unnecessary to go again. It has been said that for those who state they may resort to a
health care ingitution in the event that they have a serious health problem, the
priority level isthe degree to which they are laid up because of iliness.

Although a number of the participants state that pregnancy is a condition
requiring regular examinations, they do not say anything about how useful such
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examinations are in relation to the health of the mother and child, except for learning
the health status of the child. According to these informants, going to a health care
institution for an examination without having a specific or serious problem is a ‘good’
thing.

“[You] should go. Yes, it would be fine. You know, if the child develops, it
becomes large. They go to learn if it [the baby] takes vitamins or not. Now they
go into an x-ray as well; they all go.” (Pregnant woman, 22-year old, received
no antenatal care, urban, Afyon)

“ Of course, one should go. It’s better if you go — | mean to say — if you learn
whether you have a something wrong, if your baby is healthy or not. It’' s good, if
one goes.” (Pregnant woman, 35-year old, received no antenatal care, urban,
Adana)

3.1.2 Pregnancy and shame/embar r assment

Another commonly shared perception observed in relation to pregnancy is
that it is“a shameful/embarrassing condition”. This perception is stated by pregnant
women living in rural areas especially; indeed, this perception is emphasised by
relatives and health personnel as well. Pregnant women feel ashamed/embarrassed in
front of senior members of the family and male doctors. They describe their pregnancy
as “shameful/embarrassing”, and they behave diffidently at the prospect of going out
of their house and meeting others. This phenomenon is considered an obstacle for
women wanting or needing to access reliable sources of information on pregnancy
and/or access to health services as well as a more general hindrance to their social
lives.

Living with her mother- and father-in-law, a 20-year old woman, experiencing
her first pregnancy, received no antenatal care, but said that pregnancy is good if it is
comfortable. The same 20-year old woman also stated that she was reluctant to receive
antenatal care smply because she is ashamed/embarrassed.

“| swear it istrue that pregnancy isa normal condition — | mean to say —if you
aren'till, if you do not fed discomfort, it isvery normal. It's beautiful — 1 mean
to say — mine has been going well up to now, that’ s why it was not necessary to
go for any examination; a whole lot of my friends have gone for vaccination,
injection. | swear, | fed ashamed/embarrassed, I'm reluctant, and that's why |
do not want to go [laughing].” (Pregnant woman, 20-year old, received no
antenatal care, no school education, first pregnancy, Van)

Many women stated the belief that pregnancy is something to be ashamed
of/embarrassed about. It is evident from the words of an illiterate pregnant woman,
who has had no antenatal care during her fifth pregnancy, how feelings of
shame/embarrassment limit the social lives of pregnant women.

“Yes, | swear it’strue that [smiling] my brother wasill, too, he went to Ankara
regularly, he's been ill for two months and | ill cannot visit him... because |
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feel ashamed/embarrassed to go... | mean to say—it is a shame/embarrassment
inour culture, we feel ashamed/embarrassed. | don’t talk about pregnancy with
anyonein my life—1 mean to say — not with my family, not my husband’ s family,
| don't talk with my family about pregnancy.” (Pregnant woman, 33-year-old,
fifth pregnancy, received no antenatal care, urban, Van)

“It's shameful/embarrassing here, so we do not ask [laughing]. (Are you
ashamed/embarrassed?) “ Yes” (Well, don’'t you even share your pregnancy
with your sister?) “No, no.” (Pregnant woman, 22-year old, discontinued
antenatal care, rural, Adana)

“[Laughing] People are ashamed/embarrassed, it'strue; I'm
ashamed/embarrassed; | do not know why.” (Pregnant woman, 24-year old,
received no antenatal care, rural, Afyon)

A physician stated the difficulty he experienced with a woman who came for
antenatal care, because of her shame/embarrassment.

“Of course, they fed ashamed/embarrassed of talking about their pregnancy
with any male other than their husbands. [Despite being a doctor] I'm no
exception. As you know, they find the midwife first. When the midwife brings her
to me, | have to question the midwife. When | ask a pregnant woman [a
guestion] directly, | don't receive an answer. | ask the midwife, and she asks the
pregnant woman. She answers the midwife's questions, not mine. There are
times she fed's ashamed/embarrassed of her pregnancy, not because she sees
pregnancy as an illness, you know... How can | explain...? The event of
pregnancy... | can't explain the phenomenon... Look, anyway,
shame/embarrassment accompanies the pregnancy. They also fed
shame/embarrassment in describing their pregnancy-related problems’
(General practitioner, male, health personnel, focus group discussion, Afyon)

A midwife in Adana shares similar views about how pregnant women feel.

“..they aren't open enough, [they are] reluctant when they are with senior
family members, for example; they hide their pregnancy ...even ther
neighbours do not know if they are pregnant until a certain month...” (Midwife,
34-year old, rural, Adana)

“We are villagers, you know, we are ashamed/embarrassed [laughing].
(Pregnant woman, 35-year old, fifth pregnancy, received no antenatal care,
Adana)

A remarkably common feature related to the fedings of
shame/embarrassment in pregnancy is that women always smile abashedly while
they are talking about it. These feelings of shame/embarrassment in pregnant women
appear not to be because pregnancy is somehow regarded as intrinsically
shameful/embarrassing but because pregnancy is a sign, aflagrant physical exclamation
if you will, of having engaged in sexual intercourse.
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3.1.3 Pregnancy per ceived as a kind of ‘burden’

Considered as a happy condition in general, pregnancy might be perceived as a
difficult experience and a burden by older women who have already have a
number of children and for whom the pregnancy isundesired.

“| see it asa burden, you come and go with a burden; you carry a burden. (Do
you carry a burden for 9 months?) Yeah, | carry a burden yeah, and indeed it is
very difficult for me.” (Pregnant woman, 40-year old, discontinued antenatal
care, rural, Adana)

3.1.4 Per ceptions of childbirth

Although pregnancy is perceived as a normal and natural process, this
perception does not extend to childbirth. A number of pregnant women perceive
parturition as ‘dangerous’, so they opt for to give birth (especially to their first child) at
a hospital. According to the focus group interviews conducted with pregnant women
and peers, it was clear that the anxieties and worries emerging over the course of the
pregnancy resulted not from the unique features of the process by itsdlf, but rather
originated from the perceived uncertainty about what would happen in theend, in
other words, during labour (childbirth).

“...Yeah, it'strue; it isdifficult. Either I'll dieor I'll give birth. | mean to say—
we live with this anxiety until the birth... There is always a fear insgde about
what might happen. Will we die or will we be saved? Yeah, | say | fed bad, I'll
die; | pray to God, he comforts me, nothing will happen; my husband worries
with me until the birth... Mine [my husband] neither stays at home nor
worries.” (Pregnant women and peers, focus group, urban, Van)

There is a genera perception that if childbirth happens at the hospital, it will be
altogether healthier. As indicated by pregnant women interviewed, ‘traditional birth
attendants (TBAS)[Turkish ara ebes, (singular), ara ebeleri, (plural): ‘women who act
as midwives but who do not have formal qualifications] rarely deliver the child at
home. As for the health personnel, they state that they encounter a number of caseswith
complications after the childbirth carried out by traditional birth attendants. However,
even though childbirth a a hospital is considered healthy, in rural areas especidly it is
not favoured by women because of the widespread belief that surgical interventions are
likely, and are likely to be oriented toward a caesarean section. As areault, if there is
considered no risk, deliveries are carried out at home. Again, there might be a number
of cases where people do not have recourse to a hospital because of the fear of
encountering poor conduct among health care providers during childbirth. It
happens, though rarely, that people intending to have their child at a hospital, give birth
on the way to the hospital because of the distance from the hospital or the difficulties
encountered in organizing transportation.

It is observed that there is a relationship between the perception of

childbirth as being dangerous, and the desire to give birth at a hospital. Senior
family members, especially mothers-in-law, sometimes do not consider it important for
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pregnant women to give birth at a hospital or do not perceive it as risky and approve of
childbirth a home, particularly if the mothers-in-law had never themselves experienced
aproblematic delivery.

Although making use of health care ingitutions for childbirth seems a
general tendency, mothers-iin-law and economic problems emerge as factors
increasing the probability of childbirth occurring at home.

Another important finding concerns caesarean section. There is a prevalent
negative per ception about caesarean section. Such perceptions of caesarean section
may affect the degree to which a number of pregnant women have recourse to a
hospital for childbirth. In afocus group interview held in the rural parts of Adana, a
pregnant peer (wife of the village imam [a Moslem cleric]) stated that the likelihood of
having a caesarean section, instead of a vaginal delivery, at a hospital makes a number
of women opt for childbirth at home. These women think that pregnant women are
given a caesarean section merely because it is undemanding for the health personnel.
However, caesarean section is not a favoured practice for women living in the area and
is perceived negatively.

This perception is founded on two reasons. First is the idea that after a
caesarean section the number of possible deliveries becomes limited. Naturaly, it is
those families with a desire to have a plenty of children especially, who do not want to
have a caesarean section. Another reason behind the reluctance to have a caesarean is
that it is related to the emergence of a number of health problems afterwards.

“1 had my second child through normal childbirth, the third with caesarean. |
had the caesarean and returned [ home]; they [the people around me at home]
even said that you had an operation; [but] if you had it at home, it would be
normal because you've got two children. You had two normal childbirths, the
third one was caesarean. (What matter if it is caesarean?) [It ig asif you are
half a person, they think you have ailments when you have caesarean, actually
some may have, [but] thank God, | didn’t have any ailments. I’'m in my fourth
year and | don’t have any ailments...That's the way people think. Why did you
go? Look, it would be normal if you had it at home? When you go there [to the
hospital], they make you lie down anyway as an easy procedure [for them| and
cut you up with a knife. Why do you have yourself cut up and made a half
person? You know, they have a desire to have lots of children, so when you have
caesarean, it prevents you having more [children], they think it is harmful for
childbirth, that’s why [they think that it is not good].” (Pregnant-peer focus
group, rural, Adana)

3.1.5 Per ception of the unbor n offspring

Women evaluate the course of pregnancy with the movements of the unborn
offspring. These movements are considered important and worthy of vigilance. For this
reason, the use of ultrasound is quite common and is a notable factor in ensuring that
pregnant women have recourse to health care institutions during pregnancy.
Mothers want to learn the condition of the unborn offspring. The women who go to
receive antenatal care services want to have the unborn offspring scanned with
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ultrasound and be informed about it. A number of women complain about physicians
not giving enough information about their pregnancy and the condition of their unborn
offspring.

Ultrasound is considered important because it provides information about the
position of the unborn offspring as well as indicating the course of its development.
Therefore, expectant mothers opt for ultrasound examinations because they can be
informed beforehand of any likely problems that may befall during childbirth. This
leads expectant mothers to solicit antenatal care services from state hospitals and even
from private hospitals—the latter because of the perception that they provide better
treatment and more satisfying explanations than health centres.

Even though pregnant women care about the inactivity of the unborn offspring,
the digance of the ingtitutions providing antenatal care services and
transportation difficulties hinder their accessto these services.

“ For example, my pregnancy isin its sixth month, thefifth is over. It's been four
to five days since it’ s entered the sixth month. Sometimes my baby doesn’t move
frequently. A six-month old baby should move often, but it doesn't. If there were
a health care inditution here, | would go there and I’d say | have a problem.
But even if | go now, who shall take an interest in me. | mean to say— have to
go to Van. It's another problem. If there were such an institution here giving
help, 1 would go. You usually feel sick. Recently, my abdomen has hardened.
The baby didn’t move for one or two days, but | couldn’t go... | had nowhere to
go.” (Pregnant woman, 21-year old, second pregnancy, received no antenatal
care, rural, Van)

3.1.6 General health per ception and behaviour

Women state that they do not have recourse to a health care institution upon
having a health problem. The problem is expected to get better spontaneously or with
medicines taken a home. The women who were interviewed generally stated that if
they were ‘very ill’ or had a serious condition requiring an urgent intervention, then
they would go to a health care institution. A number of participants describe those who
have recourse to the health care institutions without any severe condition as being ‘fond
of comfort’.

“1 snear it'strue, if it doesn't get to be too intolerable, | don’'t go. | don’t even
remember, as | said, the last time | went there... | mean to say—’m not that
kind — I mean to say — like fond of comfort. If they take me to the Emergency by
ambulance, then I’'ll go. I'm not that kind — | mean to say — a woman fond of
comfort [laughing].” (Pregnant woman, 31-year old, discontinued antenatal
care, semi-urban, Adana)

While most of the participants reveal that they would go and receive health

services only if they had serious health problems, a number of the participants are
proud of not recelving preventive health services.
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The condition of not receiving any health services unless they are sick is a
condition observed by community leaders as well.

“There is no such thing. What | mean to say is that our people definitely do not
go to the doctor until they become sick. They do not go, whenever thereisillness
and they are in a difficult postion they run to the health centre.” (Muhktar
[Head of Village], 38-year old, e ementary school graduate, rural, Van)

The tendency commonly observed as general health-seeking behaviour is
toward not going to a health care institution without being ill, or rather serioudly ill.
Even during the course of illness, people show such a behaviour as waiting for awhile,
then when the symptoms of the illness get intense, and then, and only then, having
recourse to a health care institution.

“First of all, | try to get better by myself.—Er—thisis our style; somehow — |
mean to say — | try some hot drink made with mint and lemon.... That isto say if
| were very sick and bedridden, then I’d go to a doctor. Otherwise, | try to
recover by myself.” (Husband of pregnant woman, 22-year old, urban, Afyon)

A number of women adopt a fatalistic point of view towards their health, and
both illness and good health are considered an ‘act of God'. Those who adopt this
point of view do not believe that they have any determinant role over their health
and do not recelve any antenatal care services.

“No, | swear to God, there is not. Whatever is written in on€' s destiny, it will
happen.” Pregnant woman, 30-year old, received no antenatal care, semi-
urban, Adana)

“...we do not go. We say it's an act of God, whatever the consegquences.”
(Pregnant-peer focus group, semi-urban, Adana)

“1f God wishes, one doesn’t feel sck; | mean to say—whatever the one and the
only God wishes, it will be. Until this age, | never got sck; [I have] always
relied on God, now...I'm very well.” (Pregnant woman, 20-year old, received
no antenatal care, urban, Van)

In such cases like ‘the pain of death’, seeking outside help and assistance may
take the place of fatalism.

“1’m going to give birth to my child at home. If God and all Mudims do not
withhold their compassion...God is great. If | had the pain of death, then |
would go to Van for labour.” (Pregnant woman, 43-year old, illiterate,
eleventh pregnancy, received no antenatal care, rural, Van)

As for a number of other pregnant women, they consider health a priority.

However, this priority is not related to the idea of protecting or improving one's health,
but rather with the condition of getting over illness.
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3.2 ATTITUDESAND BEHAVIOURS TOWARD PREGNANCY AND CHILDBIRTH
3.2.1 Self-carein pregnancy

In pregnancy, the most carefully attended thesis is not doing any heavy
work and not carrying heavy weights. This thesis has been cited as significant by
both pregnant women and their relatives. Besides this, pregnant women and their
relatives pay attention to their nutrition and hygiene.

Many pregnant women and their peers agree with the idea that a pregnant
woman should not carry weights during pregnancy. There is an opinion that carrying
heavy weights results in miscarriage and defects in the baby.

“ But as you know—er—my husband tells me all the time as a health precaution,
you know, do not carry heavy things, do not tire yourself much, as a precaution
for such kind of things—er—we do not do many things. We do not — | mean to
say — | do not do myself, my husband tells me that something might happen in
the end, and | swear it's true that | try to take care of mysef better. For
example, | try not to carry heavy things while I’'m cleaning my house. For
example, sometimes | take reactions, too you know, the neighbourhood, saying
that you do not do much work—er—you do not...” (Pregnant woman, 26-year
old, first pregnancy, discontinued antenatal care, rural, Van)

“We take care of our nutrition, | do not carry heavy weights, if | did, either |
would have a miscarriage or my baby would be disabled — | mean to say — | pay
attention to my food, regularly.” (Pregnant-peer focus group, rural, Adana)

Pregnant women are in need of obtaining information from health personnel
especially about nutrition. In the focus group interviews held with health personnel it
was stated that training is given to pregnant women on nutrition and hygiene. However,
expectant mothers and their peers complain about not getting any information from
health personnel. Pregnant women sate that they can ask the questions on their minds
freely and get satisfying answers about nutrition only if they go to a private practitioner.

“ A private practitioner tells everything; you can ask whatever you want; she
pays attention to you. You can call and ask her whenever you want; when you
have a question, you can call, she informs you, tellsyou to eat fish, [to] nourish
yoursdlf well.” (Pregnant woman-peer focus group, semi-urban, Adana)

Pregnant women take care of their nutrition and food and try to consume such
nutriments as milk and egg which they believe to be beneficial. A number of them keep
themselves away from the places where people smoke, try not to eat much and not to be
gorged during pregnancy.

One of the participants stated that wearing tight dresses results in miscarriages.

Wearing comfortable clothes and being in places where they are a ease are favoured.
The insalutary effects of smoking are also accepted.
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“ Cigarettes, | used to smoke; | haven't smoked since | got pregnant.” (Pregnant
woman, 34-year old, fifth pregnancy, received no antenatal care, urban, Adana)

Those who try to expand their knowledge about pregnancy and childbirth
do this by watching TV more. Again, a few participants stated that they read things
about pregnancy and birth. Pregnant women find it normal to move around and do some
light housework during pregnancy. Also, there are some who go for walks during

pregnancy.

“What do | do? | do my regular housework. | cook. After dinner, | go for a walk
in the coolness of the night.” (Pregnant woman, 34-year old, fifth pregnancy,
received no antenatal care, urban, Adana)

3.2.2 Ailments experienced during pregnancy

The most commonly cited types of discomfort in pregnancy are lack of
appetite, nausea, pyrosis (a burning sensation in the ssomach and oesophagus,
with belching of watery fluid), stomach-ache, weakness, and complaints about
teeth. These complaints are regarded as normal and do not require a visit to a doctor.
Health personnel state that people have recourse to a health care ingtitution when the
ailments of women get intense or when any problem is detected in the baby. Such
conditions as kidney pain, bleeding or fainting are considered sufficient reason to go to
a health care institution. Pregnant women have recourse to the health care ingtitution
when pain becomes intolerable or any life threatening condition emerges.

“Yea, | snvear to God it’ strue, the same things are happening again but thistime
I’ve got a lot of discomfort... When | get pregnant, | can’'t eat anything, have no
appstite... | do not eat food and so... I’m so unwell; | have backache, stomach-
ache, you know, one cannot lie down, with these.” (Pregnant woman, 23-year
old, fifth pregnancy, no antenatal care, urban, Van)

Sometimes in pregnancy women have such a problem a swollen feet, a
potentially serious problem, but they do not receive any antenatal care for this problem.

“ Yeah, my feet get snollen, saollen very much.” (Pregnant woman, 26-year old,
eighth pregnancy, received no antenatal care, rural, living in an extended
family, Adana)

In the event of having severe aches, pains and threats of miscarriage in
pregnancy, antenatal care is more frequently received and the suggestions of
physicians are more readily welcomed and accepted.

“ My pains increased at home, you know; | went [and] the doctor told me not to
carry any [ heavy] weight. We went to the maternity hospital, we were examined,
and there was a threat of miscarriage. The doctor said your baby was on the
way down, so you had to be careful. | went there once for this reason. Later on
he asked me to go again, and | went there once more.” (Pregnant woman, 27-
year old, seventh pregnancy, discontinued antenatal care, living in an extended
family, urban, Adana)
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Complaints related to teeth become evident in the pregnancy. Most pregnant
women stated that they had rotten teeth during pregnancy, so they had to have them
extracted.

“1 swear it'strue, | have tooth ache whenever | got pregnant. That isto say, |
have to have two to three teeth pulled out throughout my whole pregnancy.”
(Pregnant woman, 38-year old, received no antenatal care, urban, Van)

“No, | swear, | do not use any [ medication], unless the doctor gives [it to] me.
He gave me a blood building medicine and an analgesic and | used them. |
didn't use any other medicine up to now. Well, as you know, | also had a
toothache, so | had to have my tooth pulled out.” (Pregnant woman, 27-year
old, seventh pregnancy, discontinued antenatal care, urban, living in an
extended family, Adana)

In addition to such complaints as nausea, groin pain, rashes, and limited
movement, other complaints like weakness, fatigue, headache, back pain and pains in
other areas of the body increase during pregnancy. Expectant mothers ailments are
evaluated according to the customs, traditions, and practices of her milieu. A pregnant
woman who received antenatal care states that since she does not tell anything to her
mother- and father-in-law, because she cannot go to a doctor, even if she has
complaints.

“If | you say let’'s go to the ‘dogdur’ [doctor], [they say] it's just the State of
pregnancy, that amount is normal. Okay, I'll take care. We cannot say anything
to the mother-in-law, father-in-law. It's a normal thing. They say it happensin
pregnancy.” (Pregnant woman, 20-year old, discontinued antenatal care, rural,

Afyon)

Relatives and pregnant women worry that some health problems may affect the
baby. Therefore, relatives and pregnant women want to have recourse to a health
careingtitution not because of the discomfort of the pregnant woman but purely to
discover if there has been any damage doneto the unborn child.

" That's why my kidneys are inflamed as well, excuse me, my kidneys are
inflamed, inflamed [digtracted, unhappy], that's why | want to go. Let me just
have look, if it has any [done any] harm?” (Pregnant woman, 31-year old,
discontinued antenatal care, semi-urban, Adana)

A pregnant woman who isliving in arural area, undergoing her third pregnancy
without any antenatal care clearly describes an iron deficiency symptom called pica
(defined as atendency or craving to eat substances other than normal foodstuffs). When
the symptom shown by this woman who has had no antenatal care is taken into
consideration, it isunderstood that thereisan intense need for a type of care which
cannot be met solely through antenatal care services.

“1 mean to say—you want to lick the soil up off the ground. | feel like eating my
own body like this, but | cannot, it smellsto me —1 mean to say — | wanted to tell
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you yesterday, but | forgot, | remember today, | wanted to ask.” (Pregnant
woman, 30-year old, received no antenatal care, rural, Afyon)

3.2.3 Traditional practices

Among the traditional practices related to pregnancy and childbirth the most
well-known isthe assstance provided by a ‘traditional birth attendant’ [ara ebed]
or senior family members. Health personnel, pregnant women, and peers participating
in the present study indicated that the number of traditional birth attendants [ara
ebeleri] has decreased to agreat extent, in some areas they have totally disappeared. But
even if it israre, they may still assist during childbirth. Although a number of pregnant
women, peers and relatives had positive views towards traditional birth atendant [ara
ebegi], health personnel stated that uterine atony bleedings and uterus rupture caused by
these women endanger the health of the mother and child. Mogt of the participants also
expressed the view that traditional birth attendants [ara ebeleri] were arelic of abygone
eraand that today childbirth at a hospital is preferred.

In the present study, no folkloric behaviour related to antenatal care or a
healthy pregnancy process was encountered. However, there do persig traditional
beliefs and practices regarding the inability to get pregnant and to the treatment
of the baby after birth. A number of these practices are carried out by traditional birth
attendants [ara ebeeri]. For example, regarding the former point concerning the
inability to get pregnant: it is believed that traditional birth attendant [ara ebeS]
change the position of the uterus through massage and enable these women to get
pregnant. It is stated that some traditional birth attendants [ara ebeleri] may ease pain,
or simulate the movement of a hitherto inactive unborn offspring by inspecting it with
their hands and changing its position.

“Women had changed the position of the uterus by groping well then. You
know, it ishard for a reverted uterusto get pregnant, but according to what they
say, the woman had loosened, relaxed, crumbled with massage, such things
have been said; there are even some who tell that without any gynaecologic
intervention from below, something had been done only with outward massage,
and finally they got pregnant; there are still ones who engage in this stuff.”
(Health personnel focus group, semi urban, Adana)

“Now, she applied soap to her hand, she was pulling upwards under my
abdomen, she was turning my belly like this. When she turned, | sensed — | mean
to say — the turning of the baby. When she turned, she revolved my abdomen
and the baby started to move. She said look how | turned your abdomen and
your baby, and it has started to move. It was really so. It had not been moving
for a week. It was...in my womb, [but] there was no activity. | mean to say —to
say — however she touched, the baby got well.” (Pregnant woman, 27-year old,
discontinued antenatal care, second pregnancy, semi-urban, Van)

“There are licensaions and such and such as you see, when they occur, they go
to traditional birth attendants. They have their abdomen pulled; | mean to say—
they say it has fallen down [laughing]” (Pregnant woman, 40-year old,
discontinued antenatal care, rural, Adana)



In Afyon area there are holy places where the women who are unable to get
pregnant go to and those who vowed to make an offering go there again when they get
pregnant to celebrate their wish come true by killing an animal as a sacrifice. In the
rural parts of Afyon, the rope tied to the waist is described as a method to get pregnant
and it is not removed until the birth.

“We' ve got a holy place [Turkish yatir, ‘ place where a holy man is buried’]. We
go there. People go there frequently. Those who are unable to get pregnant go
there. They say please God, give me a baby. They visit there again when they
are pregnant. They sacrifice an animal. Young women go to this holy place if
they do not have a child for three or four year.” (Pregnant-peer focus group,

Afyon)

“1 went there twice. We go there. H— B—tied it. This rope (they tie it to their
waist until birth), we believe in [this] deeply. Oh, here we have. | have, too.
Here, when you believe, look | am tied, too. You won’t remove it until birth. He
said it will stay there until it breaks off.” (Pregnant-peer focus group, Afyon)

With regard to the second point concerning the treatment of the baby in the
period after birth: there are various practices such as salting the baby; pressing a
piece of burnt linen on the navel; and rub ant eggs under the armpits. In the focus
group interviews, participants stated that they had learnt these practices from senior
family members and they asked the researchers if they are harmful to the baby or not.
Younger women especially tend to question the accuracy of these traditional practices.
Health personnel also agree that these traditional practices exist.

“Friend, oh, if you washed the baby with honey, it would be honeyed. They
especially apply thisto girls, thinking that they would be pleasant. Later on they
salt the baby so that it wouldn’t smell, then they apply ant eggs under the
armpits if they find [any] so that the baby girls do not have hair. If you found
ant eggs, no hair would grow. | do not know.” (Nurse, 31-year old, urban,
Adana)

In addition to the beliefs regarding remedying the inability to get pregnant and
the treatment of the baby after birth, there is a belief that the position adopted whilst
lying on the bed determinesthe gender of the baby. It is notable that even health care
personnel take this belief serioudly.

“ According to what they say if you get pregnant and if the baby rests on your
right, it will be a boy. If it rests on the left, it will be a girl.” (Pregnant-peer
focus group, Afyon)

“ ... 1 mean to say—if you lie on your right, it isgirl; if you lie on your left, it is
boy. You see, | know a doctor who recommends lying on the left. Yes, the doctor
that our daughter-in-law went to in Yesilevier recommended it. | said to myself
oh, goodness gracious [Turkish, allah, allah]; there are whole lots of things |
don’'t know. Oh, if | lie on my left, it will be a boy, | said well, lie on your |eft
anyway. Look at the coincidence, she had a boy. Now believe me, | think
whether | might be pregnant [laughs].” (Nurse, 31-year old, urban, Adana)
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A small number of women put the suggestions arising from the customs and
traditions of their milieu into practice and find explanations of the changes in
pregnancy. For example, suggestions come from the senior family members about the

spots appearing on the skin during pregnancy.

“My mother told me... As you see, there were a lot of spots around here
(showing her nose and cheeks) in my first pregnancy. —Er—she said to me—
er—when you give birth —er—for example, wet your hair like this[showing the
way she does so, by moistening the tips of her hair with her tongue] and strike
your face with it... I’ve only got around here [showing the place between her
nose and lips].” (Pregnant woman, 22-year old, third pregnancy, discontinued
antenatal care, urban, Van)

“ My mother-in-law told me to apply stingy nettles (the milk of stingy nettles), so
that it might get well. They didn’t tell me to drink anything, just made me apply
it. I only applied it, but it didn’'t help. | made a poultice twice but it didn’t work.
Later on, the traditional birth attendant [TBA] told me to go to a gynaecologist
at all costs.” (Pregnant woman, 22-year old, no antenatal care, urban, Afyon)

Even though the people who are invited to help the childbirth at home are called
‘old woman' or ‘neighbourhood midwife' [ara ebesi], most of the time it is the female
relatives who provide support during childbirth.

“We had to bring the old woman to the house because there was no doctor. But
if we have a doctor, we won't bring the old woman. If there were health
personnel, why should we bring an old woman? But since there is no doctor, we
have to have an old woman. | sinear to God, that’sit. But do you know that she
doesn't attend every childbirth? If the old woman thinks that the mother isin a
bad condition, if the childbirth is difficult, she never interferes. She says take the
mother to Van. She looks, makes an examination and if the mother’ s condition is
good, she does it well, [and the] woman feels pleased as well.” (Relative of
pregnant woman, 37-year old, illiterate, sem urban, Van)

There are also some practices to make the childbirth easy. One of them is
rubbing the arms and waist of pregnant woman with sherbet [Turkish serbet, ‘a
mixture of sugar and water’] and examining the uterus manually. Another is a
religious one, like putting the Koran or bread at the bedside to make the childbirth easy.

“For example, they were helping me, making me walk, giving a massage to my
waist, sherbet, and so on... No, my mother-in-law was sitting next to us, rubbing
our arms. She was holding our waist. She was examining our uterus with her
hands. Until the birth...” (Pregnant woman, 43-year old, eeventh pregnancy,
received no antenatal care, rural, Van)

It is understood that the most prevalent traditional practice related to
health in all regions is bone setting. The reasons for this are on the one hand,
ignorance, and economic hardship, and on the other, the waiting and perceived
complexity of the procedures of the hospitals. It can be extremely difficult for illiterate
women especially to solve their problems at the hospital. However, it is stated that
bonesetters may solve the problems of the patient sraightforwardly and in a short
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period of time. Furthermore, it is known that the cost of such traditiona practices is
much lower compared to those of a health care institution. For these reasons, it is
understood that people opt for the bonesetters that are well-known and have been
trusted for yearsin their area. Even amember of the health personnel recommended that
his own patient go to such a bonesetter to treat a broken arm. The health personnel
member statesthat since the bonesetters do not intervene in the cases they find difficult
to cope with and they refer the patient to a health care institution, they do not do any
harm to the patient.

“There is, hadji [hajji], we've got such a bonesetter; as a matter of fact his
name is Hadji anyway. I've broken my arm recently; patients have
recommended me to go to him. They listen to Hadji when he says you should see
the doctor, they then say | should go, and they go.” (Health personnel focus
group, semi-urban, Adana)

“You see, he applies soap and pulls the finger. Yes, it helps the broken [ mend
the broken bone]. | take her there. If she[thig] issick [showing her daughter], |
take her to the physician. (Relative of pregnant woman, 32-year old, housewife,
urban, Adana)

“1 snear to God it is true that | do not believe in such things as hadji-hodja
[faith-healing]. | just believe in God. But there is bone setting stuff. They do [it]
when there is didocation. When the x-ray is taken, when there is something
broken, it is shown anyway, when it is put in the plaser cast, but most
recommend the stuff here. | mean to say—they do [it] and it also gets well.”
(Relative of pregnant woman, 37-year old, illiterate, semi-urban, Van)

3.2.4 Privacy and shame/embarr assment

Most pregnant women, their relatives, and peers, participating in the present
study revealed that they do not go to a male physician because they are
ashamed/embarrassed unless they are consgrained to do so. The fedling of
shame/embarrassment is especially evident on the subject of gynaecological
examinations. Besides, there are those who are ashamed of/embarrassed about
talking to a physician and asking about her own condition. The feelings of
shame/embarrassment also influence the selection of health personnel. Even though
there is a physician available, pregnant women may sometimes opt to have their child
delivered by a midwife. But ill, many of the participants indicated that they are
growing accustomed to the idea of male physicians dealing with pregnancy, and
expectant mothers should they feel obliged to will be examined, or have their baby
delivered, by amale physician.

Expectant mothers may increasingly have recourse to private hospitals because
these hospitals cognizant of the traditions, customs and practices of their clients, choose
their gynaecology specialists among women. It is also Stated that sometimes women
may have their baby delivered a home instead of the hospital just because of the
feelings of shame/embarrassment.

A number of women will not be examined by a male physician & all; others are
examined by a male physician only if there is no female physician available.
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“When | first went to a physician when | was pregnant with this one, we went to
the maternity hospital, later on to MarSA [a health institution constructed by a
Turkish company, part of the Sabanci group]. There were male physicians
there; my husband didn’t let me be examined; | didn’t think it was appropriate,
either. So, if thereisafemale physician, why go to a male physician?” (Relative
of pregnant woman, 26-year old, housewife, urban, Adana)

“Women opt for the stuff; they opt for the female physicians. They do not opt
for male physicians as long as they don’t have to.” (Pregnant woman, 26-year
old, thefirst pregnancy, discontinued antenatal care, semi-urban, Van)

It was stated by health personnel that the lack of careful attention to expectant
mothers privacy decreases the likelihood that they will make use of health care
ingitutions. It was dated that expectant mothers privacy was not taken into
consideration in the design of these ingtitutions; for example, the placement of the
rooms is such that there is likelihood that women during their examination can be seen
by casual observersfrom outside.

“ The atmosphereis not suitable here to ask an expectant mother to uncover her
abdomen; there is no suitable place to examine her. What has been done? This
is a two year old building, prefabricated; it was planned as a health centre but
with only two rooms for physicians and a policlinic; no secretariat was built, no
special unit for family planning was conddered. | myself had a PVC folding
screen made for family planning after informing the head of personnel—it'slike
this. | had it made so that the visitors outside couldn’t see the gynaecology table
directly in front of them; 1 mean to say—they do not plan anything, it has been
made haphazardly, a whole lot of money has been spent in establishing this
place, lots of things have been done, [but] it’'s not suitable for a health centre.”

(Health personnel focus group, Adana)

The feelings of shame/embarrassment do not only affect the capacity to ask
guestions, but also the relationship between the physician and the patient.

“1 mean to say—sometimes my mother-in-law, and others with her, speak in this
way, my mother and others aswell. They say how will we go? For example, this
girl, she sayswe sit like this. She says ah girl, | used to be like this before. | say
when | used to go to the doctor, s’/he used to look at me, | used to close myself,
and | used to feel shame/fembarrassment. But now | do not fee
shame/embarrassment anymore. A person that saw, and looked that much
doesn't fed shame/embarrassment anymore. | swear to God it is true,
everything is obvious” (Pregnant woman, 26-year old, fourth pregnancy,
discontinued antenatal care, rural, Adana)

3.2.5 Thefactorsthat facilitate the process of pregnancy

Among the factors that facilitate the process of pregnancy, the foremost is the
help provided to the woman in doing household chores. It is generally accepted that
pregnant woman ought not to lift any heavy weights, nor work in the field during
pregnancy—and she receives adequate support in these matters. Expectant mothers
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living in extended families stated the fact that they generally support each other in doing
household chores. This mutual support is considered significant and facilitates the
pregnancy process. Pregnant women indicate that such chores, as washing the clothes
and rugs or kneading dough which they describe as *heavy’ work, are performed by the
other women in the house.

“For example, she was fedling sick in her ssomach because of the food, its
smell; we didn't let her do it; | or my mother-in-law was doing it [instead].”
(Relative of pregnant woman, urban, Adana)

“For example, you hang out the laundry, they say do not hang them out I’'ll do
it, you are pregnant; you knead dough, [they say] do not knead it, I’'ll do it.”
(Pregnant-peer focus group, rural, Adana)

My mother-in-law is doing [the work] , my sisters-in-law are doing [the work] ...
For instance, for all | know, a heavy weight, they do not let me cook the bread.
Our water has been cut off snce yesterday, they do not let me go and fetch
water. That isto say, they help me a lot with [respect to] my pregnancy. They do
this much— mean to say.” (Pregnant woman, 18-year old, first pregnancy,
discontinued antenatal care, semi-urban, Van)

“For example when my womb gets bigger, they try not to send you to work.
They get a job. . Later on, they look after your kids. You only deal with
cooking—um— | mean to say—when the childbirth is close. That isto say that
they protect you.” (Reative of pregnant woman, woman, 19-year old, rural,

Afyon)

Some pregnant women dated that their husbands behave more
conscientiously during their pregnancy. They state that the husbands help them if
they need it.

“ Mine does, when | have cravings, when | fed nauseous, he helps me. | mean to
say—not in normal times, only when I’'m pregnant.” (Pregnant-peer focus
group, rural, Adana)

“1 mean to say—for example that when my family learnsthat I’ m pregnant, they
treat me better. Especially my husband. | mean to say—even if he doesn’t have a
job, he tells me everyday not to go to work, eat well—er—such things— | mean
to say — he treats me well, but in spite of this, | ill think, | mean—er—no job,
such and such.” (Pregnant woman, 22-year old, third pregnancy, discontinued
antenatal care, urban, Van)

However, the condition mentioned above is not always the case. The situation is
different for most pregnant women who migrated from Eastern and Southern
Anatoliato Adana. These women sate that a man cannot do a ‘woman’sjob’ and
they do not find it natural for a man to be busy with household chores. In this
environment, men are expected to work in jobs that enable them to earn money. When
they arrive home, men want to be waited upon. Even if their husbands do not help them,
women state that their husbands take the pregnancy process into consideration and do
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not ‘force’ them. Many women do not have any expectations regarding support from
their spouses—in household chores at least.

“ Husbands don’t do women’s job.” (Pregnant-peer focus group, semi-urban,
Adana)

“Husbands do not want to; they do not do [household choreg for us, but
neither do they force us. They do not do such things...; | mean to say—they do
not disturb us.” (Pregnant-peer focus group, semi-urban, Adana)

3.2.6 Working during pregnancy

Since all expectant mothers interviewed in the province of Van were
housawives, the subject of daily household chores was topical. A small number of
expectant mothers said they had worked in a job to earn money previously. Women
who live in a nuclear family stated that they carry out their daily chores by themselves.
As for women who live in an extended family, they stated that they share the household
chores with other family members and they do not do such work as cooking bread,
going to fetch water, and caring for animals throughout their pregnancy. Pregnant
women who live in families engaging in agriculture in Afyon continue to perform
household chores, as well as take care of animals. Even though doing such heavy work
is not desired for pregnant women, they may nonetheless have to.

The case is a bit different in Adana. The women living in extremely poor
families have to work in paid jobs at home or outside of the home because of economic
reasons, even if they are pregnant. These people who migrated from Eastern and
Southern Anatolia generally work in unqualified jobs for a daily wage. In addition,
pregnant women who come to the region as seasonal workers are perceived as
workersand they work in thefieldsduring their pregnancy.

“Yes, they go, | know those who go harvegting; there are ones who are about to
give birth to ther child en route, aren't there friends? Yes, there are”
(Pregnant-peer focus group, rural, Adana)

Health personnel state that pregnant women who are poor, without any health
insurance, and with alot of children have to work in the fields for economic reasons.

“1 mean to say—they—er—are not in a position to attend on a routine basis as
would be desrable in ideal circumstances. | mean to say—they work in the
fidds asthey are, taking their children on their backs [in a papoose-like pouch]
they work. They work even if they experience every kind of problem. Think of
how often—er—they go to the doctor—er— mean to say—at most—it's
impossible for them to go to a doctor even twice or three times during a
pregnancy. —Er—this is, of course, not ideal.” (General practitioner, 36-year
old, woman, area of seasonal workers, Adana)

As we can see from this example, being an expectant mother is not perceived as
a sufficient reason to quit work in the fields, or to work full stop. The main reason for
this is the fact that being continuously pregnant and giving birth to children is
understood as a not unnatural course by the society, or in the local milieu in which it
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features, or a least one that does not merit censure. In addition to this, as one health
personnel stated, it is a political choice for these families to produce children.

“No. She doesn’'t get a different service when she gets pregnant. Here thereisa
thing as why doesn’t she get pregnant when she can't. It isa problem. | mean to
say—a woman should always give birth. | don’t know why. | think it is probably
their own policy. | mean to say—a policy of proliferation, [but] | do not know.”
(General practitioner, 32-year old, woman, urban, Adana)

The working life of expectant mothers either at home or in the fields may
make it difficult for her to access the services or may hinder the process. Health
personndl state that women with an intense workload may have recourse to a health care
institution when they finish their work, or may not avail themselves of it.

3.2.7 The place wher e the childbirth will take place

It seems difficult for a woman to decide on where to give birth to her child.
Even if it seems safe to deliver the baby at the hospital, there are cases in which
childbirth at home is found more comfortable and problem free.

“...asyou see, | prefer to deliver it at home unlessthe life of the baby is at risk,
let me say so... But sometimes | say to myself if my child’s life is endangered,
it's better to give birth at the hospital ... As you see I'm caught in-between.”
(Pregnant woman, 26-year old, first pregnancy, discontinued antenatal care,
extended family, semi-urban, Van)

Such factors as economic condition, having health insurance or naot,
determine if childbirth will occur in a state hospital, in a private hospital, or at
home.

As is seen in previous findings, it is especially the past experiences of
expectant mothers, and the past experiences of those around her, related to
pregnancy, and ther perceptions of risk in pregnancy and/or childbirth that
encourage childbirth at the hospital. It is noteworthy that women living in an urban
area who received no antenatal care services consider giving birth to their children at
the hospital for these reasons.

“Not at home, but at the hospital ... If you ask me why, let's say you couldn’t
give birth to the child at home; let’s say we know plenty of women [who] gave
birth here. Like two or so: one of them was my uncl€' s daughter-in-law; the
other was our neighbour’s daughter-in-law. Their placentas didn't separate
[abnormally adherent placenta]. Their bleeding didn’'t stop. When such a thing
happens, midwives act roughly, they apply stitches. It is as | said, they act
roughly.” (Pregnant woman, 22-year old, received no antenatal care, urban,

Afyon)

‘| swear to God it istrue, | want to give birth at the maternity hospital. As| said
s0, under the control of the doctors, as usual — I mean to say — | want both my
husband and doctors to come with me” (Pregnant woman, 38-year old,
received no antenatal care, urban, Van)
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“1 swear to God it istrue that it is better | give birth at the maternity hospital. |
think of maternity hospital like that. At home — I mean to say —if | do so, | do
not bring a woman to my home; | always give birth at the maternity hospital. It
is nice, clean. Sometimes they do not know and bring a woman. They kill the
baby. They do not take care of the woman well either; | do not take any woman
into my home at all, | always go to the maternity hospital.” (Pregnant woman,
23-year old, fifth pregnancy, received no antenatal care, urban, Van)

The main deterrents related to childbirth at the hospital are the negative
perceptions remembered or anecdotally passed on of previous experiences such as
the lack of interest, being exposed to impolite treatment, lack of adequate help
provided by health personnel during the childbirth, and sometimesthe delay in the
intervention.

A number of women from rural areas who had received no antenatal care
before and had their previousdeliveriesat home stated that they what to give birth
to their child at home again. Around these women who gave birth to their child at
home or have been considering childbirth a home again are their same sex relatives
who support them.

“Well, it isnear, good, | say, at home...” (Pregnant woman, 29-year old, third
pregnancy, received no antenatal care, rural, Van)

“Yes, I'll give birth to this one at home, too. No, | swear to God, thank God, I’ ve
never gone there. If God helps, | won't go thistime, either.” (Pregnant woman,
43-year old, eleventh pregnancy, received no antenatal care, rural, Van)

The case of a 29-year old woman who wanted to have her fifth baby at the
hospital because she planned to have atubal ligation (ligation of the fallopian tubes as a
method of sterilization) but later on decided to have her childbirth a home since she
was informed that she was too young an age for such an operation as a contraceptive
method, is a typical indicator of the perception that home environment is free of risks
for childbirth.

“1 was thinking of going for this one. As a matter of fact, | was considering an
operation. | would have my cords tied, | didn't want to have anymore, but |
asked, they said | wasn't old enough. That’ swhy, | do not know now. | will have
thisone at home again in all probability. | mean to say—if | had an operation, |
would go.” (Pregnant woman, 29-year old, fifth pregnancy, received no
antenatal care, rural, Van)

From the statements of a nurse who has been working as the lone health
provider in a health centre without a physician for five years in Afyon, it appears that
the economic conditions of pregnant women are significant in the selection of the place
of childbirth.

Poor pregnant women living in rural areas have to opt for childbirth at

home. If they are not followed up by a gynaecologist in his/her private office, they do
not have the opportunity to have childbirth attended by a specialist a the hospital as a
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known patient. They also hesitate from going to a hospital for childbirth because
they fear that the gynaecologist will decide on a caesarean section. What plays a
significant role in this is the fact that caesarean section is not a favoured mode of
childbirth, and it is more frequently applied than actual conditions necessitate. The fact
that caesarean section is not a favoured mode of childbirth (and the fact that it is
more frequently applied than actual conditions necessitate) plays a significant role
in thisreluctance,

An indicator showing how the frequency of caesarean has increased over a
certain period of time is the rumour regarding the relationship between caesarean
section and tetanus vaccination. Pregnant women who were followed by physicians had
received tetanus vaccination more than other pregnants and consequently had more
deliveries at hospitals sometimes with caesarean section. This was concluded as,
“tetatus vaccination during pregnancy causes caesarean” by the people.

Since money is needed for childbirth in the hospital, recourse to hospital is
deferred if there is no problem with respect to the childbirth. If there are no health
personnel available in the health centre area, then the ‘traditional birth attendants
maintain their presence asthe only solution.

“ ... firgt you should go to the doctor’s office, he'll see you, know [who] you
[are]. You'll give money, and then get the answer. Later on when you go to the
hospital, they take care of you. They do not want to go to the hospital for this
reason. Also, they think that if there is a problem, the doctor may do an
operation, we may have a caesarean; it's better if we can have childbirth at
home; if we cannot, we have to both pay money and have childbirth. They didn’t
want to have a tetanus vaccine for a while; they fear that they might have a
caesarean. About two years ago there were a lot of caesarean cases. They said
that they thought it was because of the vaccination. We have recently overcome
this. Midwives have to be available, when there is no health personnel; they
have to. (Health personnd focus group, Afyon)
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3.3 PREVIOUSEXPERIENCES
3.3.1 Experiencesrelated to previous preghancy and childbirth

Those who had problems with the health personnel in ther previous
pregnancy feel reluctant to go to a health care ingitution in ther present
pregnancy. Such problems as the threat of miscarriage, anaemia, severe pains, and
lack of appetite are problems which caused ANC attendance during previous
pregnancies. There are also those whose pregnancies and deliveries are free of
problems. While a number of pregnant women were having difficulties in their first
pregnancies, the others had problems in their subsequent pregnancies.

A number of pregnant women who experienced problems received health care
services; on the other hand, some did not and amongst these a number had miscarriages.
Those who experienced miscarriages or similar problems in their previous
pregnancies and those who observed such problemsin ther relatives may go for
check-ups more frequently in their present pregnancy. But there is still a group that
even if something bad had happened to them in their previous pregnancies, persist in
not receiving any care in their subsequent pregnancies.

It is observed that previous childbirth experience is very important in the
identification of the place where the subsequent childbirth will take place. If a
pregnant woman describes her previous childbirth as ‘hard’, she prefers the
hospital for her later deliveries; if a pregnant woman describes her previous
childbirth as ‘easy’, home is considered sufficient. Prolonged or complicated
deliveries are described as ‘hard’. Those who had problems in their previous
pregnancies, or had a malformed child, try to avoid having such an experience again.
This causes a number of them to have recourse to a health care institution.

“...The child was handicapped, didn’t live, and died. But, look, that’s why we
were frightened; this time we went to doctors. Thank God.” (Husband of
pregnant woman, 33-year old, urban, Adana)

Having caesarean in the previous childbirth makes it necessary for pregnant
women to opt for a health centre for subsequent deliveries.

“1 have to go to the maternity hospital because | had caesarean.” (Pregnant-
peer focus group, semi-urban, Adana)

In the interviews held with pregnant women, the density of miscarriages,
stillbirths, and infant deathsisnotable.

“1 had two, two deliveries, they died at birth, and also a six-month old [ child],
in my womb.” (Pregnant woman, 38-year old, seventh pregnancy, discontinued
antenatal care, semi-urban, Adana)



A relative of a pregnant woman stated that she had lost her baby because she did
not receive a diagnosis and medical treatment on time while waiting for along time in
the queue.

“1f they had taken care of me, if the others hadn’t waited in front, if they hadn't
put me in the queue, they might have saved it. | went to work. | stayed at Balcal:
for eight days in intensive care. They took my baby dead.” (Relative of pregnant
woman, 41-year old, housewife, urban, Adana)

Those who want to deliver their baby at the hospital think that it is necessary to
visit the doctor’s private office for antenatal care for having childbirth a the hospital
easlly.

“By hospital — | mean to say — Van maternity hospital. | went there with my
sisters-in-law once or twice. If you have a private physician, if you have gone to
a private practitioner, they take care of you. But if your physician is not a
private practitioner, you've got Bag-Kur (the social security agency for
tradesmen, craftsmen, etc.). You'll give birth; you go to the hospital; for all |
know, childbirth is not carried out under the same conditions. Generally it is
more, you know, in order to make the childbirth quicker; there are more
deliveries” (Pregnant woman, 21-year old, second pregnancy, received no
antenatal care, rural, Van)

“ ... they took care of me, they said you had your name written, you went into
televison [you had ultrasound], so they showed interest, but they hadn’t taken
care of my siger-in-law. They had made the stuff, put her baby on the thing, and
said if it weighed two and a half kilograms, we would deliver the baby.
Otherwise we wouldn't deliver [it] here; we would refer you to Afyon.”
(Pregnant woman, 19-year old, discontinued antenatal care, rural, Afyon)

A number of participants sate that they have healthy deliveries even without
receiving antenatal care, but as for other participants, they do not think of receiving
antenatal care anymore because of their previous bad experiences.

“It was okay. That's why | didn't care about anything. Others said eat that,
otherwise your baby suffers from avitaminoss, but | didn’t do anything. But the
cravings were ad this time. | couldn’'t eat anything for a month. It coincided
with the harvest.” (Pregnant woman, 22-year old, third pregnancy, received no
antenatal care, urban, Afyon)

1 have my deliveries with the village midwife. I'm very sorry | went to the
examination in my first pregnancy, but | was about to die” (Rdative of
pregnant woman, 37-year old, housawife, middle school graduate, semi-urban,
Van)

A number of the participants stated that they do not have recourse to a health
care ingitution even if they experience bleeding. On the other hand, a relative of
another pregnant woman who had had a miscarriage previously may frequently go for
check-ups.
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“No, | snear to God, there was not. Before that, my bleeding started two days
ago. | didn't go. | said nothing would happen. Next day, | had a miscarriage.”
(Pregnant woman, 29-year old, fifth pregnancy, received no antenatal care,
urban, Van)

It is revedled that even if a number of them do not receive any antenatal care
services, they learn the things that are done in the follow-up process from their
relatives who are being or have been followed up during a high-risk pregnancy.

“| swear it'strue, my sister-in-law' s sister went to [antenatal care services|, she
is saying that they were examining her, measuring the blood pressure, and
telling [her about] the time left, how many months, and days left until the
childbirth; examining the baby if it was healthy. You see, my sister-in-law says
her sister isvery anxious, that’s why she goes. She had had a miscarriage in her
first pregnancy, she was frightened, and sheis going to the doctor every week so
that something bad will not happen to her baby.” (Pregnant woman, 20-year
old, first pregnancy, received no antenatal care, urban, Van)

Some bad experiences the relatives had, such as intrauterine death,
misdiagnosis by the health personnel or unqualified service provision are considered
important by pregnant women and play a significant role in directing them to the
services.

“1 swear to God, I’ ve got one, my husband’ s Sister...She said oh, it' had been a
week my baby hasn't moved at all, | went to the maternity hospital with her, |
said to the doctor that her baby wasn’'t moving, he said oh, everyone's coming
here says mine ismoving a lot, some say mine is not moving, mineis healthy. He
said no, yours is fine. He gave a painkiller and let her go. Next day, her
husband took her to the stuff, emergency service, to a private hospital. The
doctor said the baby has been dead a week, he recommended an immediate
operation; he said if required, have it surgically removed, otherwise she will
die; she's my husband's sigter... | mean to say—if she didn’t go to the private
hospital, she would have been poisoned; the baby had been dead in her womb a
week. She says | fed it, my baby is dead, and it is not moving at all [with an
accusng expresson]” (Pregnant woman, 38-year old, received no antenatal
care, urban, Van)

In pregnant-peer focus group interviews it is stated that a great deal of women
had negative experiences with the health personnel during childbirth. Therearea
great many statementsindicating that health personnel have been indifferent, and
have been treating pregnant women harshly, saying judgmental and denigrating
words to expectant mothers. A number of pregnant women state that the heath
personnel pushed down on their womb during childbirth. The negative experiences of
pregnant women at the hands of health personnd are presented in detail under the
section related to the reasons that prevent pregnant women from having recourse to a
health institution.

“ My waist doesn’'t ache, but my womb is very big; when they apply pressure, |

have worse labour pains, but at home no one interferes, we wander about — |
mean to say —it'snormal. It's easier for me, that’ swhy | stayed at home, Thank
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God, nothing bad happened; my kids are healthy as well. How do | know? They
get angry there, they beat you; you can wander about at home. Nurses are strict
there” (Pregnant-peer focus group, semi-urban, Adana)

“In childbirth at the hospital the midwife took care of me, but generally was like
such. They shouted, made a lot of noise, | had a sudden childbirth anyway. They
shouted, rise, push the baby — | mean to say — such and such. Some of them are
good, some treat you badly, and that’s it. They do the stuff, when we go to the
hospital, we wait a lot; it istoo cromded. There are these difficulties.” (Relative
of pregnant woman, woman, 19-year old, rural, Afyon)

3.3.2 General experiencesrelated to receiving health services

It appears that there are problems in making use of health care services
generally, and not just in the cases of pregnancy. The fact is patients find hospitals
neither user-friendly nor effective places from which to receive health services,
hospitals do not have flowcharts enabling users to find the relevant departments
without difficulty; they are crowded and they have negative features such as long
queues, and they do not have service sandards. Private hospitals, especially
because they require excessive tests and examinationsin order to form diagnoses,
which push up costs, are also viewed negatively.

“ As an individual when you go somewhere, you want to be responded to; when
you go to the hospital, you do not receive a response even from a security
guard. The thing that makes people the most uncomfortable is being unable to
find what they are searching for. | mean to say—if |, as a member of the health
personnd, fee uncomfortable, other people definitely will. | couldn’t find the
Ear-Nose-Throat Policlinic in the hospital or found it last, even though | am a
nurse at the hospital.” (Health personnel focus group, semi-urban, Adana)

Long queues at the hospitals bring about complaints from people. Patients
complain that they are not examined properly in some health care institutions.

“They make you wait a lot. | mean to say—there are lots of people there...
When you go, you have to get up at 5 o' clock in the morning and wait, you have
to be the first in the line, and otherwise you will have to wait throughout the
morning till noon.” (Pregnant woman, 27-year old, received no antenatal care,
urban, Adana)

Health personnel believe that the lack of public investment in public
services and the ongoing disruption of such services is a strategy desgned to
induce patientsto avail themselves of the services provided by private health care
ingitutions. However, the quality of the services provided by private hospitals is also
considered low. It is stated that private hospitals amplify costs by doing unnecessary
tests and examinations and are incapable in solving patients problems,

“ But you go to the private hospital aswell; | went to a private one, for the same
problem as my friend; | am a hypertension patient. 1 stayed in coronary
intengve care for two days;, I’ ve got lots of problems. | use Kardura, Meoc. |
use such a whole lot of drugs that | get confused about which one to take. The
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doctors gave all of these drugs in the end — | mean to say — the doctors of
internal medicine. | can't risk going to the SSK [Sosyal Sigortalar Kurumu,
Social Security Organisation] hospital. After those agreements were made, |
went to a private hospital, but you cannot reach any resolution there either:
studies and x-rays one after another. They explore again and again; they say go
now, but come tomorrow. You cannot come to an end; you cannot receive your
treatment. You are sick again. Will you continue taking your former drugs?
What will be the result of all these studies?” (Health personnel focus group,
semi-urban, Adana)

Based on their own experiences, health personnel stated that the problems
encountered by the patients at the hospitals are a sgnificant obstacle to receiving
health care.

“1f a member of the health personnel suffers from such problems, consder what
happens to a fellow citizen.” (Health personnd focus group, semi-urban,
Adana)

Health personnel describe their own experiencesin private doctors offices
postively, and contrary to their experiencesin private hospitals, being considered
negative. General patients as well as pregnant women are in the main taken care of at
the private doctor’s offices; they can receive answers to their questions; obtain a clear
idea of the issues; and they can resolve their health problems. Pregnant women and their
relatives agree with this estimation.

“Private, you know, not a private hospital. By saying private | thought of a
hospital, if they would pay me attention, but it was not so. Now I'll come to this
point. At the end, | couldn’t have any result from there [the private hospital], my
results are till in their hands, and they till aren’t close to forming a diagnosis,
they said neither possible nor impossible; they said nothing. | collected all my
documents there, | went to a gynaecologist’s private office, and we sat together,
and got acquainted. She examined my analyses, looked at my husband's
analyses, the x-ray results, and said Mrs. Midwife, the case is this, because of
this problem in your husband, because of that problem in you, and we cannot
expect a natural course of pregnancy. Let’ stry Intra Uterine Insemination firt,
if we do not have any results, then try having a test-tube baby. We said well,
okay. We got out of the office; we learnt what we needed to learn; we received
attention; we sat and drank our tea or coffee, we had chat, and our work was
completed properly.” (Health personne focus group, semi-urban, Adana)

It is understood that pregnant women are also pleased with the services
they receive in some health centres and find the personnel working there
interested and friendly. Even if they find these clinics small, they seem to be happy
with both their treatment and communication.

“Yes, | went there twice, three times. The first time | went there to see if it was
there. | also went there with my sster-in-law and my mother-in-law. It was
good. The third time, | went by mysalf. They treat you well, they vaccinate you,
treat you well; they speak well. They chat, we also chat — | mean to say — they
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are very good people.” (Pregnant woman, 18-year old, discontinued antenatal
care, living in an extended family, Van)

On the other hand, it is found that physicians in some health centres tend not to
stay there long and this creates problems.
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3.4 SOURCES OF INFORMATION ON PREGNANCY

3.4.1 Obtaining information from peers and relatives

A number of pregnant women state that they share the information or problems
related to pregnancy with their close friends or neighbours. Consequently, peers can be
important sources of information and useful interlocutors for the sharing of experiences.

“Whenever | have a problem, | ask a person who | see as like-minded, close to
me—if | have any problems. If | do not, it's not like that... they tell me about the
things they know, and | tell them... We talk, share things, both about the
development of the child and the vaccination, the illness after birth; whenever
we come together ... we talk” (Pregnant woman, 21-year old, second
pregnancy, received no antenatal care, rural, Van)

For the women who can talk with their friends or neighbours about pregnancy,
experienced individuals are considered sgnificant. Women describe experienced and
older individuals as “those with plentiful knowledge” and they defer to their knowledge
and trust what they say. Pregnant women also consult these experienced women when
they experience any problems.

“[A] neighbour told me, one of them told me to go that woman, and they said
she knows well; that's why, | went her.” (Pregnant woman, 29-year old,no
antenatal care, semi-urban, Adana)

“1 mean to say—my siger-in-law is older and generally more experienced than
me. | mean to say—sometimes she tells me some things.” (Pregnant woman, 20-
year old, discontinued antenatal care, semi-urban, Adana)

However, this type of behaviour is not common in most pregnant women,
especially in those who have migrated from Eastern and Southern Anatolia to Adana
These women live in a very restricted socia environment. Within this environment,
social relations are not extensive. In point of fact, a number of women satethat their
husbandsdo not even let them vidt their neighbours.

They cannot talk about topics related to pregnancy and childbirth with their
peers. A 22-year old pregnant woman who was married in a religious wedding
ceremony, having her second pregnancy, and living in the area of temporary workersin
Adana stated that she cannot exchange information with her peers about pregnancy. She
added that within the environment where she lives such topics as pregnancy and
childbirth are considered shameful/embarrassing, so she cannot talk about these issues
even with her sisters.

“(H'm, well, do you have conversations about pregnancy with... your sister-in-

law or your neighbours around?) No, we never do. (So why not? Are you
ashamed/embarrassed?) It's shameful/embarrassing; we do not ask about it
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here [laughing]. (Well, don't you share your pregnancy with your sister?) No,
no. (Pregnant woman, 22-year old, discontinued antenatal care, rural, Adana)

3.4.2 Obtaining information from written and visual media

One of the most common features of the women interviewed is their lack of
exposure to any books or magazines on pregnancy and childbirth. A number of
them are illiterate; the others read with difficulty. No newspapers or magazines enter
most of the houses. Some do not find any time to read because of the workload.

“No, no, there's no opportunity to read them—housework, also two kids,
vineyards, and orchards, then comes the evening.” (Pregnant woman, 23-year
old, discontinued antenatal care, rural, Afyon)

“We do not read the newspaper much. (Why not?) We do not know reading
well. (Well, does your child or your sster-in-law' s daughter read health news
and inform you, and make it possible for you to discuss that?) We never talk.”
(Pregnant woman, 26-year old, discontinued antenatal care, urban, Adana)

Women living in extended families express that they generally do not watch TV
either. A small number of women stated that they can watch programs related to
pregnancy or health on TV only if they can find enough time after household chores are
completed. It was dated that, at most, women watch TV series and morning programs
specifically designed for women.

A number of women report that when something happens to them in relation to
their health, they pay particular attention to written and visual material about their
problem and their interest inclines towards these materials. In this respect, the first
pregnancy can be significant. In the first pregnancy the need and motivation for
obtaining information can be greater. A pregnant woman stated that she read magazines
about pregnancy in her first pregnancy.

“Yes, | do. | mean to say—my husband's siser has got magazines about
pregnancy. | take them and read. It is very important in the first pregnancy.”
(Pregnant woman, discontinued antenatal care, semi-urban, Adana)

3.4.3 Obtaining information from the health personnel

Women generally indicate that health personnel serving in public health care
ingitutions do not inform them well enough about pregnancy and other matters. It
appears that they are generaly informed by the health personnel when they ask, but
they sometimes feel hesitant to ask questions. The predominant opinion among a great
number of pregnant women is that the communication channels between the health
personnel and pregnant women are not open enough.

“No, she doesn’'t inform us much, for example she writes the prescription and

lets us go, that's all... Not much, if we ask she informs us, but if we don't ask,
she doesn't. They do not take pains over usthat much, for example, thinking that
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we do not know they do not try to informus” (Relative of pregnant woman, 18-
year old, housewife, urban, Adana)

Hedlth personnel state that they provide sound health training to pregnant
women, but a number of them complain about the fact that the information they
provide is not taken into account and pregnant women focus more on the
information they obtain from those of their milieu instead of that provided by
health personnel. Part of the information on pregnancy and childbirth obtained from
relatives or peers is based on hearsay. Health personnel maintain that a rumour, for
example, implying that such and such a drug or vaccination results in ‘infertility’ may
be taken extremely serioudly, and that it takestime, ayear or 0, to lessen its effects.

“For example, they come to me and say that for example, a patient with
episotomy [incision of the vulval orifice to facilitate childbirth], she gave birth.
She devel oped episiotomy. We say that you should use antibiotics; you need to
have the wound dressed regularly. But they, you know, the older ones say that if
you use anti-inflammatory drugs, your baby will be infertile. Later on we say
that, you know, at the beginning, for example, if you do not use anti-
inflammatory drugs, your stitches will be inflamed, if you do not dress the
wound regularly, your stitches will be infected. But when their neighbour or a
senior family member say that it will poison your milk, your baby will be
infertile, and that it won'’t help you, then they do not take the drugs and this was
more prevalent in the past.” (Midwife, 42-year old, urban, Adana)

Conversaly, some health personnel state that people do take the information and
suggestions provided by health personnel into consideration. One physician thinks
that “every word from health personnel” is valued. The roots of this difference of
opinion may lie in the views people form about the success of communication in this
context.

Health personnel report that there is a decrease in the demands for
information after thefirst pregnancy. Theideathat “nothing happens even if | do not
comply with their [health personnel] suggestions’ becomes prevalent as the women
become more experienced in giving birth and encounter no problems during the
process. Pregnant women sate that they obtain information from health personnel
on nutrition and receive such advice asnot carrying heavy weightsin the cour se of
the pregnancy. Another finding that appears here is the fact that pregnancy tests are
taken from the pharmacy rather than health centres. The instructions related to the
application of the test are explained by the pharmacist.
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3.5VIEWPOINTSHELD BY THE RELATIVESAND FAMILY MEMBERS ON PREGNANT

WOMEN'SHEALTH BEHAVIOURS

The views of the relatives of pregnant women about pregnant women's health
behaviours are generally positive and supporting. It iscommon that relatives warning
expectant mothers on those issues they perceive as risky and a potential cause of
miscarriage: doing work outsde the home, carrying heavy weights, and excessive
fatigue. It is considered a characteristic unique to the regions where the present study
was held, that pregnant women who had been married off at a young age and gone to
live in extended families need the attention and suggestions of their husbands and
mothers-in-law.

Suggestions concerning the health of pregnant women have turned into a cliché.
Some relatives point out that although they think it is necessary to take pregnant
women for regular check-ups, economic conditions prevent them doing this. While
going for check-ups, the mother-in-law is generally with the expectant mother, but as
quoted in the example, she is sometimes asked out of the policlinic by the doctor and
thisis a vexation for the mother-in-law.

“You take her once, if it is suitable; you take [her] very rarely (once a month,
once a Yyear), if not, you cannot. If our conditions allow, we take her there
regularly. |1 say come on, you know. Sometimes when we got there, they are
good like you, thank you, God bless you for what you have done [Turkish,
‘Allah (senden) razi olsun'], but not the stuff—er—sometimes they say out, out,
out, aunt, you out.” (Mother-in-law, 55-year old, rural, Afyon)

It is notable that some husbands are more protective and compassionate
towardsther pregnant wives.

“Yes—1 mean to say —if | fed ill, my husband warns me not to do any work. He
saysdo not do [it], it'ssinful... Yes, | swear to God he carriesout all my wishes.
| mean to say—if | fed unwell, he doesn't let me cook bread. He says if
something happened to you, who would care about the bread?” (Pregnant
woman, 43-year old, eleventh pregnancy, received no antenatal care, rural,
Van)

“ My husband always tells me... measure your blood pressure, go, but | cannot
go. | cannot go and leave my kids. He always tells me, regularly, but | cannot
go. My sigter-in-law' s daughter also tells me to go. You' ve got blood pressure.
For example, I’ ve got a sster-in law. She cannot give birth; they have forbidden
her because of high blood pressure. | mean to say—they said if you get pregnant
thistime, there is an absolute risk of death. They took her baby. It was 8 months
old, because of high blood pressure” (Pregnant woman, 29-year old, fifth
pregnancy, received no antenatal care, rural, Van)

Relatives state that if the pregnant woman has a health problem, she needs to
have permission to resort to a health care institution from senior family members first.
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When a pregnant woman says she is sick, those who make the final decision on having
recourse to the health care institution are in most cases her mother-in-law or husband.
Even though relatives state that a pregnant woman is taken to a hospital when she is
sick, it has appeared in pregnant-peer interviews that the caseis not adways so. Hereit is
important to understand what the concept of ‘sickness’ connotes. Having recourse to a
health care ingtitution is possible only if the family members perceive the sickness to be
‘serious’; if it is not serious, it is arguably not ‘sickness'.

“ The one who is sick decides. Then, a senior family member isinformed. | mean
to say—there s no such thing as going [ by onesdlf], in this neighbourhood. They
may, for example, go to a traditional birth attendant [ara ebesi], a bone setter.
But in our family, there is no such thing as not giving permission when there is
sickness — | mean to say — we go.” (Relative of a pregnant woman, female, 26-
year old, eementary school graduate, Adana)

It is stated by participants that having to take permission should not be regarded
purely as a problem of women’ s restricted autonomy, but that, in some cases, it is useful
for women, when their condition is taken into account they are not capable of doing
certain things on their own anyway. A husband reveals that his wife is ignorant;
because she had an inadequate education and was furthermore unableto learn life
by exploring their environment, so sheisleft behind the men.

“My wife is an elementary school graduate, too. They don't know certain
things. Because they do not walk around and see, they remain as a stranger to
the outside. | don’t know. If she wants to go to the health centre on [or] to the
town for example, she cannot. | mean to say—she cannot figure out where to go,
which way to turn. They remain a stranger to those kinds of things. Snce we
[the men] go to the town regularly for example, we know much better about
thesethings.” (Husband of a pregnant woman, 22-year old, urban, Afyon)

Just like pregnant women and their peers, a great many of relatives think that
when there is a serious health problem during pregnancy, recourse to a health care
institution is necessary. Both mothers-in-law and husbands do not consider it necessary
to have any recourse, or frequent recourse, to a health care institution if it is (ostensibly)
a naturally progressing pregnancy. When it is adjudged to be a ‘normal’ pregnancy or
when no problem is detected in the check-ups, they (pregnant women, their peers, and
relatives) do not think it is necessary for pregnant women to go to a hedth care
institution.

“No, if it is normal, ther€ s no need for her to go every month. For example, |
went for a few months, it was normal, so there was no need for meto go. | used
the medicines the doctor gave me. If it isa problematic one, she should go every
month.” (Relative of a pregnant woman, 26-year old female, elementary school
graduate, Adana)

Relatives of pregnant women are aware of the fact that expectant mothers ought
to have a healthy diet. A healthy diet is equated with the consumption of milk, yoghurt,
and fruit. Even if the relatives can state the basic nutrition groups, they cannot give clear
information regarding balanced diets. A husband stated that he gets whatever his wife
wants, but he cannot know what she wants if she does not express her wishes. This



shows a behaviour related to craving rather than one motivated by a desire for a healthy
diet.

Based on their experiences, some mothers-in-law think that it is helpful to work
during pregnancy for the health of both the expectant mother and baby. The idea is that
working during pregnancy facilitates childbirth. Even if mothers-in-law believe the
benefits of working during pregnancy; they know that it would force pregnant women
at the final phase of pregnancy.

“ Household chores are good daughter ... If you work and move, the child moves
aswell, but if you lay down, gain weight, the child gains weight also, then your
childbirth gets hard, but movement is a very good thing. | mean to say—I'm
opposed to that [ not being active]. | mean to say—let her move, walk around;
pregnant woman can walk around, talk, sit, and she can do her chores
comfortably as well, but if she feels very unconfortable in the final phases, |
cannot tell anything about that [I would not insist on her being active].”
(Relative of a pregnant woman, 56-year old, mother-in-law, illiterate, Adana)
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3.6 PLACESTO GO TO RECEIVE HEALTH SERVICESDURING PREGNANCY AND THE

EXPERIENCESPREGNANT WOMEN GO THROUGH

3.6.1 Going to a health careinstitution in pregnancy

Expectant mothers not having recourse to a health care institution unless
experiencing serious discomfort is a generally observed tendency during pregnancy. As
for those who have recourse without having any discomfort, it is understood that they
go to a hedlth care ingtitution to have a pregnancy tes, to get information about the
health and sex of the baby, and to have a tetanus vaccination.

In most of the cases health centres are only used for tetanus vaccination in
pregnancy. While the health centres are not generally favoured due to the lack of
gynaecologists or sufficient equipment, those with laboratory facilities are preferred
especially by green card owners [health insurance recipients. such health insurance is
provided — without having to pay premiums — by the state to people who have no social
security cover and are very needy] and others with SSK [Sosyal Sigortalar Kurumu,
Social Security Organisation] or ssimilar health insurance.

Private hospitals, on the other hand, are favoured for having female
gynaecologists, laboratories, and ultrasound facilities. Although state hospitals are
condgdered very reliable, they are not favoured by those with sufficient economic
power, but are rather the preferred choice of holders of health insurance and
green card owners. The reason being that state hospitals when compared to private
hospitals are more crowded, and have impolite health personnel who are unwilling
toinform the patients.

3.6.2 Going to the private doctor or hospital

Private doctors offices and private hospitals are women’s mogst preferred
ingitutionsin all regions where the present study was carried out. The main reason
for this preference is the interest shown by the health personnel and the technical,
especially ultrasound-based, facilities they possess.

Those who go to a private hospital seem happy with the quality of the services
provided and the attention given to them. It is understood that private physicians
form positive relations with their patients and provide satisfactory services especially in
the personal atmosphere of their offices. The health personnel interviewed within the
scope of this study agree that those physicians and health personnel working in the
public sector show insufficient interest in their patients, nor establish a suitable
connection with their patients, and hence communication suffers; for this reason
pregnant women do not want to go for check-ups in the public sector; rather they opt for
private hospitals as far as their economic conditions alow. The health personnel
interviewed acknowledge the wisdom of this preference.
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Private practitioners are perceived as more open to communication. The
participants who went to a private practitioner to receive antenatal care stated that they
communicated with the physician well being able to ask questions and obtaining helpful
information about their pregnancy.

“ A private doctor tells you everything; you ask whatever you want. She shows
you interest, you can call her when you have any question; you can call, she
informs you, tells you to eat meat, fish, tells you to eat well.” (Pregnant-peer
focus group, Adana)

“[Talking about private practitioners] Very good, instead of wandering around
at the hospitals, instead of struggling, you go and give money. Also, they pay
you attention. They do all analyses. They say what your disease is. They give
you the time of day, time. Otherwise, when you go to the hospital, they make you
struggle with the works.” (Relative of pregnant woman, 37-year old, illiterate,
sister-in-law, rural, Van)

A pregnant woman who has had recourse to a private doctor’s office is at the
same time subject to a follow-up by the physician who will deliver the baby at a Sate
hospital. However, to be examined by a specialist a a doctor’s office is a privilege. It
reguires economic clout.

“ Private practitioners take care. They give the money, Seventy-five. Then they
take care. When your childbirth is near, she watches carefully. A lot of women
are going. But not here. Most cannot go anywhere. If you have a green card,
you go to the hospital. If not, no. What happens if your economic condition is
not suitable?” (Pregnant-peer focus group interview, rural, Afyon)

When going to a health care institution in pregnancy the most desired thing isto
be examined by a ‘private physician’ specialised in gynaecology and to make use of
ultrasound-based services. Such features of a private doctor’s office as hygiene, and the
capacity to do careful examination as well as the doctor’s solicitude, influence the
service users. However, in families with economic problems the use of these services
might be deferred to the later stages of the pregnancy, or used only when serious
problems are encountered, due to the cost of the service provision of a private
practitioner.

“We say s0 as well. My husband told me to go. | said no, you know, because | do
not have any discomfort. Besides that, when he told me to go to the private doctor,
we were not already going to the hospital; people say they do not t pay attention
there. When he said let’s go to the correct place, | said let's save [money] this
month first. And he said okay.” (Pregnant woman, 30-year old, third pregnancy,
received no antenatal care, rural, Afyon)

3.6.4 Gaing to the state hospital and mater nity hospital in pregnancy

The idea of a ‘hospital’ is very important in association with childbirth. All the
parties participating in the present sudy (pregnant women; relatives of pregnant
women; community leaders; and health personnel) do not have any doubt about the fact
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that hospitals are the most important health care ingtitutions with regard to
childbirth.

“ They used to go to the midwives [ Turkish ebe, ‘formally-qualified midwife'] in
the past. Now they [ midwives] have disappeared. Now everyone certainly goes
to the hospital whether they have a vehicle or not. They give birth at the
hospital.” (Imam, 40-year old, semi-urban, Afyon)

As distinct from the health centres, since the state hospitals or maternity
hospitals have ultrasound-based facilities, they increase the desire of pregnant
women to recelve antenatal care services.

“1 went there twice: once [when] it was four and a half months old, | went into
ultrasound... No, in the state hospital, | went once more when it is seven months
old aswell. H'm, they said it was normal again. | went into ultrasound again,
they said it was well.” (Pregnant woman, 28-year old, discontinued antenatal
care, urban, Adana)

However, the crowdedness and the necessty to wait in the line in state
hospitals have been cited as negative attributes by many of the participants. On the
other hand, there were those who stated that state hospitals provided a good health care
service. It is notable that the hospitals are perceived as reliable institutions because of
the equipment and facilities they have. A number of pregnant women and their relatives
state that they were shown more solicitude at such hospitals than at the health centres.

“When you get to the hospital, [and] give money, they take good care. To tell
the truth, | want my baby to be born in good conditions. | mean to say—if it is
sick, it can be learned [immediately] — | mean to say — they measure its blood.
The Physician knows. If the mother needs blood, they give it. Drugs, medicines
are bought. Under these conditions— | mean to say — it isgood — | mean to say
—itis howyou call it.” (Relative of pregnant woman, 19-year old, elementary
school graduate, rural, Afyon)

“... Thereisa cromd. Snce the newborn service isthere, it is cronmded. But — |
mean to say — they take good care of you.” (Pregnant woman, 27-year old,
second pregnancy, discontinued antenatal care, Van)

One of the mogt significant factors found in influencing the utilisation of
services at a state hospital is health insurance. In favouring the state hospitals, the fact
of being covered by green card system plays an important role. Having a green card
becomes especially important for risk groups (namely the families with low socio-
economic level) in terms of receiving antenatal care and having childbirth at the
hogspital. It is understood that the utilisation of servicesis negatively affected by the
fact that the men neglect the procedures enabling them to have health insurance
and that women are not capable of carrying out these procedures for themselves.

“ Now pregnant women go to the maternity hospital, but the others — I mean to
say — there aren’t many with social security.—Er—when there is none, they go
to the public — I mean to say — the state hospital, generally with a green card.
They don’t accept those with the coverage of insurance, oh, two or three people.
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They hardly go — | mean to say — to the hospital for the insured. You know, the
citizens consder their stuff as being weak—er—their care. They go to the state
hospital, but this time everybody is crowded together, your turn barely comesin
the state hospital.” (Mayor, 41-year old, male, e ementary school graduate,

Afyon)

“l mean to say—say at the hospital, say resolve the green card issue
immediately. At least we'd take her to the maternity hospital. We'd look if we
can have her [fallopian] tubestied, five is enough. What will she do? | want her
to have many, | snear it istrue, | don't have [an insurance card] either, and
there is nothing to do about it.” (Relative, housewife, 41-year old, illiterate,
Adana)

A relative of a pregnant woman with too many children stated that the hospital
is preferable because she — pregnant woman — can have atubal ligation after childbirth.

3.6.5 Going to a health centre

A number of pregnant woman stated that they have recourse to health centres to
receive antenatal care services. When they have recourse, the services they receive
generally include a pregnancy test and tetanus vaccination. Even though a number
of health centre personnel stated that they carry out complete examination of pregnant
women on aregular basis, the interviews held with pregnant women who had recourse
to hedlth centres suggested that it is not the case. Pregnant-peer focus group
interviews and a great many in-depth interviews indicate that pregnant women’s
examination and health training are exceptional practices in health centres of all
regions.

Since pregnant women know that health centres do not provide any services
except vaccination, they have recourse to these clinics in the later months only to
receive this service. Even though rumours circulated in Adana and Van intimating that
vaccination actually resultsin infertility among women, tetanus vaccination is generally
accepted by women and perceived as an important practice. Therefore, even if a great
many pregnant women do not receive antenatal care services on a regular basis
and do not have an examination, they know that they have to have recourse to a
health institution for vaccination. Pregnant women who receive antenatal care
services from a private practitioner also have recourse to the health centres for
vaccination.

“Huh, | had my vaccines the other day. | went to the health centre, | completed
my vaccine... | went there last week. On Thursday.” (Pregnant woman, 34-year
old, discontinued antenatal care, urban, Adana)

“No. Not much, for example, she went there for the stuff, once for the pregnancy
test to see if she was pregnant or not, and she went for the vaccination once or
twice. | mean to say—she didn’'t go to the health centre for sickness much; she
went to a private one.” (Relative, 18-year old, housewife, urban, Adana)

“ Everybody receive, everyone receives, because while pregnant they have
vaccinations, everybody has them completed, and goes for the check-ups. |

K9



mean to say—if they have a problem, they first have recourse to here, then to a
doctor. When you go there, they ask — 1 mean to say — if you went for check-ups
or not, if you didn't they say you should and things like that.” (Pregnant
woman, 24-year old, second pregnancy, discontinued antenatal care, rural,

Afyon)

A number of pregnant women stated that when they had recourse to the health
centre, midwives did not do any examination of pregnant women especially in the
initial phases of pregnancy. A pregnant woman pointed out that the midwife working
in the health centre did not carry out an examination because it was ‘risky’ during the
first months of pregnancy. A number sate that health personnel direct them to the
centres with ultrasound-based facilities. It is understood that this state of affairs arises
from the idea of a number of pregnant women and health personnel that it is useless to
do an examination without ultrasound.

“ The midwife doesn’t take care of a small baby, doesn't touch it. | didn't go to
the doctors and private ones. She does't do anything, just vaccinates, doesn’t
take care, and lets you go. She doesn't interfere, in case it would be risky.”
(Pregnant-peer focus group, semi-urban, Adana)

In the health centres in rural parts, health personnel sometimes do not carry out
the follow-up on pregnant women and may not be interested in those who opted for it.

“Here, they go to the hospitals, they don’'t go to the health centres much
because they don't take care there. | went there for the delivery. At that time
they told us that they didn’'t deal with this. We asked them to tell us about its
heart beat at least. They said no. But A— had gone to a midwife she knew who
had had a small device, she had listened to it [its heart beat].” (Pregnant-peer
focus group, Afyon)

As for a number of other cases, the health centres do not have any other
meaning than being a place referring educated people with health insurance to the
hospitals.

“We just make a referral; we don't go there together with my husband either.
Snce they know we are teachers at school, we take the patient’ s form and make
a referral to Afyon maternity hospital. That's all. We haven't been there many
times except that.” (Teacher, 41-year old, rural, Afyon)

Even if examination of pregnant women is not carried out in a systematic way in
health centres, upon the request of a pregnant woman they may measure blood pressure;
perform blood analyses; and they may prescribe medicine based on the ailments of the
expectant mother or the results of the analyses. In other cases, it is even impossible to
receive the simple services requested.

“1 have had headaches recently; | went to the health centre. | was pregnant for
three or four months. | gave the name of the drug to the midwife and asked
which drug to take, she told me. She didn’t examine me, just gave me a name.”
(Pregnant-peer focus group, semi-urban, Adana)
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“1 went to the health centre for measuring my blood pressure. She said their
sphygmomanometer was broken at the present time. That’s why | never want to
go there.” (Pregnant woman, 34-year old, discontinued antenatal care, urban,
Adana)

Private physicians and gynaecologists in state hospital are more trusted than the
health personnel in the health centres. The quality of antenatal care services provided by
health centres is felt to be inferior. The institutions considered providing these services
more thoroughly and more reliably are state hospitals and private doctor’ s offices.

“They chat — 1 mean to say — | don't trust the physicians [in the health centre].
But when you go to a different place, for example a private physician, she takes
an interest in the patient in every way; it was the same when | go to the state
hospital. For example, they see the patient as she enters, asks who she is, what
problem you have, if it is this or that.” (Pregnant woman, 24-year old,
discontinued antenatal care, rural, Afyon)

In sum, even though the health centres are well-known by the pregnant
women in our research group, they seem to be places where no regular
examinations of pregnant woman are conducted nor follow-ups carried out (no
services beyond the measuring of blood pressure and the giving of advice with
regard to certain complaints) and which pregnant women only resort to for a
pregnancy test or tetanusvaccination at the appropriate phases of pregnancy.

3.6.6 Going to the phar macy in pregnancy

There are those who, in addition to health institutions, have recourse to a
pharmacy to have a pregnancy test.

“Now, my mother and others with her went to the pharmacy presumably. My
mother, she had gone. She had bought the stuff. You know, there is a buzz
People talk to one another everywhere; | mean to say—there is something like
that. She had bought such a thing, like a test. They had heard of it. They had
goneto the pharmacy. They presumably had the test done there. | mean to say—
that'stheway [itig].” (Husband, 22-year old, middle school graduate, living in
an extended family, Afyon)

3.6.7 Recelving home-car e services

Even though a number of women stated that health personnel visiting their
homes with mobile teams invited them to the health centres for vaccination and
examination, home-care service during pregnancy is an unfamiliar concept for our
research group. There is not any home-care service, but it is observed that a great
many deliveries have been carried out at home. Especially those who had no health
problems, or had an easy delivery before, werein poor economic circumstances or
no health insurance to give birth at the hospital prefer to deliver their baby at
home. Another reason for preferring a delivery at home is the conviction that health
personnel will behave badly at a hedlth institution. With respect to the delivery at home,
even if it is stated that midwives working in the health centres are invited, as mentioned
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in other parts of this report, it may also be possible to make use of traditional birth
attendants (TBAS).

In a focus group interview held with heath personnel in Adana, participants
stated that a number of women (a small proportion) give birth a home, and they prefer
to do so because they believe it is comfortable. As for another interviewee in the same
focus group, she outlined that these deliveries were carried out by people other than
health personnel generally in sections of population unable to make use of health
services. Other interviewees also emphasised that their proportion is very small.

“1 remember, while | was working in On Dokuz Mayis [a hospital], they invited
a midwife friend; they wanted to deliver at home—their home. They claimed
that it was agreeable at home. We are more comfortable at our house, but they
invite a midwife trained in health [care]; they deliver their child at home.”
(Health personnel focus group, Adana)

3.6.8 Frequency of and reasons for going to a health institution during pregnancy

It appears that women who receive antenatal care generaly do so in order to
learn if they are pregnant and how the baby is developing during the first months
of pregnancy. For this check-up, they have an ultrasound and obtain information about
the development of their baby. The women who go for check-ups more than onceare
generally those who have had problematic pregnancies or had negative
experiences in their previous pregnancies. In addition, there are those who go to a
health institution to learn through the check-up about the health of the unborn offspring
or if the unborn offspring is developing well. Pregnant women and peers generally state
that they cease going for examinations when they think that no problems will arise in
the development of the unborn offspring. The women who discontinued their
antenatal care cited economic hardship, long queues, and unsatisfactory service as
reasons.

Health personnel explained that pregnant women do not come and receive
antenatal care services when they believe that their course of pregnancy is normal.
According to health personnel, among the most important events that cause
pregnant women to have recourseto a health ingtitution and recelve antenatal care
are vaginal bleeding and pains. The threat of miscarriage is asignificant reason for
using antenatal services.

“ She doesn't come when it [the pregnancy] starts. She comes when she has
bleedings, otherwise she doesn't if she has a normal course of pregnancy.”
(Health officer, 24-year old, Van)

In the event of having no medical problems, one of the most cited reasons to
go and have a check-up in pregnancy (besdes a pregnancy tes and tetanus
vaccination) is the need to learn the health of the baby. Pregnant women defer
resorting to health institutions until the latter months of a pregnancy; this behaviour is
based on the commonly-held belief that it is only in the latter phases of pregnancy that
the health of the unborn offspring can be deduced. The concept of ‘learning of the
baby’s health’ appears rather in relation to mother’s curiosity, but, the benefits of this
cannot be revealed. Therefore, some pregnant women express that it is of no use to
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learn if the unborn offspring is healthy or not. A number of pregnant women on the
other hand, aim at learning if the unborn offspring has adisability.

“1 say let’s finish the fourth month — I mean to say — it becomes evident if it
has bodily defects. I'll go to the doctor [then] if nothing unforeseen happens.”
(Pregnant woman, 32-year old, received no antenatal care, semi-urban,
Adana)

“You know, for example in learning the child's condition, if it develops well or
not, how its condition is.” (Relative, 32-year old, housewife, urban, Adana)

Apart from those cited above, experiencing a serious health problem leads
pregnant woman to have recourse to a health institution.

“1 swear to God, if she has bleeding, she goes, she should. | think if she fallstoo
sick, she should go.” (Pregnant woman, 22-year old, discontinued antenatal
care, urban, Adana)

“Because | was sick: | had a hernia. That’s why, | went there. (You went there
because you were sick. Well, did you go when you were not sick?) No, | didn’t
go likethat.” (Pregnant-peer focus group, semi-urban, Adana)

People sometimes have recourse to the health institution to learn about the sex
of the baby.

“Not in normal times, | [only] go there when I’'m sick. | mean to say— went
there in this one to learn abouit its sex, and for a check-up, | mean to say—'m
afraid of undertaking it again because of, you know, the first one, that's why |
went there, but they didn’'t tell me” (Pregnant woman, 16-year old,
discontinued antenatal care, semi-urban, Adana)

Pregnant women do not choose to go to health institutions alone. For many
pregnant woman, being unable to go to an ingtitution alone sometimes results from:
being ill; not having permission from her husband or his family to go unaccompanied;
being illiterate; or not knowing Turkish.

“1 don’'t go alone... No, not because of this. | mean to say—er— don't have
confidence in mysdf. Why don't | have confidence? For example, my blood
pressure is low; what happens if | fall, or something bad happens? I'm
pregnant, how can | go alone? God forbid something bad happens. He [God]
helps me. | either take my mother or sster-in-law or my sster with me”
(Pregnant woman, 34-year old, discontinued antenatal care, urban, Adana)

Pregnant women have both positive and negative experiences a health
institutions. In the experiences mentioned, the communication skills of the health
personnel are a main concern. It is much preferred when health services are dispensed
by the health personnel in a ‘pleasant’ or ‘concerned’” manner. Pregnant women feel
pleased about the services they receive when they have appropriate (that is, congenial)
communication with health personnel. They consider it important in order to effectively
talk about their ailments as well asto receive feedback from health personnel. After the
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examination, they desire to obtain information from health personnel about themselves,
the unborn offspring, and childbirth. Those who only write a prescription without
giving any feedback or those who only affirm that the baby is ‘well’ without giving
further detail are not favoured.

One of the most important factors that characterises, as positive or negative, the
experiences of pregnant women vis-a-vis health personnel is the degree to which they
form a communication channel with them or not. Even if pregnant woman has had an
examination, if she does not form a communication channel with health personnel
and does not receive feedback, she may describe the whole process as one where
‘nothing wasdone'.

“Yea. You know, for example, I’ ve been there recently. Doctor didn’t speak as if
we were offended. | felt ashamed to ask questions. Sometimes, you know, when
you say any word on what the doctor said, you fed, yeah. | didn’t feel
comfortable. He didn’t tell me your condition is such and such. | mean to say—
you are in danger or not, | went there again the doctor was not curious if your
condition is good or not. That's it, so and s0.” (Pregnant woman, 35-year old,
discontinued antenatal care, semi-urban, Adana)

A number of women put their experiences of being subject to emotional and
physical abuse during the delivery into words. Even if some of them had not had such
experiences, they refrain from going to a health institution since they have heard such
stories from their peers. Those having their first pregnancy, especially, feel agitated and
do not want to go to a health institution for childbirth when they hear such stories. No
such occurrences (in which pregnant women were exposed to abuse) were reported in
the province of Afyon. This experience of abuse pertains to pregnant women in the
families of casual labourers who migrated from Eastern and Southern Anatolia to
Adana, and pregnant women from rural parts of Van.

“ Nurses shout, most of them hit, | experienced this in [the birth of] my older
son.” (Pregnant-peer Focus Group Interview, semi-urban, Adana)

“| experienced it too, that’ swhy | never go to the hospital, | stayed there for two
days, | sawit, and it was like my skirt. (She shows her skirt, which is purple, to
describe the leg of another woman who was beaten at the hospital)” Pregnant-
peer, focus group, semi-urban, Adana)

“| delivered two of my children at home and two at the hospital (Which two of
them at the hospital?) The first. (Which one is more comfortable?) At home.
(Why is it more comfortable?) | don't know. They get angry to you there, they
hit—and you can wander around at home. (Don’t you wander around there
when you are having labour pains?) Nurses are srict there.” (Pregnant-peer
focus group, semi-urban, Adana).

“Nurses hit sser F——'s legs as well.” (Pregnant-peer focus group, rural,
Adana)

“1 swear it is true—they sometimes shout at you (she laughs while recounting);
sometimes they are good, no two people are the same; they are good sometimes;



and shout at you sometimes. They say, ‘Enough!” You give birth to one every
year. But thisis an act of God, we don’t want them either, but God gives themto
us. They say you are always pregnant; they shout and say, ‘Enough!’ This
makes you fed disturbed. And sometimes they are good; sometimes there are
nurses, they are very nice; [but] there are ones, behaving to you badly.”
(Pregnant woman, 23-year old, fifth pregnancy, received no antenatal care,
urban, Van)

Positive experiences especially related to childbirth are closely related to
coming across health personnel who have empathy and good communication skills. A
pregnant woman attributes the positive experience she had to the fact that she came
across a‘just person’. In some cases, women state that a‘tip’ or ‘bribe’ should be given
to the health personnel in state hospitals in order to receive good service. There are
participants who express that they receive sufficient service if they give ‘bribe or

‘tip’.

“Yea, if she doesn't get a tip, she doesn’t take care of that patient. (Who do you
give the tip to?) The nurses take it. | gave birth to my first child at home; we
took a midwife from the neighbourhood, | was about to die. | preferred the
hospital for the second, | went there, but — I mean to say — | came across a good
one. Yes, | came across a very good one not better than you; she took good care
of me. But there are some who treat you bad, shout at you; you know they don’t
care about you. Now, | haven't suggested any bribes at the beginning, but after
the delivery | just gave it because she took good care of me. Some say when they
give bribes, nurses take good care, but if they don't, nurses don't either. They
want tips as well: after the delivery several people, nurses — | mean to say —
came and wanted tips. This wanted and that wanted; | said there is only one
nurse working here, | don’'t have to give tips to everyone, o | said | couldn’t.”

(Pregnant-peer, focus group, semi-urban, Adana)

There are aso pregnant women who date that they are satisfied with the
services provided in the health centres, state hospitals, and private institutions. Among
the reasons why they were satisfied with the services they received are: being
accepted well in the ingitution; the interest shown by the health personnel; the
professional knowledge the health personnel were perceived as possessing; the
accurate and appropriate diagnoses and treatment methods health personnel were
perceived as applying; and the perception that the treatment benefited the patient.

In addition to these factors the following were mentioned as influential in the
feelings of satisfaction: the proximity of the health ingitution; its hygiene; the
availability of ultrasound-based facilities; and the postive attitude of health
personnel towards sharing the outcomes of examinations, and such information,
with pregnant women and their relatives.
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3.7 OBSTACLESTO RECEIVING ANTENATAL CARE SERVICES

According to the findings obtained from all the interviews, the main factors that
affect the utilisation of antenatal care services in the research group are listed as
follows, though the priority given to them change in accordance with the region:

Lack of health insurance and economic reasons

Remoteness of the health institution and difficulties related to transportation
Lack of antenatal care servicesin the health centres

Negative behaviour of health personnel

Lack of interest and negligence of health personnel

Inability to obtain permission from the mother-in-law and/or husband;
Inability of the spouse to stay with the wife for long

Having no time left after completing household chores and child care
Women'siilliteracy

Language problems, inability of self expression

Feelings of shame/embarrassment and having a male physician.

Perceptions related to the effects of certain medications suggested during
antenatal care service provision

Lack of an official marriage license

3.7.1 Lack of health insurance and economic reasons

Especially in Van, in the rural areas, and in the area of seasonal workers in
Adana, among the difficulties pregnant women encounter in receiving health services,
the first and foremost is the lack of health insurance and economic problems. Having no
money that could cover the cost of health services or their spouse’s being unemployed,
greatly hinder access to health services provided by public or private institutions. In a
number of cases, athough they have a green card, even having higher fares for
transportation may hinder their utilisation of services.

“No money to go, huh; | don't have money for fare; how to buy medicine, no
money on him. No money to give to the doctor. | wouldn’'t know.” (Pregnant
woman, 25-year old, received no antenatal care, seasonal worker, Adana)

“ That woman cannot go. How would she go now? She'll go to the hospital from
here. | don't know how much it is. | mean to say—she will first give money, then
take her medicines and so... This one cannot buy medicine. She goes or doesn’t
go. Now there are women who don’t go from the beginning till the birth. (Imam,
40-year old, rural, Afyon)

“ ...since they don’'t have money, I'm telling on my own, she's my sister-in-law,

she has three children, and her economic situation is bad. Her husband is the
stuff—er—shepherd. Because of economic conditions she's at home; their
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economic situation is very bad, so they can't.” (Pregnant-peer focus group,
Van)

In one of the focus group interviews held with health personnel, it was pointed
out that even though it had been clarified beforehand in a circular from the Ministry of
Hedth that no payment would be requested from pregnant women, after the
implementation of revolving fundsin the health ingitutions especially, requesting
such fees for preventive services create a series of problems in practice. It was
stated that in the process of inspection of revolving fund documents the inspector
‘questioned’ the tax assessor upon recognising the records of patients who had not paid
afee.

“Or have no social security, cannot find a place to go not having social
security. They brought out something called a revolving fund, they give us
money as they see it, we haven't understood exactly what it is yet, and we
haven't seen it either, we don’t know relative to what they proportioned it. We
don’'t want them to implement revolving funds; | want them to just tell me, ‘Do
what the condition requires without requesting any fee from those with no social
security.” Tell the same thing to state hospitals aswell as maternity hospitals...”
(Health personnel focus group, semi-urban, Adana)

In the same focus group it was also stated that those with no social security were
not used as ‘pawns anymore, but they had to sign a voucher in return for their debts.
The health personnel explained that this state of affairs also creates an obstacle to the
utilisation of services.

It was observed that the citizens who had migrated from Eastern and Southern
Anatolia to Adana are predominantly green card owners. It is stated by both health
personnel and community members that the percentage of green cards in this area were
increasing recently. However, a number of pregnant women complain that they cannot
get agreen card.

In a focus group interview held with health personnel in the same area, in a
semi-urban neighbourhood, where the immigrants from Eastern and Southern Anatolia
live, it was indicated that there are those with no green card, even if they meet the
criteria required for recelving it. As a matter of fact, one member of the health
personnel complained that her/his sister could not obtain a green card even though she
met the criteria

“1 exerted myself on this issue especially for my sster. She was pregnant, had
no health insurance. They reected it three times, because she had been shown
as broker, | went to the board and said, ‘ She's pregnant, she needs to have a
green card.” And they replied, ‘Being pregnant isn’t a sufficient reason for her
to have a green card'. Her husband doesn’t have a job. She had caesarean. We
hardly managed to collect the money.” (Health personnel focus group, semi-
urban, Adana)

3.7.2 Remoteness of the health institution and difficulties related to transportation
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Such factors as the remoteness of the health institution from the place of
residence, lack, or limited means, of transportation or need to have more than one
means of transportation and sometimes closed roads have attracted attention as
important obstacles and difficulties with respect to the utilisation of antenatal care and
childbirth services. Being obliged to use more than one means of transportation may
also be unattractive for some people economically, in addition to its being time
consuming.

It is understood that the remoteness of the health ingitution and difficulties
encountered in transportation are factorsthat prevent the utilisation of antenatal
care services, especially in rural areas. The inaccessibility of health centres, lack, or
limited means, of mass transportation between the place of residence and the health
institution are cited as a magjor problem. In such cases, since transportation to health
institutions is effected by personal car or taxi, costs increase accordingly. Remoteness
also congrains the access of pregnant women to the services by themselves. In
cases Where the transportation viaa personal car is inevitable, the accompaniment of the
husband or a male emerges as an obligation.

“(Well, if your transportation was easy, would you go to the health centre
whenever you fed sick or throughout your pregnancy? Would you try to go?) If
it were near, we would try, of course, if we were sick, but sinceit isn't near, we
can’'t. We would if we took a taxi out of necessity, otherwise we wouldn’'t have
any opportunity; it's too far.” (Pregnant woman, 27-year old, received no
antenatal care, rural, Adana)

“Well — I mean to say — how can we go as women on our own? No car, and no
vehicle here, nothing: | mean to say—it's a small village.” (Pregnant woman,
28-year old, discontinued antenatal care, rural, Adana)

The remoteness of the place where services are provided and hardships
related to transportation become prominent especially in cases where obsetric
careis necessary. The difficulties encountered regarding this issue have been stated in
nearly al regions included in the present sudy. The problem of being unable to
receive obgetric services because of transportation difficulties is a common
problem emerging in the rural areas and city centre of Van, in the seasonal
workers areain Adana, and in therural areas of Afyon.

“No, we change two minibuses to [get to] the maternity hospital. This is our
village minibus, for example. They call here a village, they call Bey Uzimii
neighbourhood Bey Uziimii village. You go downtown, to the bus stop, and then
get on the minibuses for the maternity hospital. | mean to say—you change two
minibuses...For example, you see, in my last miscarriage — | mean to say — if
there had been a minibus or a taxi, if | had managed to reach there on time,
then | might not have had a miscarriage. My bleeding increased especially
while walking. Before | got there, there was some bleeding here though; there
were two or three spots, but when | reached there, it got completely worse. If |
had reached there, they might have intervened; they might have put me in the
hospital. | mean to say—thisis a matter of remoteness, that’sit. | wish it were
closer; 1 wish, how could | know, that their services could have been reached
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more quickly, or their facilities for example.” (Pregnant woman 27-year old,
discontinued antenatal care, Van)

“1 mean to say—how would [health] service be? Of course if there were any
[health] services near here for illness, for urgent conditions. For example, until
delivery, you see there is no vehicle, we don’t have a personal car either. |
mean to say—it is difficult to go. If there were a near place, if they took care —1
mean to say — therés no hep for it.” (Pregnant woman, 35-year old,
discontinued antenatal care, semi-urban, Adana)

“There is only one vehicle here. It leaves at eight or half past seven in the
morning and returnsin the evening. That'sall. It comes here at around half past
three or four. No more returns. If you have an emergency, you will need to hire
avehicle. If you had a chance, well, here srural area, you don’t have a chance.
A rather small portion you give to the men hardly suffices to your throat.”
(Pregnant-peer focus group, Afyon)

In some areas, when no physician is available a a heath centre, pregnant
women are directed towards other health ingtitutions in the area. In such cases,
transportation difficulties appear again as an obstacle for pregnant women.

“We don’'t have a physician in our health centre right now. They go to the
centre of Saimbeyli.—Er—since there is no physician [here], there are some
who have difficulty in going to Saimbeyli. | mean to say—they are having
difficulties in working—er—in accessng there. They have to go to Saimbeyli
health centre as the nearest settlement, but most of them cannot go actually.”
(Midwife, 34-year old, rural, Adana)

In Eastern regions in winter, the closed roads result in additional transportation
problems.

“ No, one problemis experienced in winter. Snceit iscold, there is snow and no
road for example. You go through the zevi [Kurdish, field]. These problems
exist, but no other problems. If you have a car, tick, you stop at your door.”
(Pregnant woman, 27-year old, discontinued antenatal care, Van)

3.7.3 Lack of antenatal care servicesin the health centres

As mentioned in various parts of this report, it is a fact sated by many
individuals that there are no systematic antenatal care services in health centres. This
situation results from the fact that since there is a huge workload in some health centres,
preventive services are not provided with additional personnel. Therefore, no ANC
services are provided in many health centres, except those for pregnancy testing
and tetanus vaccination. Such health centres direct pregnant women to the hospital,
stating that they do not carry out examinations of pregnant women. Another reason for
directing them to the hospitals is based on the idea generally held by the health
personnel that without ultrasound apparatus antenatal care services cannot be
adequately provided. This idea is supported by a number of pregnant women as well,
and it is stated that without ultrasound apparatus, it will be useless to carry out an
examination of the pregnant women ‘manually’.
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“You see. | went there once or twice for examination. She said, ‘ Thereisn't any
here ... | don’'t know. She said, ‘We don’t carry out examinations, go to the
hospital.”” (Pregnant woman, 28-year old, discontinued antenatal care, urban,
Adana)

“They tdl me to go to the maternity hospital, that's why they don’t
examine here. They say, ‘You have to go to the maternity hospital.””
(Pregnant woman, 23-year old, 5" pregnancy, received no antenatal
care, urban, Van)

It is observed in some health centres that either no antenatal care servicesare
provided or they are considered inadequate by pregnant women since they do not
conform to their expectations.

“ Anyhow, the nurse, the midwife can't do anything. They just tell pregnant
women what to do, and the stuff.” (Pregnant woman, 24-year old, discontinued
antenatal care, rural, Afyon)

“The health centre doesn't do anything anyway. It does nothing. They just
vaccinate once or twice in pregnancy, that's all.” (Pregnant woman, 24-year
old, received no antenatal care, rural, Adana)

In a number of other health centres the lack of health personnel providing
antenatal care services — and/or the unavailability or inaccessbility of those
providing these servicesin their offices; and/or because of a heavy workload — may
hinder the utilisation of antenatal care services and result in a loss of opportunities.
Pregnant women who are unable to find health personnel or have to wait too long to see
someone, sometimes return home without receiving any kind of service. In some cases,
since they know that they will wait in queues for many hours, they may not bother to try
a all.

“Here, it’s ruinous, there is health centre, but no midwife, you see. If it had a
midwife now, what would | do with a male, I’d go to her and get examined, and
she would do the stuff accordingly.” (Pregnant woman, 30-year old, received no
antenatal care, rural, Afyon)

“Most of the time you go and see it’s closed. No one; they’ ve gone
to other villages. Also it isn't that near. You cannot go and return
whenever you need.” (Pregnant woman, 21-year old, second
pregnancy, received no antenatal care, rural, Van)

“1 mean to say—you go to the health centre but there is no one, no nurse. Some
days we go there in the mornings, wait till noon, and just return home again...”
(Pregnant woman, 24-year old, received no antenatal care, rural, Adana)

“1 mean to say— don’t go there frequently. For example, they told me to come

for vaccination, but when | get there it’s very cromded, so | cannot go often.”
(Pregnant woman, 27-year old, received no antenatal care, semi-urban, Adana)
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Conditions such as the temporary nature of the occupancy of health
per sonnel working in health centres also impede the utilisation of these clinics.

“When a physician comes, he or she stays one or two months at most and
leaves. We remain without a physician for seven to eight months. It's been a
month in any case since the new one came here. A new physician has come but |
haven’t seen her or himyet. | don't know if he or she is good or not. WWhen you
go there, you find it closed. They say they went to the villages to vaccinate; they
aren't here, and they’ ve gone to Van, Glrpinar. Because of this, we have to go
to Van directly.” (Relative, 37-year old, illiterate, Sster-in-law, rural, Van)

It is stated by the health personnel that inaccessibility of the personnel resultsin
the loss of opportunities. They complain about it, but they cannot solve this problem
because the number of personnel is inadequate. M idwives working in the health centres
statethat their job description was not taken into account and they had to deal with
such work as registration or accounting ingead of dealing with the health of
pregnant women and children. Such circumstances make the health personnel feel
dissatisfied.

“When our physician is in the policlinic, | deal with the regidration. | tell
pregnant women or those coming for family planning at that moment to come
later in the afternoon but either they have work to do or kids to care for.”
(Health personnel Focus Group Interview, rural, Adana)

3.7.4 Negative behaviour of health personnel

Both in pregnant focus group and in-depth interviews, it was stated by the
participants that health personnel sometimes have a judgmental and denigrating
attitude toward pregnant women. Especially widespread in Adana, such attitudes
may be toward the hometown pregnant women hail from or the number of children
pregnant women have. Pregnant women from the South or Eastern Anatolia or with a
lot of children stated that they are sometimes exposed to such treatment. Pregnant
women often stated that they are extremely disturbed of this situation which they define
as ‘disrespect’. Among the transcriptions, there are stories that can be described as
emotional and physical violence.

“There is some disrespectful talk; they say ‘Kurd’, ‘dirty’, ‘you smell’ like that,
you go to some of Kurd' s houses, and they are very well. We are Kurds as well,
but not all Kurds are dirty; they say ‘ You give birth and throw them into the
streets.’” (Pregnant-peer focus group, semi-urban, Adana)

“If you say I've got four children, they make you feel a disgrace. (Another
speaker: Are four children few?) Who cares? Human, to God, we bring forth
humans and they get angry. (Are they angry with you because you give birth to
a lot of children?) | went there with someone, they got quite angry, and | was
surprised. They say, ‘You have already had three, why bring forth the fourth,
that's enough!” | don't like such things.” (Pregnant-peer focus group, semi-
urban, Adana)
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It was found significant to see that the type of behaviour (stated in the pregnant-
peer focus group interviews held in Adana) was reflected by a physician in Van.

“...We can't refer the patients to the maternity hospital because the midwives
there—er— mean to say—they can be a bit tougher to the patients, so we can’t
send them. For example, thereis a problematic delivery, we don’t want to carry
out the first delivery here because, —er—anyway—er—she had not come to
receive antenatal care, for check-ups, had no follow-up, we don’t know how the
first delivery is going to be. —Er—that’s why, | don’'t want to use medical
terminology but, maybe her delivery will be difficult, that's why in the first
delivery we usually refer the patient to Van but they don’'t want to go there, they
want the delivery to be carried out here, at all costs.” (General practitioner, 27-
year old, rural, Van)

A number of pregnant women said that they were scolded when they asked any
guestions.

“1 went there for my pregnancy. | couldn’t find the midwife. There has to be an
additional one, she goes for deliveries, one person isn’t enough. We went there
two or three times but we couldn’'t find her. We asked the personnel in the
health centre, they didn't give us information. Sometimes they look at us like
we're idiots. You ask two or three times; they shout at you. They say come up,
go down, and shout.” (Pregnant-peer focus group, semi-urban, Adana)

“Well, when the stuff happens, the stuff — | mean to say — they [the health
personnel] scold you. Instead of scolding us, you [the health personnel] receive
money here; you earn a salary, why the scolding, you have to assist me during
childbirth, don’'t you?” (Pregnant woman, 29-year old, received no antenatal
care, Afyon)

“Don’'t know how many times | went; they scolded me there” (Pregnant
woman, received no antenatal care, semi-urban, Adana)

The inappropriate attitudes and behaviour of health personnel in health
institutions are frequently discussed by women. A number of pregnant women were
exposed to such negative behaviour in their previous experiences. On the other hand, it
was observed that even though some pregnant women did not have any negative
experiences with the health personnel, they do not want to resort to a health institution
because of the negative stories they hear from others. In this sense, the negative
experiencesreported between women discourage those who have not used a health
ingtitution from using them.

“ She wants to deliver at home, but | think she should give birth at the hospital.
She' s got a green card, too, for example. It doesn’t cost anything; for example,
thereisa green card, it meets her needs. No need for her to ddiver at home—
mean to say. But she says she's afraid. She says those at the hospital, for
example nurses shout, midwives shout, she says she wants to have it at home at
all costs. (Well, has she seen it — | mean to say — does she hear from others who
delivered their children at home that they treat people badly?) She generally
hearsfromothers.” (Relative, 18-year old, housewife, urban, Adana)
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“They don’'t care. A woman had delivered her baby in the bed. They said, ‘If
you gave birth to your baby in the bed, we would cut you in the delivery table,
don't tire us. That's it; can | manage to explain it?” (Pregnant-peer focus
group, semi-urban, Adana)

There are those who think that even if they are not scolded, they are not approved of if
they haveto resort to a health centre without having a specific ailment.

“1f 1 go to the doctor at the health centre, the doctor will say, for example,
‘“Where is your wound? What's your complaint? But let’s say | don’'t have a
pain, for example, here, or any complaint, and then what will | say in front of
the doctor? As long as you don’'t have an ailment doctor will say, ‘Now you
don’'t have any ailments, so why are you here? Of course. That's why | prefer
not to go when | don’t have any ailments — | mean to say —if | have ailments, |
do.” (Pregnant woman, 30-year old, rural, received no antenatal care, Afyon)

3.7.5" Lack of interest” and “ Negligence of health personndl”

‘Lack of interest’ isafrequently used phrase to express negative experiences at
the hands of health personnel. Pregnant women define this lack of interest as the
inability to form a communication channel with patients, inattentiveness to the ailments,
and/or failure to give detailed feedback. A number of other women elucidate this lack of
interest as when health personnel prescribe medicine without carrying out a systematic
examination.

“1 went there once, he just asked me which part was aching, here or there, he
gave me medicine accordingly. You know, | had heart-burn like this, he gave me
a medicine for it—H'm—They don't care much; they aren’'t interested in you
much.” (Pregnant woman, 16-year old, discontinued antenatal care, semi-
urban, Adana)

“Yes, as | said, they don’'t examine you, you see. They just look at you for a
moment; they say, ‘Okay’. | mean to say—just write the prescription.”
(Pregnant woman, 25-year old, received no antenatal care, semi-urban, Adana)

Participants complain that those who only have recourse to public
ingitutions are not shown adequate attention. As negative experiences accumulate,
recourse to a health institution becomes increasingly unlikely. Services provided at the
health centres are also considered inadequate.

“Here, they don’t pay attention to us in the health centre, to tell the truth; they
don't pay attention you see; for example when you go there, they don’'t examine
you; they don’'t do the stuff; they don’'t care.” (Pregnant woman, 19-year old,
living in the country, discontinued antenatal care, Afyon)

“You see, that’ swhy, if you go to the doctor, what shall you do, unless they take

care of you, then uselessly come and go, what shall | do unlessit is aremedy for
my trouble, here, | went to but | am still suffering — I mean to say — the same
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thing again.” (Pregnant woman, 30-year old, received no antenatal care,rural,

Afyon)

In a focus group discussion it was dtated that ‘the lack of interest’ might be
related to the patient’ sattire or thedistrict where shelives.

“1f they were inspected, Minigtry of Health would do the stuff a little bit, if it
were better, we are the common people as well. If a woman with immodest
clothing, with pants comes, they show interest, they don't care for those like
us.” (Pregnant-peer focus group, semi-urban, Adana)

“1 don’'t know, maybe because it is a poor neighbourhood on the outskirts,
possibly because you are not well to do, | don't know. If you had money, you
would go to a better place, maybe they would care.” (Pregnant woman, 29-year
old, received no antenatal care, semi-urban, Adana)

In a number of cases, the issue is beyond a lack of interest, it is nothing less
than negligence. A pregnant woman stated that she was not followed-up sufficiently
during delivery, that’s why she had to give birth to her baby even without reaching the
delivery table.

“1 gave birth to my baby in the bed. | went to hospital for ddivery; they didn’t
show any interes, just left me in the bed. They told me to have my labour pains.
The baby was about to come but they didn't come and take care of me. My
sister-in-law called them, ‘Excuse me, the baby's head is out!” And they still
didn't come. At the end they told me to step up the legs — | mean to say — |
couldn't.” (Pregnant-peer focus group, rural, Adana)

Even though health personndl’slack of interest and negative behaviour are
cited as important factors hindering the utilisation of servicesin all regions, it is
understood that, especially in Adana, it is the most cited issue and that the lack of
communication and the prejudices between the citizens who migrated from Eastern and
Southern Anatolia and the health personnel are a source of serious problems.

3.7.6 Inability to obtain per mission from the mother-in-law and/or husband

It is stated that childbirth at home is a tradition and considered ‘normal’
and those who go to the hospital are condemned especially in the families who
migrated from Eastern and Southern Anatolia to Adana and living in a
patriarchal system. Under such conditions, sometimes the mother-in-law — or
sometimes the husband, or indeed both — does not let the pregnant woman receive
antenatal care services or go to the hospital for delivery. In a pregnant-peer focus group
interview held in Adana, it is noted that pregnant women who want to go to a health
institution sometimes cannot do so because of the pressure applied by other family
members.

“Let me say that their [those who migrated from Eastern and Southern
Anatolia] traditions are somewhat in this manner; they had learned to live in
this manner. It's rural there, you know; there weren't hospitals where they
could go [..]. They had such a tradition somehow; they always gave birth at
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home, you know. It seems to them as if they can do the same here, too. In any
case... Didn’'t they murmur to Hamidiye just because she went there? They
murmured to her saying, ‘We could make it out here, why did you go there?
They're afraid of their husbands, sometimes of their mothers-in-law; they feel
timid in front of them; they feel obliged to do it [have the delivery] at home;
their husbands don't Iet them go [to the maternity hospital] for it is shameful...
They don’'t want the brides [Turkish, ‘gelinler’, sing., ‘gdlin’] to go either; |
know the brides ingst by saying, ‘I’ll go’.” (Pregnant-peer focus group, rural,
Adana)

“ My husband is not here, but my mother-in-law is. I can’'t go anywhere without
getting her permission.” (Pregnant woman, 27-year old, second pregnancy,
discontinued antenatal care, Van)

A 20-year old pregnant woman who lives with her husband’s family said that
they did not give her permission to go to the hospital even she had health problems.
This woman added that only after her condition got serious —after she became ‘just
skin and bone€ - could she manage to get the permisson from her husband’'s
family and resort to a health institution by going to her own family in her hometown
and receiving their support.

“No, not a lot. You know, at first they didn’t let me go [Laughs]. (How didn’t
they stop you?) Look, they simply didn’t let me go — | mean to say — my
husband' s family. (Why didn’t they let you go? Did they tell you anything?) Ah,
| don’t know. | don’t know, but they didn’t let me. (Well, why did they let you go
later on?) Later on — | mean to say — | turned into just skin and bone. (To skin
and bone?) | was almost just skin and bone. They let me— | mean to say — | was
almost dead. (You were very sick.) | got very sick. (M'm, but they only allowed
you [to go] like that; they let you go.) Yes. (Well, besides that you had nausea
early in your pregnancy. Besdes that, have you had any other sickness?) No.
Thank God. (Has anything happened?) No. (Well, you said you went to the
doctor for nausea.) Before | got pregnant, | was inflamed. It was cold, | came
herein winter. (M'm) | caught cold. They said | was inflamed and so. | wanted
to go to the doctor — I mean to say — my mother-in-law spoke harshly [laughs] —
| mean to say — how would | know? Oh, little problems appear. (Well, didn’t you
go then?) | went. (Where did you go?) Generally, my mother-in-law didn’t allow
me. But later on she understood that it didn't work — | mean to say — my
sickness was serious, | was getting worse. Ah, you know for example they didn’t
let me go to the doctor. | told my family [in Mardin]. They said, ‘Go to the
doctor, I'll give money for the examination; go to a private practitioner; I’ll
send you the money. | mean to say—if you have such little things, they’ Il handle
it. | went to Mardin to my father and the others with him. I’ve come back
recently. I’ve come from Mardin recently; they took me to the doctor again.
They [my husband’'s family] didn’t take me to the doctor here; but they [my
family in Mardin] always take me there [to the doctor’g].” (Pregnant woman,
20-year old, discontinued antenatal care, semi-urban, Adana)

Although this condition is explained in the province of Adana as something

unique to those who came from Eastern and Southern Anatolia, the decisons of senior
family members such as the mothers- or fathers-in-law play a sgnificant role in
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whether expectant mothers have recourse to a health ingitution especially in
traditional extended familiesin rural areas, actually independent of whether one
has migrant or non-migrant/settled status. A pregnant woman in rural parts of Afyon
emphasised that if they go to a health institution without consulting their senior family
members, they will be reproached and resented by the senior family members for doing
things without permission.

“ How would you go? You have an old mother- and father-in-law watching over
you. Here in our village the words of the mother- and father-in-law are law.
They haven't taken me yet; if they take you, you go. If they don't, no problem. |
sometimes say to my mother-in-law, | say, ‘Mum, it’s been eight months, but my
tummy is still barely visble. Everybody tells me so. Let’ s go to a doctor. Does it
become the stuff, or isit big, doesn't it develop? | say if it isn't growing. | say
vitamins. She says, “ Your tummy is fine, as if we have never carried a baby’.
What would she say? She says, ‘It will be over [soon]’.” (Pregnant woman, 20-
year old, discontinued antenatal care, rural, Afyon)

“My father-in-law has the last word.” (Pregnant woman, 24-year old,
discontinued antenatal care, rural, Afyon)

“It's clear-cut: either my husband or my mother-in-law gives permisson.”
(Pregnant woman, 19-year old, discontinued antenatal care, rural, Afyon)

It is also stated by health personnel that it is difficult especially for pregnant
women who live with their husbands families to have recourse to a hedlth institution
without the consent of their mothers-in-law or husbands. Those who have recourse to a
health institution without consent tend to conceal it from their families.

“ My neighbour is like that. The authority is the mother-in-law. They live in two
rooms with one bride is on the bottom part, and the other is on the lower part.
When the woman got pregnant, she came here secretly, had her vaccines. She
says, ‘My mother-in-law doesn't give permisson.” This prevents [some
pregnant women] receiving services” (Health personnel focus group, semi-
urban, Adana)

3.7.7 Inability of the spouse to stay with the wife for long

Women are dependent on their husbands both socially and economically.
Besdes having to get permission before they go out, they need to obtain money
from their husbands in order to meet a health ingitution’s expenses. In some
regions, it isacommon practice for husbands to go to another part of Turkey, or abroad,
to work. Women under such a condition cannot access the health institution on their
own or assure the money needed.

“ ... there was no chance; my husband is working. He can’'t take me; thereis no

one to take me. Now | will, but | can't” (Pregnant woman, 28 years old,
discontinued antenatal care,rural, Adana)
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“ Of course, from my husband, [but] he isn't here. I’ ve got my mother-in-law. |
can't go anywhere without the consent of my mother-in-law.” (Pregnant
woman, 27-year old, second pregnancy, discontinued antenatal care, Van)

“(Haven't you ever been there?) | haven't. My husband goes [there] to work.
He comes here once or twice a month. He' s on duty. Within nine months and ten
days, if the boss gives them permisson, men come here. If he doesn't, they can't.
We don't see each other. Most of us are like this here. We can't see our
husbands. If you have a telephone, you can receive a call. If we manage to buy a
phone card, we can talk. Each month a [telephone] bill comes: if you don’t pay,
your phone is closed. We've got a lot of impracticalities. Rural area, what
would we do.” (Pregnant-peer focus group, Afyon)

“Who shall I go with? My father-in-law [and] mother-in-law go to work. We go
to my mother-in-law's field. Who shall you go with anyway? If my husband
stays, he takes me, if he is on vacation. If he stays, he takes me. This week we
would have gone, but as you see, we couldn’t.” (Pregnant woman, 22-year old,
urban, received no antenatal care, Afyon)

“1 can't go because | don't have anyone close to me here... | can’'t go on my
own. | don't have anything in my hand, | can't, and my husband is not here.”
(Pregnant woman, 33-year old, fifth pregnancy, received no antenatal care,
urban, Van)

Health personnel also confirm such circumstances. They report that women, in
the absence of their husbands, try to solve their problems in the health centres as they
are more readily accessible places than hospitals. Women under such conditions cannot
risk going to the hospital even if they or their children are referred to.

“ (Isthe problem going there?) There s no father; there are people working here
and there abroad, no men at home. When there are no men, other people are at
home, no reading-writing either, no money either, no car ether, no stuff to take
a taxi. They have nothing. They wait to receive services from the nearest health
centre they know. They wait for the morning to come. They come here in the
way |'ve described. Even if you say, ‘Go to the hospital!’—even if you refer
them to the Emergency, they do their best not to go.” (Health personnel focus
group, semi-urban, Afyon)

3.7.8 Having no time left after completing household chores and child care

A number of pregnant women have to carry out household chores as well as
work in the fields, while being responsible for the care of their children and sick
relatives at home. If they do not have any support, it may be impossible to set asidetime
for antenatal care services. The amount of time spent in the health institution to access
any service or finalise the procedures makesthis condition worse for pregnant women.

“1"ve got a house and children aswell. My mother isold; | arrived at her house
with the kids. She was miserable. Could | go in such circumstances?[ ...|] —Er—
| have to get into the queue, [and] take my file. The earliest time | can returnis
half-past three, you don’t say... The earliest timeit finishesis at three: half-past
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three. Who can | leave them with... Look here, what I'm telling you; | tell you
about the time that | went there: | left house at six in the morning and returned
in the evening. Who should | leave my children with all that time? My older
daughter is nine, she will be ten this month, but she's till nine. Who shall |
leave them with? | leave them with my mother-in-law and go.” (Pregnant
woman, 31-year old, discontinued antenatal care, semi-urban, Adana)

“Now my dear, there’' s something like that, some have got four, some have got
three kids. For example, she does't have opportunity; for example, if she goes,
she can’t leave her kids so that she can take care of herself... Look here, no, as|
said, | can't find much time left from these two kids, | want to take an interest in
me.” (Pregnant woman, 25-year old, received no antenatal care, semi-urban,
Adana)

“We have work to do, so we can't go.” (Pregnant woman, 23-year old,
discontinued antenatal care, rural Afyon)

“ As you see, we can’'t go anywhere because of work and so, we go to the field,
we do the housawork, we can’t go anywhere.” (Pregnant woman, 19-year old,
received no antenatal care, rural, Afyon)

“We have hard work. Where shall you go? Of course, | wanted to go but, you
see, | couldn’'t. We can’'t because we have work to do.” (Pregnant woman, 20-
year old, discontinued antenatal care, rural, Afyon)

A pregnant woman does not want to go to the hospital even at the time of
delivery in order not to leave her child(ren).

“1 snear it is true, now | think about giving birth at home for my daughter’s
sake—she feels upset. My father-in-law takes her for a walk but he is old. She
never goes to my mother-in-law either. That’s why | want to give birth at home
very much. | say | would lie for two days, and then stand up — | mean to say — sit
down. | would take care of my daughter. | would take care of the baby, too. On
the other hand, | think —1 say I’'m afraid —if | had the baby at home, what if | or
the baby would die? What would | do then? It is like that — | mean to say — I'm
caught in the middle. | cannot decide what to do, how to cope.” (Pregnant
woman, 26-year old, discontinued antenatal care, rural, Adana)

Resorting to a health ingtitution cannot take priority over domestic obligations,
and always comes a distant second unless the expectant mother has a health problem.

“You look and see a woman who has tidied hersdf up had come. It's almost the
end of working hours. You ask, ‘Why come at this time of the day? She says, ‘I
have just cooked the bread, | have had guests...’, and so on. | mean to say—first
of all she doesn't have time for herself.” (Health personnel, 40-year old,
university graduate, midwife, urban, Van)

3.7.9 Women'silliteracy
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Women'’silliteracy is a serious obstacle to their having recourse to a health
ingitution on their own. Illiterate women can only receive health services with the
help of their relatives.

“1 don't have literacy so that | can’t go on my own.” (Pregnant woman, 38-year
old, discontinued antenatal care, semi-urban, Adana)

‘No, since | don’t know reading [or] writing much — | mean to say, for example
—1 can’t go to a doctor on my own. There must be someone literate so that she
or he can take me, because on the signsit is written which clinic to go — I mean
to say —which stuff | don’t know.” (Pregnant woman, 28-year old, discontinued
antenatal care, semi-urban, Adana)

Health personnel report that illiterate women can access the health centres more
easily, whereas they have difficulty in reaching the hospitals. Health personnel
mentioned that the operation of the hospital is extremely complex even for those
who are literate. Health personnel observed that they have difficulty when they turn to
the hospital for their own problems.

“In any case, they areilliterate. They say, ' Go and take a filing card’. Even as
[a member of the] health personnd, | experience difficulty. Which window to go
to? Which window to receive the filing card from? Where shall they take me?
Plus when | get to the hospital, | can't find anywhere. I'm a [member of the]
health personnel but | need to ask. They don't even give me an answer. |
couldn’t find the Ear-Nose-Throat clinic in the state hospital because they don’t
show you. The places change every day: oneday it isin thisbuilding; one day it
isin that one; the next day it was damaged, [and] a new one is being built. You
can’'t find the place you're looking for.” (Health personnel focus group, semi-
urban, Adana)

3.7.10 L anguage problems, inability of self-expression

The language problem appears as a factor that affects the utilisation of
services especially in Van and Adana. Pregnant women interviewed in these
provinces stated that in making use of the services in health institutions they cannot
speak Turkish properly, or cannot explain their problems by themselves since they
cannot speak Turkish. Their relatives undertake the job of trandation. They observed
that some health personnel know Kurdish, and they can make use of services better
when one of their relatives is allowed to be present as trandator. They stated that in
cases where a male relative takes on this role, some pregnant women cannot explain
their problems well because they feel ashamed/embarrassed.

Women who are unable to speak Turkish are also inadequate in reading
the prescriptions given to them, or in using the medicines prescribed sincethey are
illiterate. It is also impossible for them to watch the health programs on TV and make
use of various sour ces of information.

“ Yea, of course we can’'t go alone. When one goes alone, she feels afraid. Also |
don’'t have enough Turkish. | speak like this. My sister knows everything. For
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example, she always goes to the hospital.” (Pregnant woman, 26-year old,
discontinued antenatal care, rural, Adana)

“ Our Turkish —our knowedge —isn’'t enough. We didn’t go to school. We don’t
understand when they prescribe medicine, and it creates anxiety. That’ swhy it's
better not to go.” (Pregnant woman, 33-year old, fifth pregnancy, received no
antenatal care, urban, Van)

Pregnant women in these regions stated that they got used to the trandations
through the help provided by others, and remarked that the attitudes of the health
personndl differ if they have an accompanying person with them. The lack of Turkish
on the part of the women also makes it impossible for them to access the services
without having someone — a spouse, or a senior family member — with them. As
observed by the community leaders and health personnel, language problem leaves
them in a difficult condition and makes them dependent on others.

Health personnel working in these regions sate that the lack of a command of
Turkish results in unease amongst the service users and service providers. Providing
services through a trandator is not aways successful, especially with respect to
consultancy services. What health personnel observe indicates that information
mediated by atrandator may not always be correct.

“ They generally don’t know Turkish. They bring someone with a little command
of Turkish. How he or she trandates the things we say to her is important as
well.” (Midwife, 30-year old, rural, Adana)

Health personnel complain that service users cannot understand them even
though they explain the things over and over again, and this makes them exhausted. In
other words, there is the problem related to understanding each other—a lack of
communication even while speaking the same language—not to mention when
thereisadifferencein languages spoken.

“ There isa communication problem, you tell the same thing five, six, ten times.”
(Health personnel, focus group, semi-urban, Adana)

“She says, ‘| undersand’ as if she really understood. After a month the women

stays the same; she didn't understand anything.” (Health personnd focus

group, semi-urban, Adana)

On the other hand, some pregnant women state that the use of foreign words on
the part of the health personnel while speaking with them creates communication
problems.

“H'm, sometimes their words seem different so you can't understand.”
(Pregnant woman, 29-year old, received no antenatal care, semi-urban, Adana)

3.7.11 Fedlings of shame/embar rassment and having a male physician

As indicated in previous parts of the present report, a number of pregnant
women in the research group hide the fact that they are pregnant even from family
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members because of their feelings of shame/embarrassment. They are
ashamed/embarrassed to go to the physician, but more so to the gynaecological
examination. Lying on the gynaecologic table and having an examination creates
uneasiness in a number of pregnant women and congrain their making use of these
services.

“(Well, are there times in which you prefer not to go to the doctor because it is
sinful, shameful?) It's common here, that's why | don’t go [Laughing]. (You
don't go for pregnancy only because of this?) Yea — | mean to say — they
examine you from below, and | feel shy. When | go, | shake like a leaf. That's
why | was reluctant.” (Pregnant woman, 35-year old, received no antenatal
care, urban, Adana)

“1’ve never been to the doctor in no way. Even now, I’m ashamed of going to
the doctor.” (Pregnant woman, 35-year old, discontinued antenatal care, semi-
urban, Adana)

“1 didn't go mysdlf, | was ashamed, and so | didn’'t. They said let’s give you an
injection, let’s do this, let’s do that, | didn’t take them.” (Pregnant woman, 39-
year old, received no antenatal care, rural, Afyon)

“They said, ‘ Yes, we can’'t take care of you, go to the hospital immediately’. |
went to the stuff—the state hospital. She told me to place my feet on the legs.
How could 1? She said you will place them. | said | couldn’t, | was afraid. |
returned home right away.” (Pregnant woman, 26-year old, discontinued
antenatal care, rural, Adana)

A pregnant woman stated that she did not even have an injection given by a
male doctor. For gynaecological examination, female doctors are preferred. While a
number of pregnant women state that they will never have an examination by a male
doctor, others claim that they may be examined by a male doctor if they are obliged to
do so, or no female doctor is available.

“| feel more relaxed at home. A male doctor is not possible. One feels reluctant
in front of a male doctor. How could | know that a male doctor was supposed to
give me an injection; | dipped out of there.” (Pregnant-peer focus group, semi-
urban, Adana)

“There is a male doctor, he took care of my sster-in-law; if you're obliged to,
you may go, but it’s very bad for women to be naked on the legs.” (Pregnant-
peer focus group, semi-urban, Adana)

3.7.12 Perceptions related to the effects of certain medications and vaccinations
suggested during antenatal care service provision

In a pregnant-peer focus group interview held with people who had migrated
from Eastern and Southern Anatolia to Adana, the idea that some vitamins and iron
preparations lead to excessive development in the baby which will make childbirth
difficult has been noted. Therefore, a number of pregnant women stated that they do
not use these medicines suggested by the health personnel. The advocates of this idea
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are pregnant women who have not had any antenatal care; those who argue that
receiving these services is useless; and those who had their deliveries at home. Other
participants do not share this idea and state that the medicines suggested by the health
personnel are useful for the health of baby and mother; and believe that the baby will
‘gain structure’ in this way. Pregnant women who argue that medicines are useful also
emphasize the importance of receiving antenatal care. Even though no agreement was
reached in the focus group on this issue, it is understood that this is the dominant
per ception of the medicines suggested during antenatal care servicesin the area.

“1 was telling the stuff; | mean to say—when the babies grow with the
medicines, they appear to be hormone babies... Doctor gave me a blood
building medicine, and said you have anaemia. | swear to God | bought [ them]
but | don’t use them. (Why not?) My husband went and bought them but | didn’t
take any, because | don't think it is necessary. (Because you think it may be
harmful to the baby?) During the period when you use medicines in pregnancy,
the baby getsfat.” (Pregnant-peer focus group, semi-urban, Adana)

“They think like that around here. If you take it [Medicine], the baby grows
much worse, you can't give birth. Delivery becomes difficult.” (Pregnant-peer
focus group, semi-urban, Adana)

In one of the in-depth interviews with pregnant women, a similar idea emerged
in relation to tetanus vaccination. Pregnant women think that the tetanus vaccination
makes childbirth difficult because it causes excessive growth in the baby.

“ According to what they say, the baby had been developing; | mean to say—
because of the vaccination—er—er— mean to say—the delivery was difficult...
The baby is developing, you know... Baby is developing, you see...” (Pregnant
woman, 40-year old, discontinued antenatal care, urban, Adana)

Another rumour about the vaccination is that it leads to ‘infertility’. These
rumours were observed in the province of Van.

“...0h | swear | don't know from whom and how they heard of it, but | heard
that there was a broadcast on TV, in one of the training programs, they said so.
A channe—er— don’'t know which one, but they had heard people saying that
they vaccinate you to make you infertile [tetanus vaccination for pregnant
women]. It was the same in the polio campaign anyway... You go with the
doctor, you can’t convince her [the pregnant woman| with the doctor either.”
(Health personnel, 33-year old, university graduate, nurse, rural, Van)

“ There are women who communicate with us, the thing they say is that—er—
the vaccination that you do (they don’t know what it is, anyway, it's tetanus)...
they say, ‘ Thisvaccineisfor infertility, all imamstell usso. Don't you believe in
God, don’t you have a rdigion, don't you have any faith? That's the way.”
(Health personnel focus group, Van)

“ Their husbands don’t want us to do it, by no means, say, ‘ These will make you

infertile” You tell her, and even give training to her husband when possible.
Their husbands are generally at home; you talk with them, too. | just met one
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yesterday, he was working in the field; he shouted at me, ‘Nurse, be careful!
Don't make my wife infertile'. | asked, *Who would visit a ot of people to make
theminfertile? He says‘No, | don’'t know.” (Nurse, 33-year old, urban, Van)

The sentence, ‘| don't like medicines’ emerges both in focus group and in-depth
interviews. Pregnancy is perceived as a natural process, whereas medicines signify
disease. This perception may cause pregnant women to see medicines negatively. A
number of pregnant women state that they did not take medicines as recommended.
Oneof them told of not going for check-ups so asnot to haveto take recommended
medicines.

3.7.13 Lack of an official marriage license

The lack of an official marriage license emerges as a factor that hinders the
utilisation of services in costly interventions such as a delivery because of its potential
to affect health insurance indirectly. The fact that the lack of official marriage license
hinders service utilisation is not a condition observed in pregnant in-depth or pregnant
focus group interviews. However, health personnd put this issue on the agenda with
respect to social security. It is sated that a number of women cannot make use of
their spouses health insurance because they do not have an official marriage
license.

Health personnel think that since they appear as sngle women in the records,
they have to make use of their fathers health insurance, and they carry out official
procedures accordingly. On the other hand, it is reported that since there is a legal
ambiguity relevant to this issue, a disagreement emerges among health personnel.
Health personnel state that they need a satement from the Ministry of Health on this
issue. The fact that women do not have an official marriage license may require them to
tolerate the consequences of a condition such as “being pregnant as an unmarried
woman” which is not readily approved of by society in some regions.

“ For example, there are those who don't have an official marriage license, and
use their father’s social security. They receive social security fromtheir fathers.
They don’t appear to be married, but they are pregnant, for example. What shall
we do? Do we not take care of them? (Another speaker) She appearsto receive
social security from her father but she doesn't have an official marriage
license?”) Yes, she appearsto be single but sheis pregnant. | think for example,
the doctor didn’'t want to prescribe medicine to her, she was pregnant, she had
anaemia, and we argued with our doctor: it's her own choice. She was pregnant
without an official marriage license. Her delivery islegitimate. It is established
by the law — | mean to say — if she wants to give birth to this baby, she will. It's
of no importance if she is married officially or not. If she manages to have the
baby recorded in the register with her own details, and if her father’s social
insurance still covers her, which is possible if she is younger than 18 years old
(15 years old, 16 or 17 years old). Her private life doesn't interest me. If she
needed it, we would note that she needs to take it. (Another speaker) The
Ministry [of Health]’s opinion is needed on that. As a physician, can | note
‘pregnant’ under the ‘diagnosis part of the health record of a woman who is
pregnant with no official marriage license? We hear from the pharmacists, from
here and there, as a traditional practice that it cannot be written *pregnant’
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there. However, thereis an sense that she cannot be recorded as the one without
an official marriage license, if she is pregnant. We don’'t add the word
‘pregnant’ there, even if we record the anaemia and other stuff. Is there a
problem like that? Is there a drawback to put ‘ pregnant’ on the record? I’d like
to find out about this. There is such a digtinction there: if you record her as
pregnant, the pharmacy cannot charge 20% [for her medication]. The
government provides all kinds of medicine free of charge to pregnant women.”
(Health personnel focus group, semi-urban, Adana)

“... when | get there they ask me, ‘Why don’'t you have an official marriage
license, why haven’'t you received it? ... green card, and my health record
given when | was a girl, they say you don’t have a marriage, you see, | will go
to the maternity hospital but | can't because | don't have a health record,
anyway, they say sheisagirl, how could she get pregnant?” (Pregnant woman,
20-year old, first pregnancy, received no antenatal care, urban, Van)



3.8 THE PRIORITY OF HEALTH-SEEKING AMONG THE OTHER NEEDSOF LIFE

Even though everybody believes in the significance of health, it is observed that
health issues do not have priority over the other daily needs, and, indeed, come after the
need for food, shelter, and warmth. Money earned is primarily set aside for food and
other household expenses. Participants state that the issue of health is important as well,
and has a priority among other expenses. However, such health issuesthat involve an
urgent intervention are perceived as prior compared to any ‘ordinary’ condition of
illness. Other health problems, on the other hand, are perceived as those that can be
deferred. As for pregnancy, aswas explained in the previous section of the present
document, it is described as a natural condition, rather than an illness, and does
not necessitate recourseto a health ingitution.

“We primarily spend money on food. Food is the foremost, and then comes
clothing. We don’'t attach importance to parading. (Well, what about the
expenses for health?) Health — you now — when it is needed.” (Pregnant
woman, 38-year old, middle school graduate, received no antenatal care,
urban, Van)

“First of all—er—our food needs, then clothing needs, and then the invoices
come. Oh, if there isn’t an important health problem, it can be delayed, but — |
mean to say — if it is important, health will be consdered as the first and
foremast.” (Relative, 26-year old, housewife, urban, Adana)

A pregnant woman revealed that she thinks differently from her husband over
economic priorities. While for this particular woman the issue of health has more
priority, for her husband food does.

“If it were up to me, I'd go to the doctor, but if it were up to a man, he'd spend
it on food.” (Pregnant woman, 30-year old, received no antenatal care, semi-
urban, Adana)

In families with poor economic strength and limited resources, the health needs
of children are considered more important than those of the woman.

“For example—she says, ‘Nothing would happen to me if | waited for an
additional month,” and gives priority to her children. We don’t care about
ourselves, we sacrifice our livesfor our children.” (Pregnant-peer focus group,
rural, Adana)

“For example, we spend as we like, but — I mean to say — even if my husband
doesn’'t have a job, when the kids are sick even just for a day, he takes them to
the hospital, even if he doesn’'t have a job. Some people say, ‘ You don’t have a
job, you live in a rented house, you don’t have a house, so why do you go to the
doctor so frequently? And so on. But — for example — if a person isn’t healthy,
what shall he do with money and house?” (Pregnant woman, 22-year old,
illiterate, third pregnancy, discontinued antenatal care, urban, Van)
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Mog participants state that their income hardly suffices for daily needs.
Therefore, they cannot save money. Should a health problem emerge, most have
recourse to a health institution only by borrowing money.

“No, no: we don’t save (money). Nothing exists like that. If we have money, we
go.” (Pregnant woman, 29-year old, third pregnancy, received no antenatal
care, rural, Van)

“We go to the doctor by borrowing from here and there.” (Pregnant woman,
22-year old, discontinued antenatal care, urban, Adana)

Recourse to a hedlth ingtitution is most common after an illness becomes acute;
in this way does health-seeking behaviour emerge.

“No, if your condition was severe, you would go then [Laughing]. (Pregnant
woman, 20-year old, discontinued antenatal care, rural, Afyon)

Overdl, among participantsit isobserved that health isnot a priority over
and above other daily needs with respect to resources or time allocation. Health
becomes an issue of first priority only if it is seriously threatened, especially a child
becomesiill.
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3.9 EXPECTATIONSFROM THE HEALTH SERVICE PROVIDERS

3.9.1 Friendliness

Among the expectations from the health service providers the first and
foremost isfriendliness and concern. Expectations were stated especially in relation
to birth services. Pregnant women consider health services necessary even if they do
not receive any services during their pregnancies.

Pregnant women and their relatives expect friendliness from the service
provider. The ‘harsh’ and sometimes judgmenta attitudes of health personnel create
discomfort in pregnant women. They are expected to be friendly and answer questions
without rebuking their interlocutor/patient.

“ Oh, nurses here have become sullen. For example— don’t know something. |
ask a question about the thing | don’'t know, and she answers my question
derisvey.” (Pregnant woman, 24-year old, discontinued antenatal care, rural,

Afyon)

“ ...they are human — | mean to say — they are having labour pains, for example;
they' re aching... | don't know but they treat you like an animal. They assig in
the delivery by force. | mean to say— wish they were better. For example, it's
not like that in the west; they give injection and serum there, for example. They
[ the pregnant women] suffer less.” (Pregnant woman, 30-year old, elementary
school graduate, fourth pregnancy, urban, Van)

“ Let them be friendly. | want such a thing. Let the maternity hospital be nearer
aswell [Laughs].” (Pregnant woman, 28-year old, elementary school graduate,
second pregnancy, received no antenatal care, urban, Van)

Participants strongly emphasised ‘attentiveness from health personnel as an
expectation. By ‘attentiveness is meant a careful examination and feedback
provided to the pregnant women by health personnel. Pregnant women want to
obtain information about the baby’ s health and the process of delivery. The health of the
baby, the estimated delivery date, and the form of delivery are the topics of most
concern, since they create apprehension in pregnant women.

“But | mean to say—for example, just as| said, you know, I'd like them to pay
sincere attention... For example, I’ wish pregnant women had privileges. For
example they may say, ‘Come on, let me help you listen to your baby's
heartbeat, or |et’s see the condition of your baby’ s heart, or let’s seeif you have
any discomfort’—for example. 1I'd like a nurse to be interesed in me”
(Pregnant woman, 25-year old, received no antenatal care, semi-urban, Adana)

“1f only she would assist you in delivery, take care of you, treat you well—your
suffering is enough for you anyway — labour pain is the stuff — but she could
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treat you well with nice words and warmth to help you. But most don’t take care
of you, you know.” (Pregnant woman, 30-year old, received no antenatal care,
rural, Afyon)

Hedth personnel are aware tha pregnant women have expectations of
‘atentiveness and they admit that these expectations are reasonable. Actually, health
personnel have identical expectations when they have recourse to a health
ingitution for themselves or their families. However, they cannot meet these
expectations because of the heavy workload, and burnoui.

“They want to be shown interest in at least. When the madam comes in she
wants to be introduced — | mean to say — I’ m this doctor, you are that, how are
you, she wants to be addressed by her name. She wants to be paid special
attention to, for who sheis, and be taken to a seat. When she comes she wants
people to be contented, pleased; she wants to be cherished dearly and wants
people to be concerned about why she is there. The psychological state of
people is very important—to make pregnant woman feel privileged is a job in
itself. If she is paid attention to in the place where she goes, if people are
pleased, if she has ultrasound screening, or if she has a response to a few
guestions she asks, this makes her fed honoured, she feds pleased.” (Health
personnel, focus group, semi-urban, Adana)

3.9.2 Ultrasound screening

A number of pregnant women want the examination to be done with ultrasound.
The reason for this is the belief that information about the baby cannot be obtained
solely by abdominal palpation (Leopold’s manoeuvres), that is, ‘manually’. There are
also experiences that indicate that in examinations without ultrasound one might obtain
misleading results.

“1 went to the health centre twice. They just examine you there, and there is no
ultrasound. They told me that my baby had died, | was frightened so | went to
Mar3A, | was afraid. | went for ultrasound. How could they say it had died? |
was continuoudly holding my breath. The doctor gave me an examination and
ultrasound. There was nothing like that; I’ ve learnt this today.” (Pregnant-peer
focus group, rural, Adana)

“My second child was three and a half months old, | went to the doctor, to the
hospital, and s’he [Turkish, o for *he’, ‘she’, and ‘it’] prescribed me medicine
and let me go. After fifteen days my baby was dead in my womb; it was almost
poisoning me, | went to a private hospital this time; they took me to the
ultrasound and said it was dead. If they had taken me to ultrasound there
[initially], my baby might have lived.” (Pregnant-peer focus group, rural,
Adana)

“ But when you go — you know — neither a nurse nor a doctor. What you do is

wait, wait, and wait.” (Pregnant woman, 25-year old, received no antenatal
care, semi-urban, Adana)
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“ Because thereis not a doctor here, | go to Van. If we had one here, | wouldn’t
go there[to Van]. But being so ill, | go here. Why would | go to Van? But since
thereisnone, it is obligatory. The village midwife comes. If there were here, I'd
go. | don't go because there is none.” (Reative, 37-year old, illiterate. rural,
Van)

Having health services brought to homes through ‘home vists is a
preferred practice for a number of participants. They state that they were happy
with these home visits in bygone times. A member of the health personnel stated that
pregnant women’s preference for home visits is closely related to codt. It may also be
related to the difficulty in accessing the health centres, and women'’s inability to leave
home alone.

“1"d like the officials and midwives in the hospital to be more understanding. Or
— for example — we want health officials to come to our homes and follow up at
home. We want them to come and follow up the deliveries, pregnancies — for
example — to seeif they have any problems with their pregnancy — for example.
We expect the hospital, officials to be more understanding.” (Relative, 18-year
old, urban, Adana)

3.9.3 Recelving services free of charge

Receiving services free of charge is considered important and stated as an
expectation. It is observed, however, that anumber of people do not know that antenatal
care services are free of charge anyway.

“1 mean to say—the health centre should provide services free of charge.”

(Pregnant woman, 24-year old, received no antenatal care services, rural,
Adana)
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3.10 EVALUATIONS OF SERVICE PROVIDERS OVER THE PERCEPTIONSAND

BEHAVIOURS OF PREGNANT WOMEN

In the areas where the research was conducted, the role of socio-cultural
characterigtics is a matter of primary importance in the evaluations made by health
personnel over the perceptions and behaviours of pregnant women about their health.
This was followed by the evaluations made on the economic status and the quality
and adequacy of existing health services.

Service providers indicate that, especially lack of education and problems
related to gender in rural areas have negative effects on the perceptions and health
behaviours of the pregnant women.

“ ... until she becomes sick, they don’t bring her to the health centre. Because
she starts being unable to manage her household chores and other work—that’s
why they bring her—er—the man brings her herefor thisreason. But again, as|
said, it may be wrong to generalize. What | say may cover the majority but—
er—there are men who are conscious (aware) of course, there are those who
take their wives to a health institution immediately she feels sick.” (General
practitioner, 27-year old, male, rural, Van)

In the evaluations made on pregnant women from the rural parts of Afyon, from
the seasonal workers' area in Adana, and from those who migrated from Eastern and
Southern Anatolia to Adana, it is observed that women within traditional extended
families — who were married early, have had little or no opportunities for
education, and whose fertility is provoked — do not have the right to comment on
their own bodies and make use of existing services.

While lack of education and problemsrelated to gender are common in all
regions, it is especially those problems resulting from migration from Eastern and
Southern Anatoliato Adana, and transportation in Van, that attract the attention.

In the interviews held in Adana, health personnel state that people who migrated
from Eastern and Southern Anatolia differ from native people with respect to social and
cultural norms—that the former have a much more feudal social structure and lead a
socially-withdrawn life. Women with families who migrated from Eastern and Southern
Anatolia are illiterate, and again in this group, consanguineous marriages are very
common. In one of the focus group interviews held with health personnel, families
coming from Eastern and Southern Anatolia have been described as
“problematic”; it was sated that they migrated to Adana because they could not “fit to
their place”. The same health personnel describe the families from Adana as those who
migrated to the ‘big city’ because of the need of ‘work’ and a‘livelihood'.

“ ... thereis a gap between that side and this side of the canal. On that side, the
literacy level is zero; their social lives are very bad; they completey live in a
patriarchal way, in a house with two rooms. For example— remember from my
visitsin the vaccination campaign, they live in houses with two rooms; there are
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two or three brides living with their mothers-in-law. You cannot see such a
lifestyle here; here everyone has his own house, and within this house is his own
nuclear family... And also their culture is completely different. The places
where they come from, those parts—Diyarbakir, Mus, Bitlis, Tunceli, Sirt.
These are the palces of problematic people — I mean to say — those who couldn’t
take refuge in their own region, disputed, have blood revenge, and whatever.
There are people who came here to work, to make a living, completed a certain
level of education, came to make a living for their family; here and there the
stuff istotally different. (Another speaker) There are some who came to make it
possible for their children to be educated. (Another speaker) They are quiet and
harmless people” (Health personnel focus group interview, semi-urban,
Adana)

“The problem of this side is solely cost of living, but that sde is hometown
problem. They couldn’t fit the place where they live, problems arose and they
had to move.” (Health personnel focus group interview, semi-urban, Adana)

“They feel asif being under Turkish Government is not a good thing; they feel
oppressed...” (Health personnel focus group,,semi-urban, Adana)

“The other day a woman had come with Bagkur social security and taken the
receipt from the cashier’s office. An amount of fifty liras remained. Our friend
had said, ‘I don’t have any small change, let it remain here; it doesn't remainin
my pocket, it goesto treasury.” The woman replied, ‘If it will remainin treasury,
not in your pocket, give it back to me, | won't leave it here.”” (Health personnel
focus group, semi-urban, Adana)

“That's true, but people should come with the same interest, concern, and
compassion. They don’'t come to us like this. They come sort of agitated, with an
antipathy to the system. (Another speaker) They come here agitated.” (Health
personne focus group, semi-urban, Adana)

It is observed that citizens who migrated from Eastern and Southern
Anatoliato Adana mistrust the services provided by the government, and that this
situation serioudly affects their health behaviour. It is notable that this mistrust is
reinforced, and becomes foreboding, as a result of the inadequate services provided—
inadequate services that had resulted from the excessive workload of the health
institutions in the region, and the problems such a stuation generated for health
personnel.

Asfor therural parts of Afyon where there are no, or a very limited number
of, migrants and seasonal workers, and socio-cultural differencesare not sgnificantly
pronounced, the determinant role of senior family members, especially the
mothers-in-law, within extended families comesinto prominence.

“First of all, the mother-in-law has to say, ‘Okay, let the bride go'. If she
doesn't [say so], the son never takes hiswife, he never takes her there... | mean
to say—there is such a problem here: first the mother-in-law should say yes, this
bride is sck. There has to be permisson from the mother-in-law. Later on,
whoever isin a senior postion in the house, she should take her. No problem, if
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the bride lives or dies; if there is no one at home, then she'll go tomorrow; it's
the way they think.” (Health personnel focus group, rural, Afyon)

An attribute shared in all regions is that the women’s health is of minor
importance if the family is poor. Pregnant women who live in poor, traditional
families in the rural areas have to work until the time of delivery is close; their
work seemsto be moreimportant than their health.

“Work will be completed, and then she'll come to the health centre towards
evening. She says | have hardly completed works, take a look at me, and we
examine her without hurting her. They wait for their bride to complete the work
at home, then give permisson—such a condition exists” (Health personnel
focus group, Afyon)

“Our health centre isin the centre, but— mean to say—er—they are in worse
condition than that of a village. They are equivalent to the villages in the centre
or other villages. | mean to say—they are in a very bad condition. A pregnant
woman comes, | think she's pregnant with another one anyway. Pregnant—
mean to say—er—her tenth pregnancy, no healthy nutrition, no doctor; she has
a miscarriage at home or gives birth at home. | mean to say—if we manage to
reach them, we can explain things. Her husband doesn’t take her to the hospital,
they don’t even have her vaccinated.” (Nurse, 33-year old, urban, Van)

“They made her work during pregnancy, rushed her from one place to the
other. As a result they disregarded their health, and she came out of necessity...
[Talking about a woman taken to a health centre when her labour started.]
(Health personnel focus group, rural, Adana)

According to the comments of the health personnel, health centres are used
mainly for curative services and for prescription of medicines by the people. It is
observed that the importance of preventive servicesis not understood well, and it
is stated that home visits planned for pregnant women are helpful especially for
those in poor economic conditions, and pregnant women who are identified by
home visits can attend the check-ups more readily later on. In this sense, although
mobile services are beneficial, invitationsfor services made by announcing people as
applied during mobile services in some regions is consdered insulting and
inappropriate.
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3.11 THE OPINIONS OF SERVICE PROVIDERS ON THE APPROPRIATENESS OF EXISTING

ANTENATAL CARE AND CHILDBIRTH SERVICES

3.11.1 Health services provided in theregion

All health personnel interviewed are aware of the fact that preventive services
and antenatal care services under them should be adequate and convenient. However,
they state that in recent years while the workload has been increasing in primary
health care institutions, the number of personnel has been continuousy
decreasing. It is emphasised that as a natural consequence of this, physicians and
midwives especially cannot spend an adequate amount of time on preventive health care
services and antenatal care, and delivery services are ‘get lost in the shuffle’ and
cannot be provided for adequately in an appropriate way.

“Let me put it in this way— et me explain our way of working. You come to the
health centre in the morning: [there are] a whole lot of patients. | come in and
say good morning, | swear later on it ends with ‘Enjoy your Meal’ [Turkish,
afiyet olsun] in the afternoon. I'm serious; | don’t even smoke. | mean to say—
don’'t have any chance to go out. They bring tea once in a while. [There are]
lots of patients; [the] population is big. We have only one assigtant... Only our
midwife stayed. We had a nurse before. She had time to take care of pregnant
women and the babies when we had a nurse.now it is caught in between, if we
said that we provide this service, we would be lying.” (Health personnd focus
group, rural, Adana)

It is stated that home visits — which are especially important in rural areas—
cannot be undertaken because of the lack of personnel, and equipment. Many
members of the health personnel stressthat home visits are important, but othersthink
that rather than going to people’shomes, it ismor e effective and beneficial to have
patientsvisit a health ingtitution. There are physicians and health personnel who have
never been on a home visit and are unaware of the fact that home visits are an option,
let alone a desirable one. Nonetheless, a home visit is an extremely suitable method for
reaching individuals who are in an unfavourable position with respect to health-seeking
behaviour. On the other hand, it is observed that health personnel try to provide tetanus
immunisation though mobile health services, and health personnel place consderable
importance on thisservice.

“ Recently, we started using a school. It speeds up communication. Having an
announcement made in the mosque is easy. We establish ourselves at a school.
We invite all the children and pregnant women, you know. If she doesn’'t come
at a gpecified time, [no matter as] we definitely pay another visit within a
month. We go there with our tetanus vaccine, invite them, and vaccinate.”
(General practitioner, 36-year old, rural, Afyon)

It is noteworthy that in nearly all regions no systematic antenatal care
service was provided; servicesfocused predominantly on identification of pregnant
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women—inviting them to health centres for check-ups and then administering
tetanusvaccinations.

However, there are challenges even in the provision of these limited services. In
some regions health personnel indicate that a number of private gynaecologists have
instructed pregnant women not to bother with a tetanus vaccination, calling it
‘unnecessary’. In addition, even if it is not prevalent, rumours about a link between
‘infertility’ and the tetanus vaccination may also be an obstacle for vaccination.
Health personnel also stated that when they see, in the health centre, pregnant women
who have not been vaccinated, they can persuade them to agree to vaccination.

“1 ask whether she has had a tetanus vaccination or not. | ask, ‘Have you had
your pregnancy vaccination? ‘No?’ ‘So, come now , | say. How would | know,
| haven't. | mean to say—there are those who are careless. There is a little
negligence.” (General practitioner, 32-year old, female, urban, Adana)

“ People in that area had been saying this, ‘My doctor doesn’t want me to have
the vaccination—thereis no need.” She had been saying ‘| will be assist in your
delivery; everything is sterile’” (Health personnel focus group, semi-urban,
Adana)

“Thereisakind of mentality stuff [going on] here. They think there has been a
tetanus vaccination campaign here, why did they do it in this area, is that for
infertility? ...” (Health personnd focus group, semi-urban, Adana)

In the interviews, it was emphasised that health centresareimportant health
ingtitutions for people — especially for those who areilliterate or with lower levels
of educational attainment; have no relatives to accompany them to secondary
health ingtitutions; or who suffer economic hardship for their general convenience
makes them the cheapest in terms of transportation — in that they provide
accessbility to services and solutions health to health problems, even if therearea
numbers of obstacles and hindrances to their utilisation (as mentioned above).
These people want their problems to be solved in the health centres, even if they are
referred, they do not have recourse to secondary health institutions. On this point,
health centres areimportant being easly accessible (by busor on foot—mostly). In
addition, it is an advantage for health centres to have fewer and ssimpler procedures in
comparison to secondary health institutions.

Health personnel stress that it is necessary to organise and normalise antenatal
care and related services both in public and private health institutions in a way that
enables standard operationalisation. They also want measures to be taken to change the
attitudes of private practitioners with respect to tetanus vaccination.

3.11.2 Places wher e health services are provided in the region

The places where people receive health services are health centres, sate
hospitals, maternity hospitals and private physician offices. In urban areas there are
also health cabins belong to midwives and health officers and it is seen that a number of
pregnant women tend to perceive private working midwives as gynaecologid. It is
observed that a significant number of has closed their private offices recently
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because of the increase in revolving fund revenues, with cutbacks for physcians
with private office, but majority of the gynaecologists ill continue to run their
offices. According to the health personnel, people prefer private health ingitutionsto
make use of more qualified services.

3.11.3 Appropriateness of local health institutions for ANC

In interviews held with health personnel it was observed that the physical
conditions of health centres are not favourable. Some buildings were not planned as
health centres, and were in fact only turned into health ingtitutions later. Recent
revolving fund practices and performance evaluations affected the provison of
preventive and antenatal care services negatively. The physical space, implements,
and equipment required for these services are not sufficient. There are difficulties in
reaching these implements and equipment to provide adequate services. A very limited
technology is used for diagnosis and treatment.

3.11.4 Problems of health personnel

According to the collected data, the problems of health personnel have a place
of considerable importance. Affiliated to the Ministry of Health and obliged to provide
antenatal care services, primary health ingitutions experience problems related to
the physical inadequacies, and to insufficient implements and equipment; in
addition, health personnel also have personal problemsto a consderable extent.

These problems extend to working conditions, administrative problems; lack of
pre-service and in-service training; job dissatisfaction; burnout; and communication
problems with the local people.

Even though they differ according to the regions and the job titles of the
personnel, it is possible to summarize the problems stated by health personnel in the
interviews, asfollows:

The fact that the positions in the District Health Directorates are not filled
with permanent personnel resultsin a perception that they are powerless and
inadequate and these administrative positions with considerable
responsibilities to be ineffective.

Serious communication problems are sometimes experienced between
health personnel and the society they serve in terms of regional and cultural
differences. In some regions, the citizens and the health personnel virtually
congtitute two opposing groups.

Communication problems are experienced between health personnel
(responsible for the service provision in health institutions) and the
administrative personnel, and that such problems may lead to conflict.

The lack of implements and equipment needed for service provision is a
widespread problem that negatively affects the services provided and
communication with citizens.

Health personnel in health centres want to serve pregnant women utilising
better technologies. They are dissatisfied at not having such facilities. While
physicians want to use x-ray facilities, midwives need Doppler heartbest
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devices. Shortages in such technologies make it obligatory to refer patients
to other institutions. This situation diminishes the prestige of health centres.
Service provision is reduced to prescribing medicines, vaccine practices, and
health training.

Health centres in some regions do not have any vehicles for mobile services
or emergency cases. Citizens use their own or others' personal vehicles for
urgent cases such as childbirth.

Because of the lack of personnel, such services as secretariat and trust are
carried out by the health personnel in some health institutions.

In addition to the lack of personnel, their mobility is also an important
problem in some regions. A number of physicians in the health centres
complain that the personnel they train change their places often, and often
precisely at that time when they can be fully productive.

It is stated that the workload has increased because of revolving fund
practices.

There are problems among health personnel who worked in rural areas for a
long time (such as, social isolation), and in those who has worked in those
institutions with heavy aworkload (such as, dissatisfaction and burnout).

It is understood that pre-service training of the hedth personnel — primarily
for the physicians, midwives, and nurses — is not sufficient for field
practices. In order to compensate for this, well planned and implemented in-
service training is needed.

Heath personnel generally perceive in-service training as that training
provided by the Ministry of Hedlth. It is not considered as training carried
out among the health centre personnel. It is pointed out that the ministry
only organises in-service training in family planning and immunisation—no
training is given in pregnancy or childbirth after graduation. The same
personnel and young ones generally participate in these trainings.

Some health personnel emphasise the importance of (but lack of) effective
inspection in health institutions. This situation results in the inability to
distinguish between efficient and inefficient employees—thereby decreasing
the motivation of personnel.

Professional prestige and identity problems are experienced due to society’'s
views of general practitioners and nurses. Together with the lack of
implements and equipment, and infrastructure problems, the image of
general practitioners and midwives-nurses in the citizens has been eroded.
These problems affect the motivation and productivity of the personnel.
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3.12 GENDER ISSUES
3.12.1 Woman'’s status

A common feature observed in all women interviewed in the present study is
the fact that they are virtually second-class citizens without much of a right to
speak; are continuously oppressed in the face of men; are exposed to violence; and
under the congraints of a mother- or father-in law. This is especially evident in
women living in rural areas. This condition exists in Van (a typical Eastern Anatolian
province), in Adana (a province with many migrants and casual workers), and in Afyon
(atypical Central-Western Anatolian province): women seem to be deprived of their
fundamental rightsin every region.

Health personnel often emphasize that women are perceived as second-class
citizens in the family: besides their reproductive rights, they are deprived of the most
basic human rights. Woman does not have a right over her own body. As for her
family, they attach importance to her fertility and its continuity. According to the
opinions of health personnel, awoman is excluded if she does not give birth every year,
or if she isinfertile. The culture of the societies under consideration here regards it as
normal and natural that the husband of such a woman would get married again.
Therefore, it is observed by health personnel that a lot of women continue to get
pregnant even if they do not want to, and feel exhausted asreault.

“They are extremely oppressed. They see their lives passng by. They can't
reach it from one side. They are very submissive. | mean to say—they yield to
the mother-in-law and the husband.” (General practitioner, 30-year old, rural,
Afyon).

“They don't have any reproductive rights, they don’'t take the initiative in
reproduction. Maybe such a woman is seen in onefifth [ of the population]. Such
a thing cannot happen, ‘I don't want any more children’” (Health personnel
focus group, semi-urban, Adana)

“ A 25-year old woman, she's got five children; there are thousands of people
here who bring another wife just because their wives haven't given birth for a
year.” (Health personnel focus group, semi-urban, Adana)

“ ... all men want children here...As if the only mission of a woman is to give
birth, to ddiver.” (Health officer, 24-year old, rural, Van)

“ Ninety-nine percent of women don't know that their body belongs to them.
How many children would they like? They think they don’t deserve such a thing.
Maybe they think it, but they cannot decide for themselves.” (Health personne
focus group, semi-urban, Adana)

3.12.2 Women and domestic violence
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It is notable that women are widely exposed to emotional violence—some to
physical violence. Violence can continue throughout pregnancy. Sometimes community
members may witness this violence. However, no measures are taken to prevent and
stop the violence. Women exposed to violence cannot resolve this problem and feel
helpless.

“ The whole neighbourhood sometimes gets angry with my husband. They say,
‘Don’'t! Sheis pregnant; it's sinful. Don't fight with her’. | mean to say—that’s
the way, and they support me. My neighbours are good. | won't hide it from
you, they are very good, but when my husband arrives, | hide outsde. If he sees
me, he beats me. He says, ‘Outside is forbidden to you'. If he came here and
saw you here — | mean to say — if he didn’t find me at home, if he saw you in
front of the door, he would cut me up... The other day | got a beating from my
husband—what a pity. How fiery he was when he did it. | swear he doesn’t think
whether something bad might happen to the baby, | swear.” (Pregnant woman,
30-year old, received no antenatal care, semi-urban, Adana)

“ Emotional violence is more common. | mean to say—no one comes to the
health centre saying she was beaten. Up till now? If there were one or two
cases, | don’'t remember. They experience emotional violence more — | mean to
say — they are oppressed. They tell you this and that: you have this in your
home, you have that on your foot, and you aren’t beautiful. | hear such things.”
(General practitioner, 30-year old, rural, Afyon)

“Hetells me not to [lift anything heavy] but how can he see my mother-in-law,
father-in-law shouting.” (Pregnant woman, 22-year old, received no antenatal
care, urban, Afyon)

3.12.3 Women and social life

Women who marry at an early age, and whose educational level islow, are
totally dependent on their husbhands in every way. They cannot take decisions by
themselves; they have to get permission from senior family members or from their
husbands in order to go somewhere, or for the sake of propriety, they have to be
chaperoned by them.

“ My husband takes me; | haven't gone for a walk either.” (Pregnant woman,
38-year old, discontinued antenatal care, semi-urban, Adana)

“1f 1 go somewhere, | ask my husband, you know, if I’'m going to go there. I'm
going to go to the health centre, may 1?7 He saysiif you are going with someone,
you may. But if 'malone, | can't. If | go by car, | can go alone again. But if |
don’'t go by car, | can't” (Pregnant woman, 21-year old, second pregnancy,
received no antenatal care, rural, Van)

“ ...l cannot act as | want. Now when I'm bored | can't say I'll go there at all.
Either my husband or my mother-in-law must give the permission; my father-in-
law is the same. When there is a wedding or some joyful occasion, | can go
there. We go all together — not on my own, of course — with my mother-in-law
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and others with her. They give us permisson, and then we go.” (Pregnant
woman, 19-year old, discontinued antenatal care, rural, Afyon)

Since the woman cannot go out on her own, her relations with her neighbours
are undeveloped. Women cannot have a satisfactory social life—go to vigt their
neighbours and meet their peers. This condition negatively affects ther
interactions with their environment, and hence their ability to obtain information
and become aware.

“ Neighbourhood relations here, Oh, there are weddings, funerals and sickness,
that's the way we go. Here you cannot go for a walk and such things.”
(Relative, 26-year old, housewife, urban, Adana)

3.12.4 Women and work

In urban areas, women generally deal with the household chores and child care.
In rura areasit is the same, except that, in addition, women also have to work in the
fields. Men are expected to work outside the home. However, regarding household
tasks done outside the home (shopping and the payment of invoices, for example) men
are involved.

“Yes, ..when there isa need or an expense, | give to it my husband. | mean to
say— tell him to buy these, for example. When there is no shop nearby, or we
don’'t have a shopping area, my husband shops and brings them.” (Pregnant
woman, 27-year old, received no antenatal care, rural, Adana)

The position of women in Adana (in families coming to work as seasond
workers) is more subordinate. Health personnel state that for these women being
pregnant does not affect the way she is regarded because women are perceived by
their relatives as workers who have to earn money.

“Now let me put it like this: they are workers there. There is no difference if
they are women or men. No difference if they are pregnant or not. Every
individual is seen as a daily wage by both themselves and the person who hires
them. Therefore, think of their status in the society, woman, man—er—pregnant
woman, child, adult: there is no difference. They are seen as a daily wage
each—or a worker.” (General practitioner, 36-year old, female, seasonal
workers' area, Adana)

3.12.5Women and fertility

Women are expected to get pregnant immediately after they get married.
Because of this social expectation most of them get pregnant unwillingly in the
subsequent phases of their marriage. A grest many of the interviews with pregnant
women and their peers sated that their husbands want to have children very much.

“ People bear a lot; they give birth alot. | swore that | wouldn’t bear after this

one, because | haven't lived a life. | came, got pregnant, and had a miscarriage.
One more miscarriage, then | got pregnant and it's gone too. The last one is
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this. This one stayed because | protected mysdf. This one stayed because |
saved myself and it. This one was an accident; otherwise | wouldn’t have it
now.” (Pregnant woman, 25-year old, discontinued antenatal care, seasonal
worker, Adana)

Having a lot of children on the part of the women is not only a desire of
their spouses, in some casesit may be seen as a requirement because of the beliefs.
A participant in Adana emphasises that a Mudlim family should have five children. This
pregnant woman thinks that it is important for siblings to support each other in a large
family. In addition, she believes that having a lot of children is beneficial for the
country; she thinks, ‘young soldiers will grow up and the country will consequently be
stronger. Children are seen as a guarantee ‘protecting both the family and
country.

“Five. A Mudim family will have five children. (Why?) We know this way. |
think it is so. (Who said s0?) In my family it is so, a Mudim will have four, five
children. (Does the number five have any meaning? Where does it come from?)
We like it so. (Why?) For example, if there are two girls and two boys, they will
all be aunts and uncles. If there is one, it will be alone, we want the all be. I've
got three girls, one boy; it's enough if God gives us another boy. (Is there
something like ‘a Mudlim shall give birth to four or five?') We think it is better.
The British Prince was acclaimed for having five —I mean to say — they want to.
The European part doesn't give birth. All are old, and also they cannot find
proper young boys so that they can send them for military service; he can fight
in the war. We've got [proper young boys], may God preserve them. Thank
God. Having children is good. They protect us, they look after us. A younger
generation develops. (Pregnant-peer focus group, semi-urban, Adana)

3.12.6 Women and ability to make decisions about receiving services

In pregnant-peer focus group interviews many pregnant women state that they
decide on having recourse to a health institution with their husbands, and they could go
there whenever they wanted. However, in all regions where the present research was
conducted thereisalwaystheissue of ‘getting permission’ from the husband or his
family. Women generally do not go to a health institution or any other place without
first getting her husband’ s permission.

“ My siger-in-law goes as well if her husband lets her go; | mean to say—our
mother-in-law doesn’t get involved.” (Relative, 32-year old, housewife, urban,
Adana)

“... now when she gets sick, for example she's got her mother-in-law. Her
mother-in-law, now there are elders here, juniors have no right to voice an
opinion. The eder decides, then her husband takes her.” (Relative, housewife,
37-year old, rural,Van)

“1 tell my husband and my mother-in-law; they know me. If I go without asking,
she [my mother-in-law] says, ‘The bride didn't get permission from us'. And
such things. She says, ‘Look, we didn't let her, and she didn't agree with us'.
She says, ‘She didn’t ask us if she could go'. ‘You see’ she says, ‘She went
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without informing us. She gives me a sharp rebuke. They say such things.”
(Pregnant woman, 25-year old, received no antenatal care, rural, Afyon)

The hushand's family still maintains its importance in making use of
antenatal care services. The pregnant women'’s relatives state that if she tells them she
has a problem, they will take her to the hospital. However, senior family members
perceive pregnancy and the ailments experienced during pregnancy as natural, and they
do not describe them as problems. Therefore, they do not think that a healthy pregnant
woman should go for check-ups.

“1 snear, she knows, but we don’t. It’s her problem. She says ‘I’ ve got pains
here'. We send her to the hospital. If she says, we will [ send her]; if she doesn’'t
tell us, how can | send her?’ (Mother-in-law, 56-year old, housewife, urban,
Adana)

It can be consdered normal for pregnant women who go to a health
ingitution to receive antenatal care services to inform their husbands or senior
family members, and this cannot be adjudged as something againg their freedom.
However, it is observed that there are cases where this behaviour is beyond the
boundaries of merely informing: it is done for the purpose of obtaining permission
and in same families pregnant women are not given permission to go to a health
ingitution even in times of iliness.

A pregnant woman explained that even if she were sick, she could not get
permission from her husband’ s family during her pregnancy. After she turned into ‘skin
and bone' they gave her permission to go to a health ingtitution.

A number of women state that they have the right to comment a home and they
make decisions on the use of the budget, and reproductive health, together with their
husbands. However, researchers experiences, and the statements of health personnel
reveal that the state of affairs is actually quite different in the real world. Women’s
actionsare monitored and a kind of social pressureisexerted on them.

On this issue, the following episode might be cited. In one of the focus group
interviews held in Adana, an extraordinary event took place. The time of the meeting
and a place (a house where three brides were living together without their mother-in-
law) were arranged. Researchers had established good communication with the brides
and completed a considerable amount of the interview. However, in the midst of the
interview, ateenager of the house (a late teen, around 18 or 19 years of age and single)
and cast the researchers out of the house in an extremely aggressive manner, causing the
participants to scatter. None of the older women or the brides could utter a word to this
teenager. His behaviour affected many of the participants, and the pregnant-peer group
who participated in the first part of the interview, quickly broke up. The interview had
to be completed with only five participants in another house.

“ Come on, elder ssters, break it up! Break it up! Break it up! [A young man of
the house barges in clapping his hands] Look here, what kind of a doctor are
you? Show me your D! [Looking at the ID, though he is illiterate] Haven't we
seen any doctors? These women are dim-witted, why do they do such a thing?”
(Adana, pregnant-peer focus group)

0



102



3.13 REGIONAL CHARACTERISTICS
3.13.1 Adana

Socio-economic structure

The areas where the interviews were conducted in Adana show demographic and
cultural differences. Adana has very high rates of in-migration. People who have come
from different regions and settled in urban and rural areas of Adana live in separate
neighbourhoods.

“ Yes, the Arabs have settled in certain areas, Kurdsin certain areas, Canos [a
name given to Romany people] in a certain area. Like this have they settled in
the sameregion.” (Midwife, 31-year old, urban, Adana)

“... There are all peoples. there are Macir [people from former-Y ugosavial;
there are Laz [people from the Eastern Black Sea Region]; there are Cerkes—
and there are all peoples. There are Turks; there are Kurds—and there are a
lot.” (Community Leader, 50-year old, Mukhtar, urban, Adana).

In amost every part of Adanawhere interviews were held, economic difficulties,
unemployment, and poverty were frequently mentioned. In the rural areas, as expected,
families make their livelihood through agriculture and animal husbandry. The income
generated is just enough to cover the expenses of the family. In some places, it is
observed that some family members (especially men) go to other cities or even abroad
to seek short-term work.

“ Families— mean to say—our village is poor. It is a poor family. So, they go
harvesting: peanut harvests, corn harvests. To live, you see. They keep one or
two cattle and make a living... No, almost all the village is poor... | mean to
say—there is no one of considerable means.” (Community Leader, 46-year old,
Mukhtar, rural, Adana)

In urban areas, low paid work (relative to the cost of living) is listed as a
significant issue, asis temporary and seasonal work.

“Yes, with my father-in-law, they are temporary workers. They work. They
work at temporary jobs and bring in [an income]. We don’t have any other
security. | mean to say—they are temporary workers they are labourers.”
(Pregnant woman, 32-year old, sixth pregnancy, no ANC, rural, Adana).

“ Around here no one has income or that type of thing. Everyone's a manual
labourer. If the husband works, that is by the hour on the construction stes.
One day thereis[work]; ten days there isn't. Our Kurdish people are like that.
They lead a miserable existence on the construction sites.” (Pregnant woman,
35-year old, fifth pregnancy, no ANC, urban, Adana)
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“ My daughter’s milk is 150 million lira every month. We give 160 million for
milk. How can we put anything aside for our health? We can barely look after
ourselves” (Pregnant woman, 23-year old, second pregnancy, no ANC,
seasonal workers area, Adana)

It is stated by the participants that families living in urban areas, and who have
economic problems make use of social assistance, borrow from people around them, or
cut down on their expenses from time to time in order to balance the family budget.

In the interviews conducted in seasonal workers areas it was noted that the
conditions of life are harsher, and that there is more poverty in these areas.

“Their financial conditions are what we could call totally anful. | mean to
say—a person who is not in absolute need would never work there. Hey, if you
could only see the conditions, | mean... As | was saying, you would try to give
everything you got: if you have clean water, you would give it so they can drink
it; if you have food, you would shareit; if you have medicine, you would give it.
There are really places that are in a horrible state.” (General practitioner,
male, 36-year old, seasonal workers area, Adana)

It is observed that the uncongenial life conditions that seasonal workers endure
negatively affects the health of both women and children. On the other hand, it is also
observed that some of the people interviewed have a postive opinion about their
financial conditions, and the facilities available at their place of residence; for example,
amidwife stated:

“There isn't—there isn't anyone living in bad conditions. Everyone is fine; |
mean to say everyone looks after their family.” (Pregnant woman, 27-year old,
no ANC, 7th pregnancy, urban, Adana)

A relative of apregnant woman said:

“They have a car. If everyone goes to work in their house, how should | know?
Not everyone is renting their houses; all have houses’ (Relative, woman, 57-
year old, Adana)

Another finding is that there are families and pregnant women that receive
conditional cash transfer in the areas where interviews were conducted. In the region,
a programme called Conditional Cash Transfer is being implemented under the Social
Risk Mitigation Project in cooperation with the Social Assistance and Solidarity Fund
and the Ministry of Health. Mothers with children and expectant mothers without any
social security can get assistance from this project. Payments are made every two
months to mothers or expectant mothers.

“Now in this case we have cash assstance. There are sSx or seven hundred
people. Sudents, pregnant women — before the third month they have to apply.
Women who have just given birth, [women] before the third month they have to
apply. Let me say, these get help every two months. They get it.” (Community
leader, male, 55-year old, Mukhtar, urban, Adana)
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However, health personnel interviewed in the area stated that while Conditional
Cash Transfer had positive effects, it also had negative results in that it increased the
reproductive health related problems. They stated that the project has elevated the
pregnancy rates.

“They encourage them. They give money. They give extra money so that a
woman has kids. Why? They look after animals. Austria, Germany, Paris, here,
there—if it weren’t for the immigrants, there was no population to start with.
My friend, are you German? Are you [from|] Austria? You are constantly
helping women who give birth? Good, do it. Nice. But don’t encourage them
this much. You are a country with population explosion. You don’t know where
you are going. A huge hulking car that has lost its brakes is going [out of
contral]... | mean to say—first do population planning. Reproductive health is
very important definitely. Immediately and logically plan the population, and
educate urgently.” (Nurse, 31-year old, urban, Adana)

Health insurance

It is stated that with the affect of the green card practice, the percentage of
families without any health insurance has dropped, and that green card holders have
increased. The percentage of the population with social security such as SSK and Bag-
Kur is lower than that of green card holders.

“ Ninety percent green card. Maybe more than ninety percent green card. There
are very few Bag-Kur, very, very few. Those who have no social security are a
lot less. But mostlly green card. More than ninety percent.” (General
practitioner, male, 32-year old, urban, Adana)

However, it is noted by some participants that there are some injustices in the
distribution of green cards. It is said that some families who were not in need bought
green cards, whereas those in real need could not get them. Both mukhtars and health
personnel have made statementsto this effect.

“Hey, me | am going to go beg and get it. A man doesn’'t have any money—
can't get it. They turn him down, because he's got a television and a fridge.
They don't give him a green card. On the other hand, a man’s got a factory, a
workplace, a car. Never goes, pays for it—and the green card comes to his
feet.” (Community leader, male, 42-year old, Mukhtar, urban, Adana)

Infrastructure services

Utilisation of infrastructure services differs according to the place where the
interviews were held. In some of the urban areas that were visited, while some regularly
used such services as electricity and water, at other urban and rural areas infrastructure

related problems were voiced more frequently.

“1 mean to say—now sixty percent of our houses are gecekondular [Turkish,
meagre houses built of poor materials, without permits, literaly ‘overnight’;
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singular ‘gecekondu’]. We have a new settlement. Of those, about five percent
have plans. Until now, all were built as gecekondular. | wish the state would do
something about this—turn it into government housing. It would be cleaner,
healthier.” (Community leader, male, 46-year old, Mukhtar, urban, Adana)

Among issues related to infrastructure, a voiced concern, direct or indirectly,
was related to sewerage. The sewerage issue is expressed by all target groups
interviewed.

“1 swear | had the sewerage built one time. The villagers couldn’t look after
it—all the filth collected, and the system clogged-up.” (Community leader,
male, 59-year old, Mukhtar, seasonal workers' area, Adana)

“There is no septic tank; there is sewerage, but, sufficient manholes were not
made in the system. If there is a tiny bit of rain the manhole covers are thrown
up.” (Health personnel focus group, urban, Adana)

“ The manholes throw it all back out. God forbid, I mean to say heavy... rain or
whatnot. If it is like a disagter, all the houses will be left under water. Forgive
me, but from the WCs all the sewage is thrown back out, from the first thing.”
(Community leader, male, 46-year old, Mukhtar, urban,)

In some residential areas apart from sewerage, infrastructure concerns were
revealed in complaints about electricity- and water cuts.

“We can’'t always drink; | mean to say—these days that type of water can’'t be
found. | mean to say—clean drinkable water. Now there is a garden there. | got
it [water] from there, but all the neighbours bring mud from the bottom of the
well.” (Pregnant woman, 40-year old, discontinued ANC, rural, Adana)

A pregnant woman visited in a rura area in Adana talks in detail about the
hardships they have to go through to store the water needed by the household:

“Thereisn't a spring anywhere [near] here...Water from that mountain becomes
water to those lakes. Those houses you must have passed by... Here we have a
tank; we fill the tank and make do with it. In the winter it snows, there is more
water sometimes from gas comes from the ground we do things with it... The
amount you fill is enough for about two months.” (Pregnant woman, 27-year
old, no ANC, rural, Adana)

Some of the community leaders and health personnel interviewed stated that due
to certain sewerage and other infrastructure problems, health issues arise in their
regions.

“ There are frequent water cuts, | think there is a serious problem related to
amoeba in the region. The minute it is hot, this place is full of acute
gastroenteritis. | mean to say—we can’'t diagnose amoeba but we have a lot of
enteritis. When they go to the hospital and come back they say they' ve got
amoeba.” (Health personnel, focus group, Adana)

106



“There are puddles around the village, for example, that even causes filth,
causes flies. Down there we have meadows. There for example, it is overgrown
with rushes, and a little for example flies from.” (Community Leader, 37-year
old, Mukhtar, rural, Adana)

Different opinions were voiced with regards the transportation infrastructure of
the region where interviews were conducted. While transportation was not mentioned as
an important problem in Adana city centre, and areas near the centre, in districts and
villages not connected to the city centre, transportation difficulties were mentioned by
participants on various occasions.

“...very scattered you see. Asyou can see, this place has gone beyond I stanbul.
On top of every mountain there is a house. If there is no telephone, there is no
trangportation.” (Community Leader, 37-year old, Mukhtar, rural, Adana)

In addition, many of the people interviewed state that problems in transportation
make access to health care services difficult. Health care personnel state that problems
in transportation present difficulties for people effectively accessing the services they
provide—or, likewise, that the services they provide are utilised less than they ought to
be.

“Now it is like this the most important problems | face here are due to
trangportation, you see. The fact is that | have very little contact with other
villages, | can’t reach them...” (Midwife, 34-year old, rural, Adana)

Socio-cultural characteristics

Lack of education institutions in the region comes to the forefront as a factor
affecting the education levels of women in the region. On the other hand, it is also
stated that the region is more developed when compared to the past, and that there is a
change in the cultural composition caused by immigration—that the new generations
utilise education opportunities more.

“ People of our region, the Kurds, didn't look fondly on girls, but now those
who have migrated here — I mean to say — have broken thisthing. That chain—
mean to say. She is also our child, our kid, they say, and send their kids to
school as much as possible now— mean to say.” (Community Leader, 50-year
old, Mukhtar, urban, Adana)

Another point raised in focus groups and in-depth interviews is the fact that (in
the region where interviews were held) people prefer traditional extended families, and
thus are inclined to have alot of children.

“ Childbirth? Childbirth? God preserve us from evil [Turkish, ‘Masallah’]. |
mean to say—there are at least 10 to 15 children in one family. They bring one
child into the world every year without thinking of its future: how I am going to
feed this; how | am going to provide an education. They don’t think about these
things.” (Community Leader, 46-year old, Mukhtar, urban, Adana)
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It is also stated by participants that having many children is preferred due to
societal and religious considerations.

On the other hand, in the same interviews it is also stated that far from being an
advantage having many children creates financial and moral pressures.

“No, | say let it be few but let it be clean. It isgoing to end up in bad places. It
should be clean. Let there be few, and you are going to take good care of him or
her. Their clothes should be clean. When they go to school, they shouldn’t have
anything lacking among their friends. When you have many, you can't buy
everything. When you buy one shoes, then you have to buy the others shoes—
and by the time it isthe first on€ sturn his or her shoeswill be worn out. If you
don’'t have the means, you will be miserable with too many kids. ” (Pregnant
women-peer, FGD, urban, Adana)

During the interviews it was sated that the health of children has priority over
women's health. According to the statements of community leaders, health care
personnel and households visited, traditional extended families predominate in the area.
While some interviewed say that thisis a continuance of traditions, some say that socio-
economic conditions are the reason for the existence of such families.

“Yes, my daughter-in-lawisn’'t bad. Thereis God above. My daughter-in-lawis
nice; we are nice too. We have been living together here for twelve thirteen
years. We buy everything. We make our kebab. We eat. Onceit isborn we chase
after it. We live thank God.” (Relative, mother-in-law, 53-year old, urban,
Adana)

“ Relations—really they give and get girls from relatives that are very closdy
bonded usually. Kurdish people are like that. People with Arabic origins are
like that. Therefore relations with relatives are good— mean to say. Nah, they
are not like ...They are not distant from each other. The daughter-in-law lives
with the mother-in-law usually. Very rarely are there ones with their own
houses.” (Nurse, 31-year old, urban, Adana)

“ Generally with family elders | mean to say. Now those who have migrated
from the east usually live with their family elders. Some — | mean to say, the
local people — they live on their own.” (Community Leader, 41-year old,
Mukhtar, urban, Adana)

Woman'’s satus

The main result of traditional extended families and its patriarchal structure is
the redriction of women’s decision rights and thus, directly or indirectly, the related
difficulties in utilising health care services. This is due to the fact that the final decision
rests on the mother-in-law, father-in-law, or husband.

“ A woman came the other day. She has nine or ten children. She is finished;

she can’t stand up. ‘ Lady, lady, why don’t you get her fitted with an intrauterine
device? The second woman by you is younger ‘is nothing going to be done for
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her’ | said ‘nothing is going to be done to her, sheis yet young, sheis going to
give 9-10 births she said.” (Health personnel focus group, urban, Adana)

“ (Question: ‘“Who makes the decision regarding health care institution use?) My
father-in-law does... He says okay, we'll go. We first tell him and then go. We
don't just decide ourselves and go.” (Pregnant woman, 26-year old,
discontinued ANC, fourth pregnancy, rural, Adana)

The concept of honour within this feudal order is another important finding. The
privacy of the woman (and the concept of honour associated with it) is stated to be a
determinant in the place of the woman in the public sphere, and her personal relations
outside the family.

“Where could women go? In their own streets, everyone can go anywhere they
want—{ but] they are kept under control. Very few can go to the hospital on
their own, but they go to the health centre on their own. That’ s the type of place
the health centre is. They come to our health centre. Their husbands don't say
anything. There are problems semming from the mother-in-law. If their
husbands are doing their military service or are out of town for work, the
mother-in-law establishes a weird dominance over the daughter-in-law. The
issue of honour has become very significant. For honour, in such circumstances,
is on the edge—because honour is very sgnificant. But today there is the
Wednesday market; women can walk around there freely.” (Health personnd,
focus group, urban, Adana)

In a focus group held in Adana city centre, where the women of the
neighbourhood had gathered at a house, a young man (17 years old) of the family,
seeing what they were doing, said that he could not take the responsibility for all those
women, and caused the interview to end.

“These women are dim-witted, why do they do such a thing? A man
came outside [the husband of one of the participants of the focus group], he says
[to me], ‘If something happens, it will be your fault’. You [to the women] are
not going to stay here. Go now...” (Pregnant woman-peer, focus group, 17-year
old, male child, urban, Adana) [This is the teenager who broke up the meeting
Section]

Even though women have little say in the decision-making mechanisms in the
traditional extended family structure, it is observed that some women in these regions
are economically active and contribute to the family budget by working. In some of the
interviews held in both urban and rural aress, it was determined that besides agricultural
activities, women are aso involved in such economic activities as doing handiwork at
home and marketing it.

“ Before | got pregnant, for example, | used to do tailoring... Yes, you bring
money home— mean to say... Of course; | also contribute.” (Pregnant woman,
34-year old, no ANC, fifth pregnancy, urban, Adana)

“ These are the work women do now, they go digging, in the summer they go
hoeing, in the winter they go to citrus [women work in the fields digging,
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hoeing and picking fruit] ... Some go to work in houses [as maids], some go to
work in gardens” (Community leader, 41-year old, male, Mukhtar, urban,
Adana)

Some participants, on the other hand, state that women in their areas did not
work or were not allowed to work.

“Itisnot inour customs, we don't let our girls, brideswork.” (Relative, mother-
in-law, 56-year old, urban, Adana)

Religion

Religious belief is common in the areas where the research was conducted.
When women express their opinions regarding abortion, unwanted pregnancies, and
child health they frequently use such expressions as ‘God's work’, ‘God gave'.
However, it is observed that the effect of religion on reproductive health services
appears lessthan in the past.

“Then, no harm to the child— mean to say no harm to the woman. After
repeatedly saying this, after the imam' swife got fitted with an 1UD, it became a
thing. In the padt, there were thingslike this, like Sihs [Turkish *Sih’, areligious
person of higher status than an imam)]. First from a negative point of view, like
such, for example, a patient fitted with an 1UD becomes cenabet [Turkish
‘cenabet’, ‘dirty’; but it has a wide range of connotations including ‘sinful’,
‘polluted’]. I mean to say—during sexual intercourse she becomes cenabet; her
ritual ablutions [the washing done before prayers] are not accepted, and so they
didn’t want to befitted with an IUD. Then you see we spoke to imams and so on.
At least there is a need for a sermon [explaining] that this is not a sin.”
(Midwife, 42-year old, urban, Adana)

Relations between the public and the health care personnel in theregion

According to the interviews held in Adana, it was noted that at the core of health
care personnel’s view of the region is the belief that the local people are uneducated
and, as a corollary, display a lack of awareness of hedlth related issues and societal
events, and were in need of knowledge.

“[On mothers-in-law] Mentality, ignorance, cost: they trust them and also old
habitsdie hard, you see.” (Health personnel, focus group, urban, Adana)

“1 don’t know what they expect as regards services. | haven’t yet under stood—
because they don't know what they should expect. They don’t know what you
are saying. | mean to say— tell the woman to keep track of the weight and
height of the baby. And then the woman comes, and she doesn’t know the baby’ s
weight or height. Why should she care? The woman is interested in whether the
baby looks chubby or not. I am with the wrong patients. | mean to say—she is
going to expect services, she doesn’t know services. Only if someone warns her.
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They know very well what they should complain about.” (Nurse, 31-year old,
urban, Adana)

Interviewed hedlth care personnel state that from time to time they have
communication problems with people they provide servicesto.

“(Discussing problems stemming from the physical conditions and the
personngl a hedlth care ingtitutions.) This is true, but the people should also
come with the same compassion, concern, and interest. | mean to say—they
don’'t come to us like that. Now, people come like—they come agitated. They
come with a didlike for the system.” (Health personnd, focus group, urban,
Adana)

There were personnel who said that communication problems sometimes results
in harsh behaviour.

“But | make everyone | catch breast feed. | really have a go at them, even
frighten them, and make them go back to breast feeding.” (Nurse, 31-year old,
urban, Adana)

While health care personnel have negative thoughts, and communication
problems, as well as other problems related to the people they provide services to, they
also have positive thoughts, and make the effort to solve the problems.

“It isa little bit harder a duty, but it’s fulfilling. When people come it’s really
nice—eh—such a demand for you is very nice. Plus, you reach people that
really need you. These are the satisfactions you get... To love people, that is the
firg condition of doing this job. You have to love people” (General
practitioner, 36-year old, male, seasonal workers area, Adana)

The local people interviewed in the region have different thoughts regarding the
health care personnel. A number seem very happy with the personnel that work and
provide servicesin the area, but thisis very rare.

“1 simvear when | went and came back there has never been a doctor | had an
argument with—can be understood, | mean to say...” (Pregnant woman, 32-
year old, no ANC, 6th pregnancy, rural, Adana)

“For example, there is a doctor in this health centre. | came to this age and
have never seen such a good doctor. A very nice doctor. | mean to say—heis so
warm, treats people so nicely, very charming, | mean to say. With the medicine
he gives you get back on your feet in two days— mean to say, a very good
doctor.” (Pregnant woman, 40-year old, discontinued ANC, ninth pregnancy,
rural, Adana. Her daughter saysthe samething.)

On the other hand, others are not happy with the health care services provided,;
they dtate that inattentiveness is common.

“ Sometimes we are not satisfied surely; for example, doctors change, some
doctors are no good for example; and they don’t try to understand people much.



For example, they have their problems and it is taken out on us” (Reative
(niece), 18-year old, rural, Adana)
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3.13.2 AFYON

Socio-economic structure

Since the areas with problems in the utilisation of health care services in Afyon
are mogtly in rural areas, the data was mainly collected from rural areas. The means of
livelihood in these areas is agriculture, animal husbandry, and quarrying. It is also stated
that men leave their homes temporarily to work in congtruction. There are people who
go to other provinces as seasona irrigation workers. Women outside the home often
work as cleaners and maids, or work in the fields and gardens. It is observed that
although the people interviewed are not very well off, they are not very poor either.

“Here for example [our] income level—if people can, they will do animal
husbandry. That is enough for one's family. There is no large scale stock
farming really, only animal husbandry with three, five, ten animal types. Women
don’'t work in this [animal husbandry]. Yes, we—as the topic iswomen, pregnant
women regularly work outsde until the third, fifth month as | said, maybe the
sixth or seventh month. She helps her husband; [their] income levels are low. |
mean to say—low in such a way that there is no time or money for social life.”
(Community leader, 40-year old, male, imam, semi-urban, Afyon)

Poverty comes to the forefront as a factor impeding ANC attendance in the
region. The unemployed, unskilled workers, farmers of small farms, and those without
regular income—all have economic and service utilisation problems.

“ The peasants don’t always have money in their hands. If you don't have a
green card or insurance in your hand, then you pay. God don't make anyone
needy. | mean to say—therefore, you shouldn’t fall or let anyone fell you.”
(Pregnant woman, 30-year old, no ANC, rural, Afyon)

“My man doesn’'t have a job; | mean to say—if they [other women] have a
dight pain they go get treatment there. My man doesn't have a job so | can't
go.” (Pregnant woman, 40-year old, no ANC, rural, Afyon)

Health insurance

It is observed that the main health insurance in the region is the green card, and
it is stated that the percentage of people with no insurance can show regional disparities.

“ | speak to other physician friends. For example, if you consider that 40 patients
or 50 patients come to me everyday, at least 10 don’t have health insurance. But
| ask physicians working at other health centres, they tell me at most one —
sometimes none — come with no health insurance | mean to say. The
concentration of people with no health insurance is highest in Agil6ni [a
village].” (General practitioner, 30-year old, rural Afyon)

The only option for people in rural areas, who are not government employees or
have no social security, is the green card. However, farmers of small farms who have an
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irregular and low income cannot make use of this system as they are land owners.
Farmers cannot fulfil such conditions as income status and ownership of assets of the
general health insurance and unemployment insurance, and thus are excluded. The same
is true for those who do not have a regular job and income. A relative of a pregnant
woman stated that while her husband was doing military service they had health
insurance.

“We got that card. Until he came back from military service we comfortably
went to the hospital with it | mean to say—to the doctor.” (Relative (woman),
19-year old, rural, Afyon)

A farmer living in the area, who does not have any health insurance, might need
agreen card in cases of emergency, but, for example, if he owns a tractor, he may not
be eligible for one. However, the hospital expenses might be too high for him to able to
afford health care and this causes problems.

“ A person has someone who is ill. Now they come, ‘My mayor, help come
quick!” Eh—what happened? ‘Give us green card!” Hey, you have a motor [a
tractor] how can | give you a green card? ‘Hey, the personisreally serioudy ill.
Shall | leave him and go sell my motor? What can you do— mean to say?
Eh—in desperation you go to the sub governor, show the persons condition,
have it evaluated; then it is left to his conscience. | mean to say—the man is
devadtated. It is like this— mean to say—in our public ingitutions. If you have
a surgery the expenses go through the roof.” (Mayor, 40-year old, urban,

Afyon)

In the region, decision-making is difficult for those who are responsible for
issuing green cards to people without health insurance. The doctors condemn the fact
that there is no health insurance that coversal citizens equally.

“You have to provide justice for everyone equally. | gave it to you, not to you—
this, that. You are neither going to put the people who do it in difficulty nor the
people who will benefit from this. | mean to say—there should be balance, like
the scales of justice. Then neither the sub governor, nor the health group
director, nor district mayor, nor Ahmet, nor Mehmet would have to think about
it. | mean to say—taking care of the citizens, providing for their needs. It isa
thing of a social state | mean to say. Therefore, this should be covered. Could |
explain what | mean to say?— agree with the doctor. There can be no bigger
shame than not having social security in this country.” (Health personne focus

group, Afyon)

In recent years, as a result of the inspections, the fact that the green cards of
those who do not fulfil the criteria have been cancelled has put the agricultural labourer
who works without social security with low pay in a difficult situation.

“We've no assets. He is written in a group for sugar beet— mean to say plant
beet and such. My husband doesn't plant; he gets when thereis sugar [beet]. He
is a group head there. They said this and that and cancelled the card. Another
thing you should stay apart from your father, your family—be on your own.
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That’'s why they cancelled the cards.” (Pregnant, 30-year old, no ANC, rural,
Afyon)

Infrastructure

It is stated in the areas where interviews were held (including the rural aress,
apart from some mountain villages) that there were no infrastructure problems, that in
recent years important infrastructure investments had been made, that problems related
to electricity and water have decreased.

“We have no infrastructure deficiencies. Our roads are asphalted, the bus
situation is very good, and there are six, seven buses a day. From there to here
is the same. We have a football pitch. We have a team, a football team:
Taysolukspor [name of the football team]. In addition we have sewerage. There
isno water problem. | mean to say—all sorts of infrastructure, eectricity, there
isn't. Ah, | mean to say—there is everything.” (Teacher, 41-year old, rural,

Afyon)

Socio-cultural characteristics

It is observed that in Afyon religious belief has a great impact on social life, that
sending children on Koran courses outside school is common and that the people could
be defined as being conservative. However, special importance is placed on sending
children to school. It is observed that people in Afyon are not prejudiced against
sending girls to school.

“ However poor they are, if the child is smart, there is a future. They try to send

the child to school. Otherwise, for example, if the child barely passes the
classes, they don't try that hard. If they have means they would send the child to
dershane [Turkish, a ‘dershane’ is a private school that prepares students for
various exams, the English equivalent, a‘crammer’ where pupils are ‘ crammed’
for examinations] Let metell you like this, there is no such thing as not sending
girlsto school dueto conservatism.” (Imam, 40-year old, semi-urban, Afyon)

Despite this, the education level in general islow and there are cases where girls
are not sent to school after basic education. The words of a mayor who has sent his
daughter to school to set an example are resonant in this context.

“Onthistopic | am very distressed. | sent my own daughter to school to set an
example. Yes, but we fight with my wife, which is a separate issue. Sheisangry
with me saying, ‘ You are sending her to school!” But you have to send her; at
one point, you have to be an example for others. But as you know this placeisa
very negative place.” (Mayor, 41-year old, urban, Afyon)

Although traditional extended families predominate in the rura areas, feudal
relations are not as marked as in other provinces. On the contrary, the wish to be more
modern is noticeable in the rural people. In this regard, the wish of a husband is
noteworthy.
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“...now | wish [my wife] could go out without redrictions. | would really want
that. | mean to say—o go somewhere with my wife and walk around, hold
hands. What can | say? To go somewhere and drink tea or something—but our
environment is not suitable for that. Like | said before, there is a lot of
gossiping. Old women do a lot of things to them you see. They put pressure on
us. Thisis why we live a little introverted for this reason.” (Husband, 22-year
old, high school graduate, rural, Afyon)

Neighbourly relations are quite developed.

“ People, neighbourly ties are good | mean to say. People visit, vist each
other.” (Health care officer, 27-year old, rural, Afyon)

The new generation especially, when compared with those before them, are
more informed and determined about ANC and childbirth services.

“1t'swrong to give birth at home. It'swrong to deliver at home. At the hospital
they stop your bleeding. It happened before. My mother did it. Me— had all
four at the hospital. But my mother-in-law criticised me, because | went to the
hospital. My husband worked in a foreign land, abroad, so he saw—he took me
but my mother-in-law didn’t want it.” (Pregnant-peer, focus group, Afyon)

Although health care services are widely provided in the areg, it is understood
that there are sill bonesetters, healers and traditional birth attendants even if they are
decreasing in number.

“In the pagt they had it. If you ask why there was, it's not my fault. It was the
fault of those running the country. If there is no orthopaedist here, what are
people going to do? It s not ignorance going to the thing. There were no doctors
in the past; there were midwives. There were traditional birth attendants. They
are finished, thank God. They are gone. If there were any now, nobody would
go. Also we would report them. They should know this. Second, there wasn’t an
orthopaedist. We went to bonesetters. H'm. Our orthopaedic doctor came.
Would anyone go to the bone setter now? The specialist has come here. This
would happen in a place that doesn't have a specialist. The state should know
this. | mean to say—why should it know? When there is no specialist in a place
what are they going to do? Go to bonesetters. When there is no imam, they will
go to an ignoramus. Thisis how it is| mean to say. There are no bonesetters
now. Even if there are, they are null and void.” (Imam, 40-year old, semi-urban,

Afyon)

Women's gatus

In the regions where the interviews were conducted in Afyon, it is stated that the
participation of women to social life is limited. They cannot act on their own; they have
problems going outside the house alone; and they are generally under the supervision of
their husbands and mothers-in-law. Moreover, in some cases new brides are not allowed
to go outside at al for awhile.
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“ My mother goes to the market. In our Cobanlar [district], new brides are a bit
more, a bit thing. They stay home | mean to say—for at least one or two years.
For example, a new bride—eh—a new bride to show she is new wears this
sequinned stuff.” (Husband, 22-year old, urban, Afyon)

Not sending girls to school after eighth grade results in girls being married off in
a short period of time.

“1 mean to say like | said; | mean to say—early marriage... the biggest mistake
| see here is young marriage. We spoke [about this| with friends yesterday. We
said, “ Can’'t we do anything about this? If we explained...” Then we thought
thisisn't something you can explain. Because they—what can | say?— mean to
say—when 16, 17 [year oldg] get married, have kids, let’s live together. There,
the bride will help the mother-in-law. It happens for that reason a lot too. Get
help, have fun, have a full house.” (Nurse, 26-year old, rural, Afyon)

Living together in extended families is common. In some cases, when there is
enough capital to builds a new house, homes are separated.

“1 mean to say—if the father is living on the bottom floor, if he has two sons,
they live on the floor above. That is rare. | mean to say—as you can see the
houses are usually one storey here. You live separate from them. What would
happen? You stay with your mother-in-law, father-in-law for three, five years.
Other times you can move out. They build their own house, and go there.”
(Imam, 40-year old, urban, Afyon)

Relations between the public and the health care personnel in theregion

The relations between the public and the health care personnel in Afyon are
more positive when compared to other provinces. It is observed that the health centres
are quite widespread in the region, and athough certain problems related to the turnover
of personnel are experienced, the services provided are in general sufficient. It is also
noted that while there are complaints from both sides occasionally, there are no serious
communication problems or conflicts between them.

The public is happy with the health centre services, the attitude of the health care
personnel, and especially with the services provided for children.

“1 have trugt. | have trust. | have trust in the health centre. They are very
helpful. Also they have useful for children— don’t lie” (Pregnant woman, 39-
year old, rural, Afyon)

According to the observations of one health centre physician, people think that
physicians would not have understanding of pregnancy, and as a result, when there is a
problem with a pregnant woman, they may get in contact with a midwife.

“..when we say pregnant woman there is such a belief: the doctor doesn't
understand pregnancy (Goes silent). Therefore, if she has a problem with her
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pregnancy, she comes and asks the midwife. She sees the midwife as better
informed, with respect to childbirth. The midwife then comes and asks us; that is
another issue. If she is not satisfied with us, she goes to the hospital. On the
weekends, she definitely doesn’t bother with us, but goes directly to the hospital.
Now, she can't find an OBGYN [a doctor who specializes in obstetrics and
gynaecology]. Again a general practitioner looks at her, but [for her] it is a
‘hogpital’ (laughs for a long time)!” (General practitioner, 36-year old, rural,
Afyon)

There is a problem with regard to the use of medicine in the region. The public
is, in the words of a physician, ‘adamant’ that they get the number allowed for them,
namely, four medicines, prescribed on their cards. The fact that every type of medicine
can be bought over the counter without a prescription was compared to other countries
and criticised by anurse.

“ Definitely, in the times when | was abroad, it was a big problem even to get a
pain killer. I mean to say—you can’'t get a pain killer shot when you go to a
pharmacy. But here, both really the organizations and by going to a pharmacy,
it's easy both to get hold of drugs, and also our people are adamant. It doesn't
stem from our personnel. When our people come to the health centre if our
doctor gives one drug that he thinks appropriate, the patient then doesn’'t get the
prescription, and looks for that person who will fill the four items. He is using
his right | mean to say. There are many.” (General practitioner, 36-year old,
rural, Afyon)

A community leader has logt faith in the OBGYN'’s decisions on caesarean
section. He thinks that these decisions are made to earn more money. It is understood
that the existence of money in the patient-doctor exchange has damaged the
relationship.

“Even if it can be a normal birth they say caesarean and pass. To get knife
money! Doesn’'t admit [to the hospital]. Doesn’'t show any attention | mean to
say. Now like this, admits [to the hospital]. The man admits. Comes to ask how
you are. Now our old man used to say like this. I mean to say—he is not asking
how | am but asking how my money is. The Minisiry of Health also knows this;
they also know. When a rich person comes, they get different treatment. When a
poor man comes, they get different treatment. Also it is like this. Our doctors
first listen to your wallets sound, not your heart. If sound comes from the wallet,
the doctor treats the patient nicely. Well let me tell you this also, at university
hospitals this is a bit different from other private hospitals.” (Imam, 40-year
old, semi-urban, Afyon)
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3.13.3Van

Socio-economic structure

The regions where the study was conducted, namely the regions where there are
problems in ANC utilisation, were the peri-urban neighbourhoods of Van city centre,
and villages in the rura areas. It is observed that in the 1990s due to security
considerations, many villages were vacated. As aresult of people migrating to Van city
centre, there has been a fast formation of peri-urban neighbourhoods. Nearly half of the
urban population live in these areas, which lack infrastructure and basic health
conditions. The economic conditions of those who left their villages to live in these
peri-urban neighbourhoods have naturally been adversely affected. Those who were
involved in animal husbandry and agricultural activities have lost their jobs. It is stated
that 70% to 80% of the men in the families who live in these neighbourhoods work as
labourers, asmall proportion work as civil servants or asworkers with social security.

The existence of a group of people involved in the petrol trade (that is, with
petrol smuggled across the borders of south-eastern Turkey) is noteworthy. It is
observed that the economic conditions of these families in petrol transport and trade is
quite good. These families are growing in number. However, it is also said that —
similar to the ‘powder’ (heroin) trade spoken about in private conversations —this trade
isillegal.

“ Ah, there is this—people deliberately make use of their authority and bring
thingsillegally, and sell it hereto make a living. Thereis nothing legal; thereis
no legal trade. Illegal trade. Eh—when people are hungry they will revert to
illegal ways. | mean to say—they will go towards illegal ways. Why is there
thievery? Because they are hungry. If they are not hungry, would they steal?
Thisisit.” (Mukhtar, 44-year old, male, urban, Van)

The sructure of the society, the fact that relations are determined according to
patriarchal arrangements and traditions, affect the status of women and children in the
area and determine their utilisation of education and health-seeking behaviour. The
geographical characteristics of the area make the provision of infrastructure services
(such basic things like roads, electricity, water, sewerage) difficult.

“...unemployment is a very clear problem. Economic difficulties, health
problems, accessing health are at very serious levels. Education is problematic.
These types of families, in general, stop the education of one or two of their kids
once they finish primary school. Sawerage problems, environment problems,
heating problems. In the winter if they get gas, they can get warm. If they can't,
they pass the winter in the cold.” (General practitioner, 36-year old, urban,
Van)

Due to poverty other basic needs come to the forefront, and health only becomes
apriority if thereis a problem.
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A significant proportion of pregnant women, even if they possess green cards,
state that they cannot access health care services to attend ANC and for childbirth
services, as they did not have the money to go to a hedlth care institution or to buy
medicine.

“1 swear, our financial stuation—if we had health insurance— mean to say—
for any kind of doctors, it would be super. But as we don’t have it, | swear, |
mean to say—if we are sick, very sck, we go to a doctor. Because, both
medicine, as you know, medicine is very expensve. Also there are controls,
tests: everything iswith money.” (Pregnant woman, 38-year old, 5th pregnancy,
no ANC, urban, Van)

The satement below very clearly summarises the economic structure of the
region.

“ Surely on thistopic, | —it isreally beyond me — but because | am interested |
have my observations on the economic situation of the province. | mean to say, |
don't have official information though. There are small scale production areas,
but really never at a level to meet the needs of the province—because if it did
meet the needs, our cafes wouldn't be so full, or labourers wouldn’t be waiting
in the labourer market from morning till night... People’ s hope isfor a job. The
congruction sector ishere. God willing, it continues with all its speed so we can
benefit too, because, when | observe the family structure, they are familiesliving
on very small amounts of money. Families who buy their dietary stapleswith the
money they earn in the summer, consume them through the year. Apart from
this, they don’t have any extra money to spend. | mean to say—in this extra,
there are the child’ s shoes to his coat. | mean to say—these are also among the
extras. | mean to say—a child can wear a pair of shoes for two or three years.
Sometimes they are without a coat. They usually spend the winter without a
coat. | mean to say—the basic thing is they don't go hungry in the winter; they
can feed themsdves. If they have flour, rice, bulgur wheat [cracked whest;
parboiled whole whest, dried and crushed], butter, tea-sugar, that family can
easily get by.” (General practitioner, 36-year old, male, urban, Van)

Health insurance

With the procedure for getting a green card and ratification of visas becoming
easier, most people without any health insurance could get a green card. While health
care personnel report that (although there are some rich people among them), most
deserving people obtained green cards—and the percentage of those with health
insurance in their area is 90% to 95%, an important proportion of which hold green
cards. Few people have health insurance under Bag-Kur, SSK, and the Pension Fund.

Those without any health insurance are very few. Those who could not get a
green card are those who could not fulfil the conditions, those who could not follow the
procedure, and those who have assets or cars. On the other hand, those who have no
insurance use the health book of others.
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“Yes| can go with the health book of the neighbours, | mean to say—everyone
doesthat, and | will do it like that. When my husband comes we will. They care
for those. We will also do a civil marriage, | will go with that.” (Pregnant
woman, 20-year old, first pregnancy, discontinued ANC, urban, Van)

“ Green card—mine [my husband] hasn't got it yet. We just did our marriage.
Ours will come in one or two weeks.” (Pregnant woman, 18-year old, first
pregnancy, discontinued ANC, urban, extended family, Van)

Health personnel and community leaders state that people who do not have the
right for a green card obtain one, whereas due to bureaucratic obstacles there are some
people who could not get the card they deserve.

“The green card ratio: | hope my calculation is''t wrong, but | know it as
above 70 percent. High, very high, quite high. Eh—surdly, sometimes but
problems here too. Those deserving can't get it. In general, you see the
propaganda made, ‘He who has a Mercedes, gets a green card’. Eh—could be.
But the number of these is lower than the ones who deserve it but can’t get it.
But, for some reason thereis a lot of propaganda like, ‘ Have a Mercedes, here
take the green card from his hand’. But according to me thereis a lot of people
who should get a green card, but couldn’t.” (General practitioner, 36-year old,
male, urban, Van)

“Now, in the green card system whoever applies can get it. Thisis the truth; |
mean to say—every citizen can get it, every citizen who applies if there are no
cars registered to the name. There are some who get mistreated in these
procedures as well. Either he doesn’t know how to do it, or the system requires
it? | don’'t know... Or | can say this, give an example, here we have a two house
system, as you know. Two marriages. In the first marriage, women have the
children on her name. Everyone uses their own surname. That woman |ooks
single. If she looks single, her father has Bag-Kur, or isretired or has various
salaries—that woman, although married — the wife of someone — can get one
because of her family. She looks single and as a result is registered under her
father—ooks like she has Bag-Kur. She can't get it. There are these”
(Mukhtar, 44-year old, male, urban, Van)

“What are the types of social security people have? Green Card (Others?)
There are. There are—with Bag-Kur, with insurance [In Turkey those who are
covered under Social Security Organisation (SSK) call this ‘insurance’ in short]
but 90% have a green Card. ” (Mukhtar, 38-year old, male, rural, primary
school graduate, Van)

Infrastructure services
In the peri-urban areas of Van city centre, where an important part of the
population resides, there are serious infrastructure-related problems. In the words of a

community leader, Van looks like a *big village'. In the gecekondular, which have no
infrastructure, there are many households where fifteen to twenty people reside.
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“ Almost half of the population live in these houses [gecekondular]. Very big
neighbourhoods were set up. As you know, infrastructure problems are present
in the most central places, certainly, in these marginal neighbourhoods there
are more problems. Because, | know one thing— know they have to run the
sewer through the streets. | know that sometimes swamps form in the
neighbourhoods.” (General practitioner, 38-year old, male, urban, Van)

In the urban areas, the sewerage problem especially is commonly mentioned.
Another problem frequently expressed in peri-urban areas is transportation. It is said
that transportation facilities linking the city centre to the peri-urban areas is non existent
and that people have to walk great distances for their basic needs. Transportation comes
as agreat problem in the rural areas especially in the winter time. Thisis evaluated as a
circumstance that could negatively affect utilisation of education and heath care
services.

Socio-cultural characteristics

The very low level of literacy among women has been somewhat aleviated in
response to the campaigns initiated in 1995 with the schooling rate among the new
generation of women starting to increase. The patriarchal traditional extended family
with many children predominates. In the rural and peri-urban areas families with eight
t010 children are regarded as normal—with the inclusion of the family elders the
households can have up to between 15 and 20 members.

How crowded the traditional extended family can be is seen clearly from an in-
depth interview carried out with a pregnant woman.

“-We were four sigers-in-law in that house.

-Did all four of you live in the same house?

-Yes, but | have left now. The other two arein the house.

-Were you the ol dest?

-Yes. | was the oldest. One just gave birth. Two are newly pregnant. |
had seven, six brothers-in-law, and four ssters-in-law.

-All in the house.

-All in the house. | had mother-in-law but | didn’t have father-in-law. He
had passed away. When | came he had already passed away. | mean to say—
didn’t see my father-in-law. | mean to say—we were all in the house but the old
way has changed. Now, first of all how can there be peace inside. See, | l€ft in
the end. They remained now.” (Pregnant woman, 29-year old, fifth pregnancy,
no ANC, urban, Van)

As a natural extension of the feudal structure that is predominant in the area,
relations with relatives based on clanship are very common and very strong. However,

it is observed that relations with neighbours are limited and that people do not trust each
other very much.

Women's gatus
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As aresult of the feudal relations and the patriarchal traditional extended family
structure, women are second class citizens in the society. It is observed and directly
stated that the women interviewed were in general of low educationa levels, with
limited education rights. Moreover, they have little place in work-life apart from
working in the fields in the rura areas, and being a housewife. Economically
dependent, with limited social relations, they have little role in decision-making.

During focus group discussions, it is stated by health care personnel that women
or girls having heart problems are seen as an important problem by families. One of the
nurses sated that convulsions among women are common, and women faint or have
tachycardia However, in tests no abnormal clinical evidence was found. According to
the health care personnel this is a result of the pressure that women are subject to. It is
not very usual for women to leave the house alone even for health services.

“ Yes, yes, we don’'t go without permission (shakes head). | mean to say—people
would ask, why are you going where are you going why didn't you sit in the
house, they will say. Therefore we get permission then go. ... Eh—for my own
good he says don't set out on your own. There are bad people. People we don’t
know. Round here is not very good (laughs). Gossips.” (Pregnant woman, 20-
year old, first pregnancy, no ANC, urban, Van)

Health care personnel and community leaders believe that there is inequality in
woman-man relations; the illiterate woman who cannot properly speak Turkish has no
freedom of speech and that al these factors impede women's health care service
utilisation.

“ Eh—maybe they are in the second plan. | mean to say—as| said, if a woman
got sick, they wouldn’t immediately bring her. They will only bring her when she
becomes too sick to do her daily work. Then will they bring her. The woman
doesn't know Turkish; the manisa little better. Literacy is also low among men.
Knowledge of Turkish is not that good either. This is more common in women.
Eh—at home, what a man says goes, whatever he says happens.” (General
practitioner, 27-year old, male, urban, Van)

Religion

According to statements made by pregnant women, it is understood that religion
affects family planning and abortion.

There were also participants that said that if the ANC service provider were a
man, they will have sinned—and thus they prefer to give birth a home. Men who come
to the health centre also warn nurses not to touch them when taking their blood pressure
or giving injections.

Hedth care personnel state that religion influenced the method of family

planning, and why a certain methods was preferred over others, while some were not
used at all.
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“..weare scared of such things, | swear. We can’t do it. If we use those methods
we would get sick, get cancer, and get sick. Those drugs make you feel bad. Al
methods give discomfort.” (Mother-in-law, 50-year old, extended family,
Siphan, Van)

“Really | never had the intention, but God's work you see. | got pregnant”
(Pregnant woman, 22-year old, third pregnancy, discontinued ANC, urban.
Van)

“1 swear | didn’'t want it. If you want the truth we were using protection. It
happened without our wanting. We couldn’t do anything then. | mean to say—
they said drugs and such. Neighbours said it. Enough eat they said. Take drugs,
you Will miscarry. | said no. | can't take that sn upon myself. | didn’'t take
[drugs]. You can take it. No, | won't take it, | said. Where am | going to give
birth? It happened. God' s will, you see? | will give birth to this as well then.
WE'll see” (Pregnant woman, 29-year old, 5th pregnancy, no ANC, urban,
Van)

Relations between the public and the health care personnel in theregion

As can be understood from the statements of the people interviewed in the
region, there are serious communication problems between the health care personnel
and the public. Health care personnel believe that not having sufficient working
materials, equipment, and tools not only hinders their providing quality services, but
also negatively affects the communication they have with people. Since many situations
evaluated as risky by health care personnel are not perceived as such by the people,
there can be problems in directing people for further tests and treatments. It is
understood that these types of problems, stemming as they do from differences in
perception, can only be resolved through good communication.

While striving to perform their duty, deficient physical conditions and negative
work conditions, coupled with the distrust of the people, damage the service provider-
service utiliser relationship.

“Now, there is already a psychological factor. | actually come here and have
dialogues with a patient when | really shouldn’t. | try to be gentle till. | never
argue with a patient. If |1 ever had an argument, it was with very few; but if it
happened, | was right, right to the end. If I am unjust to my personnel, having
an unsuitable dialogue with my personnd must have taken place. In this way,
when these types of problems occur, you get psychologically worn out. | mean
to say— haven't entered my second year but | feel asif | have been a doctor for
20 years... | have stayed on duty for 24 hours here every other day for three
months.” (General practitioner, 27-year old, male, urban, Van)

“...if there are a sufficient number of personnel, sufficient materials, the people

who come there would leave happy. And also when we go on call we would
have more time for people. There would be better relations dialogues with
people. Once the dialogue with the public is won, that’s it then. The important
thingistrust.” (Midwife, 29-year old, urban, Van)
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“...Thereis such a thing—eh—for example, when patients come continuousl y—
eh—we can have problems. | mean to say—they can have complaints. On this
issue, | would like to have the Health Director a bit more on our Sde... Let me
give an example. We can’'t send the patients to maternity hospital, because at
the maternity hospital—eh—midwives, | mean to say—they are a bit harsh on
the patients there. They can be a lot harsher; therefore we can’'t send the
patients. For example, a problematic birth—we don't want to have the first
delivery here, because—eh—she hasn’'t come for ANC, for check-ups, doesn't
have a follow-up. We don’t know how that first birth is going to be. Eh—that’s
why perhaps— don’t want to use medical terms—but childbirth would be very
problematic. Therefore, for the first delivery, we usually send [patients] to Van,
but they don't want to give birth in Van. They insis on here.” (General
practitioner, 27-year old, male, rural, Van)

Health care personnel and community leaders state that when there is a proper
approach and sufficient services, when time is made, the behaviour and attitude of
service utilisers change in a positive sense, and that they want to utilise services.

“...to the people in the villages if you like... be more congructive. What | have
observed is that there seems to be positive developments. But then what
happens? | don’'t know. Because | don’t trust the people here, they smile at your
face; you never know what they will do behind your back.” (Health personne,
focus group, Van)

Pregnant women who had positive experiences with regards service utilisation
from health ingtitutions state their faith in the knowledge and skills of health personnel.
On the other hand, those who were mistreated at health care institutions, or had trouble
accessing health care services, and think that they did not receive sufficient health care
services from public institutions have underlined the measures necessary for them to
receive better services.

“Where we are there is a health centre. | mean to say—they are very good; |
mean to say—good. If you went day or night, they would never say a bad word.”
(Pregnant woman, 18-year old, first pregnancy, discontinued ANC, semi-urban,
Van)

“ For example—according to me, here, for this village, establish a nice hospital
for us, establish a birth section. For example—when we have an emergency
patient, maybe | can't find a car, isn't it? It should be such that, | don’t need
Van. | could go here; they give me attention, not belittle people— ooking from
afar as if there is a savage in front of them, or a man-eater. | mean to say—
mostly, when | go to the hospital, some ladies from the village—okay so they are
dirty, whatever—who is she, isn't it? You look at the woman as she is dirty, as
sheisdishevelled, she can’'t speak, and they don’t look at her face really. | think
this shouldn't be. At the end of the day, she is a human being too, isn't it?”

(Relative, 37-year old, housewife, semi-urban, Van)

The fact that health personnel are not allowed in the houses during immunization
campaigns, women and children are hidden from them, complained about when there is
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an adverse affect or an unwanted situation, or when they cannot deliver the services
required—and people openly admitting that they do not trust health care personnel
negatively affectsthe personnel. The news and gossip circulated make people sensitive
about becoming infertile (for example, as aresult of the tetanus vaccination); in such a
manner does the most groundless gossip shape health care service utilisation behaviour.
Health care personnel think that people see the government as being against them and
that their relations with potential service-utilisers are broken.

“ ..l think this, since | came. Therefore, the people and government live apart
from each other... definitely apart. This government—how can | say—this kind
of nationalism can’'t be. What can | say? Thereisa gap | mean to say— fed it.
(Other participants. yes us too) they are apart from each other.” (Health
personnd, focus group, Van)

It is understood that if trust is established on both sides better communication
can be established and more effective services can be provided.

“ ...l mean to say—when you guide them these people here hang on to life; they
are attached, these people. When they realise the information will be beneficial
for them. One or two years ago, a health care personnd member came—a
doctor. | mean to say—we made announcements to the students. When we were
expecting 50 people, 200 to 300 women came, to beinformed. Well | don’t know
the content, what he did. | mean to say—when you offer support there is no
[ negative] reaction.” (Teacher, 41-year old, male, Siphan, Van)

The existence of public ingtitutions, having sufficient personnel, health
institutions, and infrastructure shapes the relationship between the state and the people,
since it is an indicator of the importance given to the area. The lack of these institutions
and services causes mistrust of the state.

Community leaders and heath personnel believe that in order to assuage
conflicting attitudes and faulty communication everyone should make an effort in joint
work towards education and economic development.

“..at the provincial level do something together—for example education,
economic development. If this type of joint work is carried out there will be no
problems, now there are problems in every area — there are social problems.”
(Health personnel, focus group, Van)
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CASE 1

A CASE WHERE MULTIPLE FINDINGSCONVERGE

The gory of this 40-year old pregnant woman (a primary school graduate, who had
given birth seven times, had had one miscarriage, and was and living in a mountain
village of Adana) is stereotypical since most of the research findings converge within it.
This woman, whose husband does not have aregular job, who has given birth in all her
pregnancies (she does not regard her miscarriage as a pregnancy), has never had any
ANC apart from a tetanus vaccination, upon the insistence of the midwife, during her
last pregnancy. She provides an index of mistaken beliefs regarding risky pregnancy,
giving birth aone a home, tetanus vaccinations—as well as being
embarrassed/ashamed to talk about pregnancy.

HAD NINE PREGNANCIES; NEVERATTENDED ANTENATAL CARE

The woman, who is in her ninhth pregnancy, does not regard her miscarriage as
a pregnancy. She has seven living children. Only in her last pregnancy, she went once
to a health centre, upon the insistence of a midwife she met at a wedding, and had a
tetanus vaccination.

“- Your eighth pregnancy. Well did you go to a doctor during your previous
pregnancies?

-l didn’t.

- Didn’t you go in any one of them?

- | never ever went. They were all born at home. All happened at home.

- Well did you go during this pregnancy?

-l didn’t.

-You didn’t?

-I went to the health centre and had a shot.

-What shot do you know?

-Tetanus.”

HASMISTAKEN BELIEF REGARDING TETANUSVACCINATION

“-..did you know about this tetanus vaccination during your previous
pregnancies?

-Yes, yes, but | didn’'t have it done.

-... youdidn't get it. You didn’t know why it was done, did you though?

-I didn’t know. Hereabouts they say the child develops because of it... | was
frightened of it— mean to say.

-How | mean to say? | don’'t understand.

-The child develops— mean to say—fromthe shot.

-How | mean to say does the child get sick, what happensin the devel opment?

-Nah, nah...birth becomes difficult— mean to say.”

PERCEIVESPREGNANCY ASA “BURDEN"
The ninth pregnancy has become a burden for the woman.

“-Yes, ispregnancy a normal thing according to you?
-Not normal but here.
-What is it then? How do you see pregnancy? How is pregnancy according to
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you—how do you seeit?
-A burden, you see. | see it as a burden. You go and come with a burden. You
carry a burden.”

In actual fact her last pregnancy was not wanted either. She thought that, as she
was getting older, she would not get pregnant. The two before the present one were also
unwanted pregnancies.

EMBARRASSED/ASHAMED TO TALK ABOUT PREGNANCY
Her eldest daughter is seventeen-year old. She is aso married and has given
birth to one child. In other words, her last child will be younger then her grand child.

“-Well then, did you speak to her (your daughter) ever? Did she tell you things
about her pregnancy?

-No, we never spoke here. They are embarrassed like that. They don’t speak—
mean to say.

-Women living here—are they always ashamed of their pregnancy?

-They are ashamed. With their daughters whatnot, they don’t talk about such
things. There are those who speak, but not everyone speaks | mean to say.”

The woman herself is ashamed to talk about her pregnancy to her sisters as well,
but she cantak to her neighboursand peers.

“-Well, do you talk to them [ neighbours] about your pregnancy?
- talk to them.

-You speak with them but are you ashamed with your siblings?
-We are ashamed (laughing).”

GAVE BIRTH TOALL HERCHILDREN AT HOME ALONE
She has given birth to al her children by herself.

“ -Did you give birth by yourself?

-I do it by mysdlf.

-God preserve us! Okay...

-The umbilical cord, whatever, | doit. | cut it, | wash it...

-What do you cut the umbilical cord with?

-I cut it with a razor blade.

-You cut it with a razor blade okay; when you are cutting with a razor blade do
you do anything to the razor blade.

-We smear cologne on it whatnot. Spirit, cologne: we smear like thisand cut.”

She wants to give birth a home this time as well. She is frightened of doctors.
She is embarrassed to have anyone with her during childbirth.

“ - Okay, where do you want to give birth?

-I want to do it at home.

-Why?

-Well | am scared of doctors (laughing).

-But you say ‘well my pregnancy’ you say. Well you say you are getting on a bit,
why don’t you go?
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-They say for those who go, it is difficult aswell; | am scared of that, | want to
be at home.

-Do you fed ill at ease? | mean to say—what are you anxious about that you
don’'t want to do it at a hospital or health centre?

-Me, well, when | do it alone— am embarrassed | mean to say—if someone
brought a woman to me| can’t give birth with her. | can’t do anything (laughing).”
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CASE 2

WOMEN'SSTATUS

Living in Adana city centre, this 30-year old pregnant housewife, who left education in
the last year of primary school, who is in her second marriage and fifth pregnancy, and
who has never attended antenatal care is an important example with regards the status
of women. She has given birth to all her children at home, and has never utilised health
care services.

AGE: 30 NUMBEROF MARRIAGES. 2  NUMBEROF PREGNANCIES. 5

“ -How many pregnancies have you had?

-Thisisthefifth, thisisthe fifth.

-Okay, areyour children alive?

-They are alive, but we got divorced. Thisis my second marriage.

-Okay, with your previous children did you receive antenatal care? | mean to
say—did you go to a hospital ? Did you show them?

-No! No! They were born at home, they were normal births.”

CRUEL HUSBAND: BEATSHER UP EVEN DURING PREGNANCY

She describes her husband as ‘cruel’ and states that he even beats her up during
pregnancy. Since they are poor, athough she did not want it, she has gotten pregnant on
the insistence of her husband.

“ -...0kay, does your hushand help you when he comes from work?

-He doesn't, heiscrud; no he doesn’t. Only the other day | got beaten up by my
husband. Ah, howintoit heis, he beats me up. | swear he never thinks something might
happen to the child. | swear...

-Okay, does you husband want this child?

-Yeah...| insged, | said no, let’snot have it now. | am— am not sure of myself.
With this poverty why bring a child into the world? ...Our conditions are not suitable.
Let's wait for a while, until we get ourselves together, then we can. He said, ‘No, if
thereisno child, you are going to go to your father’s house.” That's what he said. Then
it happened.”

The woman wants a daughter in the hope that she might help her.

“ - Okay, why do you want a girl?

-Girls gtand by their mother; boys stand by their father. | want a girl. Did | get
up and lie? God is above me. | like girls better. Boys—what can | say? Boys annoy me.
Shall I lie? God is above me. Heis an offspring. Heis also an offspring, but how shall |

say?’
HER HUSBAND DOES NOT ALLOW HER TO GO ANYWHERE

The woman complains that her husband is very jealous and ill-tempered and
thus does not allow her to go anywhere aone.

“-Okay, when you are pregnant you don’t go to a doctor; you don't visit your
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neighbours.

-He doesn’'t let me; my husband never lets me... ‘1 am going to get some air’ |
say. He says, ‘If you want to get air, open the door, and get air’ he says. Don’'t look [Do
not be fooled], | went to my friend, because he was less irritable today, or else my
husband is cruel, he doesn’'t let me, he doesn't let me. To the toilet, | am sorry, | am
going to go to the toilet sometimes; he comes, looks everywhere says, ‘Where is this
going?' | ran away so | swear hisways are bad.”

She states that she could only go once to a health care organisation to have a
pregnancy test and even at that time with her sister-in-law—and her husband was upset
about this,

“ -Okay, isthe health centre near do you know?

-I don’t know that either, | swear; if | said | did | would be lying. | don't know.
My sigter-in-law at that time (I had just got pregnant)— don’'t know— am pregnant.
My sigter-in-law took me to the hospital, but | don’t know which hospital, the health
centre— mean to say. | don’t know. | came home. My sister-in-law said to my husband,
‘Sheis pregnant. We had it tested. She istwo months pregnant.” My husband got angry,
‘“Why are you going to the hospital? Why are you going without my permisson? It's
like this. Look, he said a thousand things to his sster. ‘1 will destroy,” he said. * You
haven't got a taste of my punch yet.” She is his eldest sister. Then he looked and said
thingsto her— meanto say. | said, ‘ Sster if it wasn’t for you, he would have destroyed

SHE HAD HER FIRST MARRIAGE AT ELEVEN

The woman, who got married a the age of eleven for the first time due to
pressure from her family, said that she immediately got pregnant and that her husband
changed after the birth of their first child and that their problems increased.

“-... first, they came and asked [for my hand in marriage]. | said, ‘Mother, |
don’'t want to, I am young yet (11 years old). | am a child, I...I haven't had my period
yet. | don’'t want it’ | said. Then they called my mother out, and persuaded her, talked to
her. When | came home, they had given me. At that time, | was working at a hair
dresser; | mean to say—manicure, pedicure that type of thing. | was working, then
when | came home my mother said, ‘We gave you'. | said, ‘For goodness sake! Who
did you give me to? | am not a person to be given yet, | am, like, a child. Why did you
giveme?’ | had an argument then. | have a brother. You haven't seen him, heis abroad
now. He hit me, saying, “ You are going to take [him], they gave and you are going to
take!” Apparently my family is doing thisfor money, | didn’t know. We got married and
went. We had to. He is your husband they said. You are going to take him. Nothing to
do. | took. We went home. At home. | can’'t lie—God is above me. There is everything.
He didn’'t drink then—not bad, devoted to his home. This man suddenly changed. A
child came home, one child. Suddenly he changed. He went, someone else came.”

-Did he change after you had the baby? How long after you got married did you
have the child?

-My child—eh—immediately, one month, one month went—by the second month
| was pregnant.”
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OBSERVER’'SNOTES

To get to the city centre from the house you have to use one bus. To go home
you have to get off on the main street, and walk a very short distance. It is a house that
is behind the houses on the main street, and you have to walk on amud ‘ street’ to get to
the house, which is not painted and is one storey. The size could be only one room, but
there is one bedroom, a kitchen, a bathroom and the entrance is made up like a lounge.
The interview was conducted. In the lounge, there is an old light brown console across
from the entrance door in the lounge. Their television is on this console. Right by the
console, there is an armchair with white covers. By the entrance door, there is a horse
saddle on the floor. The room is painted light pink; the paint is worn. Imagine a very
poor house. The ceiling of the bedroom is covered with zinc sheets and wood. The
woman has a head scarf, yellow t-shirt, and long skirt with large pink roseson it.

| felt that because the woman had many problems, she wasn't paying much
attention to the audio recorder. During the interview she said that all the furniture in the
house was given by the neighbours. There are two people living in the house. Since
there isa mosque nearby, the ezan [the call to prayer] echoed through the house, and we
had to stop the interview for five minutes. During this period the woman lit a cigarette.
She offered us one too. At the same time she asked us whether we would like
something to drink. Asthey were a poor family, we politely declined without offending
her. She did not insist, and said that they did not have anything to offer. Until this point
the interview was going very well, the interviewer kept everything under control. But
since the woman had many problems she continually brought the topic to her problems.
The interviewer had to bring the interview back on track al the time. Although we had
told her the objective of the interview, she kept on asking for assistance. When the
interviewer asked the question about green cards the woman suddenly got up and
brought her health card from her bedroom and asked us about the visa so we had to
check it. When the interview was over she wanted to hug us and we did not refuse her,
and we hugged.
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4. LESSONSLEARNED AND
RECOMMENDATIONS

4.1 PERCEPTIONSRELATED TO PREGNANCY AND CHILDBIRTH

Following are the most significant results derived from our study findings which
can be concluded as the determinants of helath seeking behaviour models of our study

group:

- Both the pregnant women and their relatives who have participated in the study
perceive pregnancy as a natural, normal process that brings happiness in general.
Nausea, pain and ssomach complaints are accepted as normal during pregnancy and
thus not taken serioudly unless they are severe. Thus such complaints do not facilitate
the utilization of health care institutions.

-It has been observed that concern and anxiety that is observed in some pregnant
women stems more from uncertainty about what will happen during birth than to the
characteristics of the pregnancy process. Childbirth, and how the baby will be after
birth, is important for women and their relatives and all concern is focused on these

aspects.

- The fedling of ‘shame/embarrassment’ is present in almost all women
interviewed and this is expressed universally with a smile. It is understood that this
feeling negatively affects obtaining of information and accessing services.

-Pregnant women who have experienced severa pregnancies and have become
pregnant again against their wishes tend to perceive pregnancy asa*“burden”.

-The fact that no traditional practices related to ANC (for example it has been
observed that when there is haemorrhage or threat of miscarriage the first thing that
comes to mind is health care ingtitutions rather than traditional practices) were seen
could be interpreted as that the people are not seriously looking for an alternative
service in this regard and actualy the interviews support this view. The existing
traditional practices were more related to infertility and the health of the newborn.

4.1.1 Risk perceptionsrelated to pregnancy

-The main conditions that are perceived as risk during pregnancy are the
immobility of the unborn offspring, haemorrhages and miscarriage threats. \WWomen, do
not revert to health care services for such complaints as nausea and pain unless they are
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severe, however, lack of movement in the unborn offspring or haemorrhage are
considered sufficient reason to have recourse to a heath care institution.

-Miscarriages, till birth, babies born with deformities, or important illnesses
experienced by people around pregnant women, increase the risk perceptions of
pregnant women which motivates them to attend ANC.

4.1.2 Benefit perception related to antenatal care

-Although majority of pregnant women and their relatives state that ANC
attendance is a “good thing”, they cannot give a satisfactory explanation of why it is
good. The benefits of services stated are limited to “finding out about the health of the
unborn offspring”.

-There is a wide conception among all interviewed that ultrasound would be
beneficial as ANC services. Some of the health personnel also support this view, and
direct pregnant women who apply to primary health care institutions to secondary
health care ingtitutions for this purpose. It is found that the service understanding of
primary health care personnel with regards ANC services is limited to tetanus
vaccinations.

4.2 HEALTH SEEKING BEHAVIOUR OF PREGNANT WOMEN WHO HAVE BEEN

INTERVIEWED:

It is possible to group the women interviewed in 4 categories with regards their
Health Seeking Behaviour:

1. Women who have never attended ANC although their fertility is
encouraged and they are under risk:

These are women who live in the rural areas of the three provinces and
the peri-urban areas of Adana and Van, have not graduated from school,
uneducated, generaly living in extended families and totally dependent on their
mothers-in-law and husbands. Because of their limited social interactions they
do not have the opportunity of getting information from their peers. Sometimes
they are unaware of the existence of a health centre nearby or even if they are
they do not go there. The way to reach them might be through the provision of
services at home, mobile services, messages directed at husbands and mothers-
in-law and education.

2. Women who mostly live in the peri-urban areas and temporary
workersareasin Adana and Van and who have problemsin communicating
with the health care ingitutions:

Apart from women not being able to access services due to their
education levels, poverty and language they speak as well as their accent, they
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also have concernsthat if they apply for services they will beill treated, belittled
and even harmed (infertility by vaccination etc). It has been observed that in
these regions there are prejudices based on region and communication problems
between women who are from families that have come with migration and
service providers.

3. Women who have previoudy applied to a health care ingtitution for
ANC or childbirth, however due to such negative experiences as
inattentiveness and ill treatment at the health care ingtitution have decided
not to utilise services.

These are women residing in all three provinces in both rural and urban
areas, have knowledge about procedures, have positive health seeking behaviour
but have had negative experiences in the past. They are prejudiced against health
personnel and health care institutions due to their negative experiences. It is
understood that they are partly right in having these prejudices. Although they
have to get permission from their husbands and family elders, it is not right to
say that they are under pressure. The way to reach these women is through the
rehabilitation of services provided by primary health care institutions and better
communication.

4. Women who mostly reside in urban areas and who do not fed the
necessty of attending ANC unless there are serious health problems but
who definitely think of giving birth at a hospital and who have previoudy
received services,

These are women who mostly reside in the urban areas of the three
provinces. They are better educated and have better social and economic
conditions. They mostly relate ANC attendance to finding out about the health
and gender of the unborn offspring and definitely want the delivery to take place
a a hospital. Their preference for place of service utilization is hospitals and if
their economic conditions allow private practitioners. However, unless they have
serious health problems they do not feel the necessity to attend ANC, and due to
their negative experiences unless they are compelled to do so they do not go to
public health care institutions.

4.3 BARRIERSIN ANC AND CHILDBIRTH SERVICE UTILIZATION IN PREGNANCY:

-According to the pregnant women and their relatives that have been
interviewed, there are numerous and serious obstacles in accessing health care services.
Most commonly expressed obstacle is “lack of interest and negative behaviour of health
personnel”. Lack of interest, negligence, bad practices and communication mistakes at
health care institutions come across as one of the major reasons for the underutilization
of services provided. While inattentiveness and negative behaviours of health personnel
are more visible in public health care institutions, bad practices (abortion in the sixth
month of pregnancy, frequent CS, etc.) are frequently observed at private institutions.

-Another wide spread obstacle observed in the study is the lack of health

insurance and economic problems. These usualy come out together with the low
education level of the women and problems related with gender and reaults in the
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women not attending ANC and usually giving birth at home by themselves. Absence of
civil marriage, indirectly affects the health insurance of the women. This condition
which is expressed by the health personnel in some regions has not been encountered in
the group interviewed under this study.

-For women who live in extended families, dependent on the permission of their
husbands and mothers-in-law and who cannot easily enter social life, and who aso are
embarrassed/ashamed to talk about their pregnancy, it is not easy to get information
regarding the benefits of ANC attendance from their peers or other information sources
and the information remains limited to what they can learn from their mothers-in-law
and close relatives. It is not possible for them to access any written information as their
education levels are low and thus cannot read.

-Especialy in the peri-urban areas of Adana and Van, prejudices and concern
stemming partly from mistrust in the services provided, forms an important barrier in
front of services. Some women in these areas believe that proper services will not be
provided for them and some even think that tetanus vaccinations carry the purpose of
cadration. Service providers on the other hand, express that in these regions the fertility
of women is encouraged for ideological purposes and that the women view the public
health personnel as a kind of enemy during service provision. It is noted that this
prejudice and misunderstanding that has developed reciprocally has in time turned into
ameaningless vicious circle.

- It is understood that religious belief apart from “fatalism” and “preference in
the gender of the health personnel” does not have a prohibitory or obstructive effect on
service utilization.

- ANC is never or inadequately provided in some primary health care institutions
due to the factors, such as, insufficient staff, high turnover in the trained personnel and
organizational and administrative problems These factors are also concluded as barriers
to ANC services.
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Figure 2: Health behaviour model of pregnant women covered under the study*

Demographic
characteristics: Perceived susceptibility
- All ages None
- Not educated
- Poor
- Peri-urban or

rural Perceived severity

- Inan Little
extended

family
- Pregnant
women Health motivation
None/little

Behaviour
NONE/LITTLE

Perceived benefits

Psychological Little
characteristics
- Undevelope
d autonomy Perceived barriers
- Fatalistic Many Cues to

action

- Susceptible

and passive Nonel/little

1 Adapted from “Sheeran P, Abraham C. (1995) The Health Belief Model, in Predicting Health Behaviour
(Conner, M. & Norman, P. eds.). Buckingham: Open University Press.”
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4.4 SUFFICIENCY AND SUITABILITY OF ANC SERVICES

Another topic under investigation during this study was the sufficiency and
suitability of the ANC services provided by the local primary health care facilities. The
findings from the interviews with local health personnel, community leaders, family
members of the pregnant women and pregnant women themselves can be summarized
as following:

-It can be ascertained from the statements made by pregnant women, their
relatives, community leaders and health personnel that ANC and childbirth services
offered by primary health care institutions are inadequate and problematic. It is
observed that, most of the problems were associated with poor working conditions in
primary health care institutions.

-In some areas the health centres have shortages with regards transportation
facilities, physical infrastructure, supplies and equipment. Some do not have trained and
sufficient number of personnel or the existing ones mostly work in curative services.
The lack of in-service training and problems stemming from management are other
negative factors. In short, ANC and birth services are either not provided at al or are
limited to keeping records and administration of tetanus vaccinations.

-It is understood that public primary health care institutions are in need of

serious reorganization and a different management approach with regards ANC and
childbirth Services.
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4.5RESULTSOF STRATEGY-POLICY DEVELOPMENT FORUM AND RECOMMENDATIONS

The reaults of the Health Seeking Behaviour Study were presented to a forum of
experts and academic institution representatives for discussion in Ankara. This forum
served as a platform to determine the drategies, policies and interventions needed to
increase the utilization of ANC and birth services. After giving information regarding
the objectives, management and results of the study, the participants were divided into
three groups according to their fields of specialization and experiences. The groups
were as follows:

-Health Policy Group
-Social Policy and Communication Group
-Health Care Organization and Management Group

All groups were asked perform a Strengths/Weakness and Opportunities/ Threats
(SWOT) analysis of women who have never attended ANC or who have discontinued
ANC attendance and the primary health care institutions responsible for providing these
services to these women in light of the results of the study and formulate
recommendations. The recommendations formulated by each group were presented by
the speaker of each group, discussed and the points agreed on were determined. When
the recommendations are evaluated together, it can be concluded that three main
strategies are required.

4.5.1 Increasing the awar eness of women and families regar ding service needs

For women:
- The existing positive perceptions that “pregnancy is a normal and natural
process’ should be supported as it is the strength of the group in the study.

- Communication programmes should be developed to extend the existing risk
perceptions related to childbirth to include the lacking risk perception related to

pregnancy.

- The health problems which were percelved as “important” and “requiring
attendance to health care ingtitutions’” by pregnant women and their peers are
found to be quite limited. In general, pregnant women seek health care services
when they have severe vaginal bleeding and/or when they cannot feel the
movements of the unborn offspring.. Keeping this in mind, the conditions that
require health care services could be redefined for pregnant women. Awareness
could be created on other conditions that pregnant women do not place
importance on but that require medical care such as swelling of the feet, gaining
too much weight and double vision. Campaigns could be used for this purpose.

- Pregnancy is perceived as a natural process however, childbirth is defined as

“dangerous’ and thus is a cause for concern. In this context, it is necessary to
focus on the point that with good quality care and consultation, pregnancy
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which isa“natural” process could end in a safe manner. It should be highlighted
that with good quality care, childbirth could take place naturally and that with
sufficient ANC attendance childbirth would be safe.

- Every health facility that provides pregnancy tests should be considered as an
opportunity centre for awareness cregtion on the importance of ANC and for
individual consultation services.

- The existing expectation regarding ultrasound examination could be seen as an
entry point to ANC and be evaluated as an opportunity.

- Socia mobilization campaigns highlighting the importance of ANC should be
carried out.

For families

- Mothers-in-law are the key people in the decision on atending ANC; it is
possible for them to facilitate the ANC attendance of pregnant women as well as
be an obstacle in this regard. Similar to the situation experienced with the role of
religious leaders in family planning activities, mothers-in-law could be taken as
atarget group and attitudes supporting service utilization could be developed.

- Husbands are another important decision group in ANC attendance. Their role
and responsibility in the health of the unborn offspring should be highlighted,
and they should be assisted in developing attitudes that support ANC
attendance.

- Service providers should aim at getting the husbands to accompany the women
who attend ANC.

- Education and awareness creation geared to the target groups is necessary.
However, it is important to get the support of experts from the fields of
education, social sciences and behavioural sciences in reaching the target
groups.

- Socia mobilization and advertising campaigns highlighting the importance of
ANC should be carried out.

4.5.2 I ncreasing access to health care services

- The existing health care system is sufficient to meet the needs however it is not
run properly. The approach of strengthening primary health care services should
be continued.

- Antenatal care and childbirth services should be provided free of charge.

- Keeping in mind that in addition to the “green card” practice which has been
edtablished for people without health insurance and with bad economic
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conditions, these people could also make use of the Social Solidarity Fund, it
should be ensured that the health care personnel plays a guiding role in these

respects.

- Especially in the poor peri-urban areas and rural areas, pregnant women and
their relatives prefer the childbirth to take place a home. In this context,
regulations should be made to allow for childbirths to take place a home but
under the supervision of midwives/nurses.

- Keeping in mind the fact that especially illiterate and poor pregnant women
cannot use ANC services even if they are located close to their home, home care
services should be organised in high risk regions.

- The facilities of NGOs and support of local media should be used to increase
utilization of existing health care services.

- Ways of making use of traditional birth attendants [Turkish: ebe-ning] in areas
where services are insufficient should be considered.

4.5.3 Elevating the quality of health care services

- The main complaint expressed regarding heath care ingtitutions is
“inattentiveness’ and the most frequent expectation expressed is “attention” and
“geniality”. The fact that health care personnel cannot establish effective
communication with the members of the society has a negative effect on the
demand for ANC. Therefore, the communication skills of the hedth care
personnel should be strengthened through in-service training.

- It is necessary to inform the health care personnel and the members of the
society with regards reproductive and sexual rights. The units that have been
foreseen and are present in many health care ingtitutions for “patients’ rights’
should be made operational and utilization by the public should be ensured. In
addition, health personnel should be provided training on ethical principles and
in order to overcome the obgtacle of “embarrassment/shame” in women and
privacy during services should be respected.

- Management skills of health care managers a every level should be increased
through training, total quality management should be wide spread to all health
care ingtitutions, and the service network should be strengthened by establishing
an effective communication network between primary and secondary level
health care institutions.

- Trained personnel should be assigned to work in accordance with their training
and should be supported. Unless mandatory personnel change should not be
made and the turnover rate for the personnel performing these services should
be kept to a minimum.
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- An effective health information system should be established to allow the
information flow between the institutions which give ANC and
childbirth.services.

- In order to increase the quality of clinical services the use of the manuals
prepared in the previous years should be ensured and work flow charts should
be prepared to ease the understandibility of these manuals.

- The supplies and equipment needed by primary health care institutions should
be provided, their technical facilities should be supported and the proper use of
the existing technology should be ensured.

- It isobserved that performance applications negatively affect both immunization
and antenatal care services. The performance criteria should be revised to
support these types of services.

- The legislation and regulations regarding the “Socialisation of Health Services’
should be taken into account and its holistic execution should be ensured.

- Advantage should be taken of the fact that antenatal care and childbirth services

have been a priority service of all past and present governments and the
necessary steps should be taken.
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FINDINGSFROM TDHS-2003 AND STATISTICSOF MINISTRY OF HEALTH
Findingsfrom TDHS-2003 data

In this section, use of antenatal care services is examined by using 2003
Turkish Demographic and Health Survey (TDHS-2003) findings. It should be noted
that the information about the antenatal care (ANC) is based on the last live birth of
each woman in last 5 years preceding the survey. The reason is that, as being the most
recent birth, the ANC information derived from the last birth is expected to provide
the most accurate and recent knowledge about the use of the ANC services, which
enables better description for the current situation of the issue. Using the information
of the last birth also allows producing frequencies, in which women are the units of
analysis. Otherwise, women, who had multiple births in last five years preceding the
survey date, would be over-represented and the statistical distributions would be
misleading.

Table 1 displays the preferences of women for ANC services or their last birth
inthe last 5 years prior to the survey date. In total, 18.6 % of women did not receive any
ANC during their last pregnancies. Among the ones that had &t least one ANC, 75.4 %
received the service from the doctor, 5.5 % from the nurse, and 0.2 % from traditional
midwife or other personsthat were not health personnel.

Urban-rural and regional differences are obvious both in having ANC and ANC
from doctor. In rural residences of Turkey, 34.2 % of women did not receive any ANC
during the pregnancies of their last births. This proportion decreases to 11.6 % in the
urban. 83.5 % of urban women had at least one doctor visit, which is 57.7 % among
rural women. The West region has the lowest proportion of no ANC (8.5 %) and the
highest proportion of doctor visits for ANC (85.8 %). The South, Central and North
regions of the country have similar values for no ANC and doctor visits.

The East region has the highest value of having no ANC in last birthsin the last
5 years preceding the survey with the proportion of 38.8 % and the lowest doctor visits
with 57 % in the total last births. Besides these regiona differences, there are also
significant gaps within the same regions. In West Turkey, Aegean region has the
highest no ANC level with 12.2 %, which is 4 % higher than other western regions in
average. Moreover, in Central region, there is a 6 % difference of having no ANC for
last births in the last 5 years between West Anatolia (13.7 %) and Central Anatolia
(19.6 %).

The most remarkable intra-regional difference for having no ANC are observed
in the Eagt: athough the proportion of women that had no ANC for their last births in
Southeast Anatolia is 35 %, this value is still about 8 % lower than Northeast Anatolia
(43.0 %) and Central East Anatolia (43.7 %). Furthermore, doctor visits for the ANC in
Southeast Anatolia (62.4 %) is more than 10 % higher when compared with the other
two eastern regions of Turkey.

Table 2 presents the distribution of ANC visits for the last birth of woman in

the last 5 years preceding the survey according to the type of residence, 5 regions and
NUTSL regions. The sufficiency of ANC is determined by the timing of first ANC
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visit, total number of ANC visits throughout the pregnancy and the person that gives
the ANC service. In order to be classified to have a sufficient ANC, pregnant woman
should have her first ANC visit in the first 3 months of her pregnancy, she should get
the service from a health personnel (i.e. doctor and/or nurse/midwife) and she should
have at least 4 ANC visits during her pregnancy. If any one of them is not achieved, it
is categorized as insufficient ANC.

Table 1: Place of ANC for last births of women in last 5 years preceding the
survey by place and region of residence, TDHS 2003

Traditional
Place of Nurse/ . No No
Residence Doctor midwife midwife/ ANC |answer Total n
other

Type of
Residence
Urban 83.5 4.6 0.2 11.6 0.2 [100.0 (2,172
Rurd 57.7 7.6 0.3 34.2 0.3 |100.0 | 992
5 Regions
West 85.8 54 0.1 8.5 0.2 |100.0 |1,119
South 79.6 53 0.1 14.6 0.4 |100.0 | 426
Central 75.4 7.3 0.3 16.6 0.5 |100.0 | 673
North 78.4 6.2 0.6 14.8 0.0 |100.0 | 192
East 57.0 40 0.2 38.8 0.0 |1000 | 74
NUTS1
Regions
| stanbul 89.5 1.6 0.2 8.7 0.0 |100.0 | 537
West Marmara 86.2 5.8 0.0 8.0 0.0 |100.0 | 108
Aegean 75.2 12.6 0.0 12.2 0.0 |100.0 | 330
East Marmara 87.1 3.7 0.0 8.1 1.1 |(100.0 | 260
West Anatolia 78.4 6.8 0.6 13.7 0.6 |100.0 | 296
Mediterranean 79.6 53 0.1 14.6 0.4 |100.0 | 426
Centrd
Anatolia 71.6 8.3 0.0 19.6 0.4 |100.0 | 185
West Black Sea| 74.0 9.4 0.0 16.6 0.0 |100.0 | 166
East Black Sea 80.3 4.6 1.1 13.9 0.0 |100.0 | 102
Northeast
Anatolia 499 7.1 0.0 43.0 0.0 |100.0 | 131
Centrd East
Anatolia 51.0 5.0 04 437 0.0 |100.0 | 212
Southeast
Anatolia 62.4 24 0.1 35.0 0.0 |100.0 | 410

Total 75.4 55 0.2 18.6 0.2 |100.0 |3,164

* Source: Akadl: Ergocmen, B. and Cogkun Y. (2004) “ Antenatal Care and Delivery
Assistance” in 2003 Turkey Demographic and Health Survey, Hacettepe University
Institute of Population Studies, Ankara (2004).
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According to TDHS-2003, in general, 46.4 % of respondent women had
sufficient ANC for their most recent births in the last five years preceding the survey,
34.7 % of women did not have either any of the features of sufficient ANC and 18.9 %
of women got no ANC for their last births.

This distribution highly varies by place of residence and region of residence. In
the urban areas, 56% of women had sufficient ANC and 11.8 % of them had no ANC
visits, but in overal rural residences, share of women that had no ANC increases to
34.4 %, where the women that had sufficient ANC for their last births is only 25.6 %.
According to 5 regions, the West region has the highest sufficient ANC proportion for
overdl last births (63.1 percent), insufficient ANC visits for the same region is 28.1 %
and merely 8.8 % of women having their last births in the last five years preceding the
survey had no ANC. The South, Central and North regions of the country have similar
values for sufficient ANC (45.6 %) and no ANC (17.1 %).

The most disadvantageous region for sufficient ANC is the East region of
Turkey, where 38.8 % of women had no ANC services, which is about twice of overall
Turkey average. Only 23.7 % of women in this region had sufficient ANC during their
pregnancies. ANC distribution according to NUTSL1 regions indicates that western parts
of the country are more advantageous when compared to other parts of the country.
Even in Central Anatolia, West Anatolia (including Ankara, Konya and Karaman),
share women having sufficient ANC (49.3 %) is 9 % higher than the rest of Central
Anatolia (40.3 %).

Another inter-regional divergence is observed in East Anatolia Central East
Anatolia has the lowest sufficient ANC percentage (20.7 %) and proportion of women
had no ANC visits for their last birthsin Southeast Anatoliais 8 % lower than other two
Eagtern regions (35 %).
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Table 2: ANC visits for last birth of woman in last 5 year preceding the survey
date by place of residence, TDHS 2003

. Suffisant | I nsuffisant Number

Place of Residence No ANC ANC ANC Total of Births
Typeof Residence
Urban 11,8 56,0 32,2 100.0 2.172
Rural 34,4 25,4 40,1 100.0 992
5 Regions
West 8,8 63,1 28,1 100.0 1.119
South 14,9 44,4 40,7 100.0 426
Central 17,1 45,6 37,3 100.0 673
North 14,8 45,6 39,6 100.0 192
East 38,8 23,7 37,4 100.0 754
NUT S1 Regions
| stanbul 9,0 64,0 27,0 100.0 537
West Marmara 8,0 62,2 29,8 100.0 108
Aegean 12,2 60,4 27,4 100.0 330
East Marmara 9,2 57,7 33,1 100.0 260
West Anatolia 14,2 49,3 36,4 100.0 296
Mediterranean 14,9 44.4 40,7 100.0 426
Central Anatolia 20,1 40,3 39,6 100.0 185
West Black Sea 16,6 43,5 39,9 100.0 166
East Black Sea 13,9 46,6 39,5 100.0 102
Northeast Anatolia 43,0 26,8 30,2 100.0 131
Central East Anatolia 43,7 20,7 35,7 100.0 212
Southeast Anatolia 35,0 24,3 40,7 100.0 410

Total 18,9 46,4 34,7 100.0 3.164

*Source: Akadl: Ergocmen, B., Coskun Y. and Eker, L. (2005) “ Turkiye de
Dogum Onces Bakim ve Dogum Hizmetlerinden Yararlanma” in 2003 Turkiye Nifus
ve Saglik Arastirmas fleri Analiz Raporu, Hacettepe Universites Nifus Etiitleri
Engtitisl, Ankara

Table 3, presents the reason of not having ANC during the pregnancy of last
birth preceding the TDHS 2003. According to the findings, 36.4 % of women that had
no ANC reported that they did not need to have ANC during pregnancy. Besides, 42.5
% of women that had no ANC, declared monetary reasons for nor having ANC for their
last births. Other highlighted reasons for not having ANC are traditions (5.9 %),
accessibility problems for ANC (2.4 %) and other reasons (8.8 %). According to these
descriptive findings from TDHS-2003, it may be argued that Turkish women recognize
ANC as a private service rather than a public facility that could be provided from
governmental health institutions by putting monetary reasons forward among others.
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Table 3: Reason for not having ANC during pregnancy for last birth in last 5
year s preceding the survey, TDHS 2003*

Reason %

No need 36,4
Accessibility problems 24
Problems using health ingtitution/Distrust institutions/ Poor service 2,4
Traditions 59
Monetary reasons 42,5
Don't no whereto go 0,3
Other reasons 8,8
Don't Know 1,2
Total 100

*Source: Akadl: Ergogmen, B., Coskun Y., Eker, L. (2005) “ Tiirkiye de Dogum Oncesi
Bakim ve Dogum Hizmetlerinden Yararlanma” in 2003 Turkiye Nufus ve Saglik
Arastirmas fleri Analiz Raporu, Hacettepe Universitess Nufus Etitleri Enstitiisil,
Ankara

Table 4 presents the place of delivery for al births of 15-49 women in the 5
years preceding the survey. In overall, 78.2 % of al births were delivered at a health
facility, in which 65.3 % were in a public sector and 12.9 % were in private sector. 21.2
% of births took place a home. As observed in ANC, regional and urban-rura
differences are present according to the TDHS-2003 findings.

The proportion of births a home in the urban is 14.1 %, which increases to 35
% in the rural settlements of the country. In the West region, only 8.1 % of al birthsin
the 5 years preceding the survey were a home, but this proportion raises to 20.6 % in
the South and reaches a 455 % in the Eagt. At NUTSL level, there are major
differences in all sub-regions of the West, Central, North and East regions of Turkey.
For instance, the proportion of home births in the Central Anatolia is as twice as the
proportion in West Anatolia; the difference between West Black Sea and East Black
Seafor the same proportion is 14 %.

In the eastern part of the country, the intra-regional gaps in terms of place of
delivery are more important. The share of births at home in Northeast Anatolia is 34.8
%, which increases to 45.9% in Southeast Anatolia. More than the half of births in the
last five years preceding the survey in Central East Anatolia occurred at home (50.9 %).

There are significant divergences in the use of public and private heath
facilities at regional and residential levels. In the urban areas of Turkey, 20.3 % of
health facility births were at private sector, which is only 6.8 % for births of women
living in the rural. In the West, proportion of private sector births is 31.7 %, which is
less than 2 % in the North (1.9 %).

An interesting figure is that the East region has the highest second proportion
for private sector deliveries with 11.8 %. In Istanbul, more than the half of deliveries
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were a a private hedth facility (52.4 %), and the second highest proportion for use of
private health facilities is in Southeast Anatolia (14.7 %).

Table 4: Place of Delivery for all births in the last five years preceding the
survey, TDHS 2003

Health Facility No
Place of resdence [pyblic Private Home|Other| \ o [TotalN
Sector Sector
Typeof Residence
Urban 68.2 17.4 141 |02 |0.2 100.0|2,722
Rural 59.9 4.4 350 |05 |04 100.0|1,410
5 Regions
West 62.5 29.0 81 |02 |01 100.0|1,342
South 70.4 8.1 206 |04 |05 100.0|557
Central 85.7 25 109 |06 |0.3 100.0|813
North 83.7 1.6 133 |06 |09 100.0|252
Eagt 48.0 6.4 455 (0.1 (0.0 100.0|1,168
NUT S1 Regions
| stanbul 43.7 48.2 80 |00 |00 100.0|643
West Marmara 90.7 58 35 |00 |00 100.0|124
Aegean 80.7 8.7 106 |0.0 |0.0 100.0|392
East Marmara 80.0 12.0 58 |13 |09 100.0|328
West Anatolia 87.2 2.8 92 |08 |00 100.0|349
Mediterranean 70.4 8.1 206 |04 |05 100.0|557
Central Anatolia |77.7 3.3 183 |0.0 |07 100.0|232
West Black Sea  |91.0 1.6 59 |09 |05 100.0202
East Black Sea 77.2 1.7 199 |03 |09 100.0|137
Northeast Anatolia |[58.0 7.2 348 |00 |00 100.0|185
Central Eagt|46.4 2.7 509 (0.0 |00 100.0|314
Anatolia
Southeast Anatolia [46.0 7.9 459 (0.2 [0.0 100.0|670
Total 65.3 12.9 212 |03 |02 100.0|4,132

* Source: Akadl: Ergocmen, B. and Coskun Y. (2004) “ Antenatal Care and Délivery
Assigance’ in 2003 Turkey Demographic and Health Survey, Hacettepe Universty
Ingtitute of Population Sudies, Ankara (2004).

Table 5 presents the place of delivery and personnel assisted the delivery for
al the births in the last five years preceding the survey by place of residence.
According to TDHS-2003 data, unlike the sufficient ANC during pregnancies, a vast
majority of the births in the relevant time period occurred either in a health facility
(77.4 %) or with the assistance of a health personnel (i.e. doctor and/or
nurse/midwife) at home (4.8 %). However, 16.4 % of overall births took place at
home without assistance of trained health personnel.

Urban-rural gap and regional differences are very significant for place of delivery
and health personnel assistance. Although 84.5 % of births were health facilities in the
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urban, 9.3 % of total births in the urban occurred at home without assistance. There is no
differentiation between urban and rural in terms of births at home with the assistance of a
health personnel (4.8 % and 4.9 %). Despite this, 30.1 % of deliveries in rural Turkey were
at home without health personnel assistance. In relation with the high proportion of births
at home, number of births occurred at a health facility is lower in the rural (63.7 %). The
West and Central regions of Turkey have the highest proportions for births at health
facility (91.1 % and 88.3 %).

Table 5: Place of delivery and delivery assistance for all live births of women
in last 5 years preceding the survey by type of residence and regions, TDHS-2003*

At homewith At home
RF;';geer‘]’(f:e health | without health | ' Sﬁﬁg Other | Total | N
personnel personnel
Place of
Residence
Urban 4.8 9,3 84,5 1,4| 100,0| 2718
Rural 4,9 30,1 63,7 1,3| 100,0| 1405
5 Regions
West 3.8 43 91,0 1,0| 100,0| 1340
South 10,4 10,3 77,4 19| 100,0| 554
Central 2,8 8,1 88,3 0,7 100,0f 810
North 1,2 12,2 85,6 1,0| 100,0| 250
East 55 40,0 52,4 21| 100,0( 1168
12 Regions
| stanbul 3.3 47 91,0 1,0| 100,0 643
West Marmara 1,3 2,2 96,5 0,0 100,0 124
Aegean 52 54 89,4 0,0( 100,01 392
East Marmara 2,4 34 91,5 2,6] 100,0 325
West Anatolia 3,0 6,2 90,0 0,8 100,01 349
Mediterranean 10,4 10,3 77,4 1,9( 100,0 554
Centra Anatolia 51 13,4 81,6 0,0| 100,0 230
West Black Sea 0,7 53 93,1 09| 1000 201
Eas Black Sea 1,7 18,3 78,8 1,2| 100,0 136
Northeest 5,7 29,1 621| 31| 1000| 185
Anatolia
Centrd  Eest 4,0 46,9 473| 19| 1000| 314
Anatolia
Southeast 6,2 39,7 522| 19| 1000| 670
Anatolia
Total 48 16,4 77,4 14| 100,0| 4123

*Source: Akadl: Ergogmen, B., Coskun Y., Eker, L. (2005) “ Tiirkiye de Dogum Oncesi
Bakum ve Dogum Hizmetlerinden Yararlanma® in 2003 Tlrkiye Nifus ve Saglik
Arastirmas fleri Analiz Raporu, Hacettepe Universitess Nufus Etitleri Enstitiisil,
Ankara

The highest proportion of births a home without health personnel is in the
East (40.0 %), where only about the half of births took place in a health facility (52.4
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%). Despite the high proportion of births occurred at the health facility in the South
and North regions, about 1 of each 10 deliveries in these regions were at home
without health personnel in the last 5 years prior to the survey.

When NUTSL regions are examined, 90 % or more of total births in the
Western regions (i.e. Istanbul, West Marmara, Aegean, East Marmara, West Anatolia
and West Black Sed) took place in a health facility and the level of births at home
without health personnel is between 2.2 %(West Marmara) and 6.2 % (West
Anatolia). There are obvious differences in births at home without health personnel
among sub-regions of the North and Central regions of the country: Central Anatolia
has the twice the proportion of births at home without health personnel assistance
(13.4%) when compared to West Anatolia region, and such births were 4 times higher
in East Black Sea (18.3 %) than the West Black Searegion (5.3 %).

Among the Eastern regions, the highest proportion of health facility births
were in Northeast Anatolia (62.1 %), this value decreases to 52.2 % in the Southeast
Anatolia and reaches at 47.3 % in the Central East Anatolia, which is aso the lowest
level in overall Turkey. Moreover 46.9 % of total births in this region were at home
without health personnel. According to the TDHS-2003 data, proportion of births at
home without health personnel is 39.7 % in Southeast Anatolia and 29.1 % in
Northeast Anatolia. In addition to these, in all regions as well as both urban and rural,
proportion of births at home with the assistance of health personnel is lower than the
births at home without professional assistance.
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FINDINGSFROM MINISTRY OF HEALTH STATISTICS

In this section, the figures for ANC and delivery services from Ministry of
Health (MoH) 2004 Study Yearbook have been examined in order to obtain in
regional and provincial levels. The latter level is significant for the selection of project
sites. Although the TDHS-2003 data sets are the primary data source in determining
the regions in NUTS1 level, the nature of the sampling design of the survey does not
allow the analyses for the provincial level. Therefore, the recent MoH satistics at the
provincial level are the prior supplementary quantitative data in selecting the project
sites as being the only available nationwide data.

Table 6 displays the average number of follow-ups for pregnant women in
first level of governmental health institutions (e.g. health centres, MCHFP centres,
etc.) and proportion of births delivered without health personnel assistance. The
lowest number of follow-ups per pregnant women according to 2004 MoH datisticsis
Southeast Anatolia with 0.84 follow-ups per pregnant woman in first level
governmental health institutions. The rest of East Anatolia has the average of 1.68
follow-ups. The highest number of follow-ups was in Aegean region (4.37). The low
number of antenatal follow-up in Marmara region can be explained by the share of
use of secondary and tertiary health care level of public sector health facilities.
Besides, use of private sector health facilities may be another factor, which is
observed in findings related to delivery services from TDHS-2003.

The proportion of births without health personnel assistance is 4.77 % in
Turkey: this figure is less than 1 % in Marmara region (0.87 %) and births without
health personnel in East Anatolia (19.2 %) and in Southeast Anatolia (15.14 %) are
four times the average in Turkey.

Table 6: Average number of follow-ups for pregnant women in first step
governmental health institutions and proportion of deliveries without health
personnel by regions, MoH-SY 2004

Average number of o .
Regions follow-ugs per pregnant Dehvgérfovr\]"rfgo(%jo?ea“h
woman
Marmara 1.38 0,87
Aegean 4.37 1.82
Mediterranean 2.86 3.13
Central Anatolia 251 2.52
Black Sea 2.38 2.66
East Anatolia 1.68 19.02
Southeast Anatolia 0.84 15.14
Turkey 2.15 477
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In Table 7, the 10 provinces having the lowest number of follow-ups per
pregnant women in first level of health care of governmental health facilities as well
as the 10 provinces having the highest percentage of births delivered without health
personnel in the year 2004 are given.

Table 7: The 10 provinces having the lowest number of ante-natal follow-ups per
pregnants and highest percentage of deliveries without health personnel
Provinces, MoH-SY 2004

Average Observation Deliverieswithout Health Personnel (%)
per pregnant woman (%)

Province Province

Istanbul 0.24 Agn 21.03
Agri 0.54 Bitlis 47.14
Bingol 0.77 Hakkari 31.53
Ardahan 1.06 Mus 46.14
Diyarbakir 1.07 Van 29.29
Gaziantep 0.78 Diyarbakir 28.50
Mardin 0.76 Mardin 19.76
S.Urfa 0.37 Siirt 29.93
Batman 0.62 Batman 24.18
Sirnak 0.40 Sirnak 31.59

The lowest number of antenatal follow-ups per pregnant woman in Turkey
was in Istanbul with only 0.24 follow-ups. Therefore, the low number of antenatal
follow-ups in Marmara region given in Table 6 above may be explained with the
share of Istanbul population in overall Marmara. Besides Istanbul, all of other the 9
provinces having the lowest pregnancy observation averages are in East Anatolia
(Agr1 (0.54), Bingdl (0.77), and Ardahan (1.06)) and Southeast Anatolia (Sanlwurfa
(0.37), Sirnak (0.40), Batman (0.62), Mardin (0.76), Gaziantep (0.78) and Diyarbakir
(2.07)). Similarly, all of the 10 provinces having the highest proportions for births
without health personnel assistance are in East and Southeast Anatolia.

The highest percentage of deliveries without health personnel in the year 2004
was in Bitlis (47.14 %), which is 10 times higher than the average of overall Turkey.
Mus also had a very high percentage of births without health personnel attendance
with 46.14 %. About 3 of 10 births in Van, Hakkari, Sirnak, Diyarbakir and Sirnak in
the year 2004 were delivered without health personnel. This proportion is between
19.76 % and 24.18 % in Mardin, Agr1 and Batman.

Table 8 presents the ranking of all provinces according to their Health
Development Index prepared by State Planning Organization. According to the
Development Index for the Health Sector the most underdeveloped ten provinces are as
follows in descending order: Bingol, Van, Bitlis, 1gder, Sirnak, Batman, Mus, Agrt,
Hakkari and Ardahan.
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Among these provinces Ardahan has the highest infant mortality rate and
population per physician. It has to be noted that although Van seems to be one of the
better 10 provinces, infant mortality and population per physician is the second worg.

Table 8: Provinces according to Health Development Index rankings*

VARIABLES
HEALTH | eaLTh | CENERAL Infant | Dentigts | Hopid
Devel opment . Devel opment . Physicians Pharmacdists | Beds
Ranking Mortdity per
Index Index rate per 10000 10000 per 10000 per
10000

ANKARA 3.73885 1 2 36 3157 6.04 4.47 37.71
IZMIR 257727 2 3 40 22.71 4.57 4.73 29.01
ISTANBUL 2.56186 3 1 39 20.58 4.77 4.38 34.14
ISPARTA 1.83762 4 28 32 14.44 2.49 2.80 53.15
ESKISEHIR 1.76978 5 6 40 15.86 2.85 3.70 41.20
BOLU 1.71992 6 14 38 10.53 1.88 5.47 43.97
EDIRNE 1.54585 7 16 38 19.50 2.38 3.20 30.95
ANTALYA 1.19478 8 10 32 12.83 2.97 3.84 16.42
DENiZLI1 1.06159 9 12 39 12.25 304 3.95 16.52
MUGLA 1.02883 10 13 35 11.34 2.4 4.01 18.72
AYDIN 0.98567 11 22 39 12.44 2.71 3.84 17.38
ELAZIG 0.80175 12 36 39 14.03 1.05 2.02 40.50
BALIKESIR 0.76233 13 15 41 9.14 242 3.56 24.01
BURDUR 0.74961 14 31 33 9.97 175 2.92 27.84
KIRKLARELI | 0.70599 15 11 9.07 1.89 3.53 21.92
BURSA 0.70374 16 5 39 12.28 211 3.08 19.93
CANAKKALE | 0.69737 17 24 8.93 2.15 3.40 20.50
ADANA 0.68863 18 8 44 14.14 1.30 3.40 24.04
ZONGULDAK | 0.54247 19 21 45 9.63 197 2.89 28.18
TRABZON 0.53537 20 38 31 11.29 1.39 2.08 25.97
SAMSUN 0.515%4 21 32 438 13.87 122 2.84 27.14
MANISA 0.50740 22 25 41 9.88 1.90 3.06 21.89
USAK 0.46729 23 30 42 8.87 2.23 3.16 19.24
KASTAMONU | 0.44689 24 51 44 8.76 115 2.29 39.90
KOCAELI 0.41123 25 4 42 11.03 211 2.70 17.23
KIRSEHIR 0.31511 26 42 35 9.12 142 2.69 19.74
NEVSEHIR 0.26219 27 34 43 9.07 1.65 313 17.71
RIZE 0.19942 28 37 32 711 1.28 2.49 20.99
ARTVIN 0.13761 29 43 43 10.16 0.94 177 30.22
KONYA 0.13386 30 26 35 8.20 151 2.57 14.99
SAKARYA 0.11170 31 23 42 7.10 197 2.53 18.14
YALOVA 0.11005 32 9 43 11.15 291 1.19 11.86
KAY SERI 0.10705 33 19 42 11.72 0.28 2.58 23.30
KIRIKKALE 0.03905 34 33 34 11.60 1.10 154 1591
TEKIRDAG 0.00775 35 7 39 9.53 0.37 3.08 16.74
MALATYA -0.00397 36 41 35 10.54 122 1.58 15.95
GAZIANTEP -0.00510 37 20 44 7.52 114 2.84 19.65
TUNCELI -0.07081 38 52 36 9.40 0.53 214 18.70
BILECIK -0.10706 39 18 42 8.75 124 2.32 14.82
GIRESUN -0.12725 40 50 38 5.82 1.03 214 21.86
KARAMAN -0.13581 41 35 438 9.17 1.52 2.59 11.92
CORUM -0.15435 42 46 51 7.45 0.97 2.38 25.61
BARTIN -0.16002 43 55 42 9.28 157 1.30 17.48
CANKIRI -0.18099 44 59 37 6.99 0.85 2.15 17.75

167




KARABUK -0.19979 45 27 38 9.28 0.71 0.80 26.34
NiGDE -0.20562 46 49 47 7.70 112 2.44 17.52
SINOP 0.20627 47 57 57 8.42 1.15 2.35 24.38
SIVAS -0.22259 48 53 53 11.11 0.34 151 30.10
AFYON -0.25151 49 44 45 7.69 0.30 2.34 2357
AMASYA -0.26845 50 39 47 7.12 123 271 12.73
MERSIN -0.29239 51 17 45 7.87 0.44 2.62 17.26
AKSARAY -0.31125 52 56 48 8.76 0.93 2.37 14.01
GUMUSHANE | -0.35139 53 71 32 7.11 0.64 1.23 17.38
KUTAHYA -0.35744 54 40 40 5.98 0.70 2.02 18.31
HATAY -0.39035 55 29 38 5.84 0.36 2.79 11.94
ERZINCAN -0.40295 56 58 37 6.60 0.60 1.39 19.60
ORDU -0.41806 57 62 37 5.67 0.48 2.01 16.64
ERZURUM -0.42699 58 60 65 12.31 0.52 1.00 3163
K.MARAS -0.48975 59 48 37 6.29 101 1.62 1048
KiLis -0.65089 60 54 48 9.94 0.78 0.52 16.56
DIYARBAKIR | -0.68696 61 63 57 7.02 0.35 1.89 21.13
OSMANIYE -0.70300 62 47 36 6.02 1.46 0.57 7.08

SANLIURFA | -0.76661 63 68 37 4.28 0.35 1.86 8.76

TOKAT -0.76908 64 61 45 5.37 0.34 1.50 16.09
YOZGAT -0.79297 65 64 45 5.24 0.64 1.44 12.89
ADIYAMAN | -0.86615 66 65 42 4.95 0.35 141 11.46
BAYBURT -0.87113 67 66 44 7.19 0.51 0.92 10.27
DUZCE -0.95200 68 45 50 6.36 0.92 0.16 17.02
SIiRT -0.99157 69 73 63 4.48 0.34 2.88 10.81
KARS -1.06279 70 67 65 5.08 0.68 2.15 11.54
MARDIN -1.11637 71 72 43 3.47 0.20 1.49 6.74

BINGOL -1.13607 72 76 60 5.12 0.39 114 16.95
VAN -1.23070 73 75 61 6.03 0.44 0.83 14.13
BITLIS -1.24564 74 79 52 3.58 0.51 0.87 11.19
IGDIR -1.31338 75 69 52 5.81 0.53 0.53 5.93

SIRNAK -1.34016 76 78 51 3.48 0.42 1.05 6.09

BATMAN -1.42375 77 70 50 3.83 0.61 0.46 4.69

MUS -1.54313 78 81 55 2.76 0.22 0.75 7.94

AGRI -1.56682 79 80 58 2.38 0.30 1.19 5.30

HAKKARI -1.59302 80 77 55 3.55 0.21 0.51 6.34

ARDAHAN -1.61906 81 74 77 5.98 0.52 0.67 12.34

*Source: Dinger B, Ozadan M, Kavasoglu T. (2003) /fllerin ve Bolgelerin Sosyo-
ekonomik Gelismislik Sralamas Arastirmas.. DPT Yay:n No 2671.
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FINDINGSFROM THE MIGRATION STATISTICSOF STATE STATISTICAL INSTITUTE

Table 9 presents the population sizes of immigration, emigration and net
migration as well as the net migration rate of the NUTS 1 regions according to 2000
census in Turkey. It should be mentioned that the migration information was collected
for population aged 5 and over, therefore, population given in the second column
presents population aged 5 or older in order to calculate net migration rates. As
followed in the table, Western parts of Turkey have the highest net migration rates and
Black Seaand eastern regions lose population by migration.

The highest net migration rate in 1995-2000 period is observed in I stanbul with
a net migration of 46.1 per 1000 population. This region is followed by West Marmara
(26.1 per thousand) and Aegean (22.9 per thousand) regions. However, when the
number of population for net migration is considered, Istanbul is again the first
migration receiver with 407,448 people in 1995-2000 period and Aegean region is in
the second place with 184,003 net migrant population for the same period. On the
contrary, West Black Sea region is the most migrant sending region with -50.3 per
thousand net migration rate and 231,791 people decrease in population by migration.
North East Anatolia is the second sending region when net migration rates are
compared among regions (-49.8 per thousand) and Southeast Anatolia is the second
migrant sending region when number of net migration populations are taken with -
209,890 people migrated out of the region during the relevant period.

Table 9: Immigration, emigration and net migration rates of NUTS 1 regionsin
the 1995-2000 period according to the 2000 General Population Census, Turkey*

Population by . . . . Net migration

Region (NUTS 1) |placeof residence Immlglratlon Emlgiatlon Net migration rate

in 2000 (1) (1) (%)
Total 60 752 995 4098356| 4098356 0 0.0
Istanbul 9044 859 920 955 513507 407 448 46.1
West Marmara 2629 917 240535 172741 67 794 26.1
Aegean 8 121 705 518674 334671 184 003 229
Eastern Marmara 5201 135 432921 351093 81828 15.9
Western Anatolia 5775357 469 610 378710 90 900 15.9
Mediterranean 7726 685 413044 410 316 2728 0.4
Central Anatolia 3770 845 205 108 300113 - 95 005 -24.9
West Black Sea 4 496 766 219008 450 799 -231791 -50.3
East Black Sea 2 866 236 151193 227013 - 75820 -26.1
North East Anatolia 2 202 957 144 315 256 922 - 112 607 -49.8
Central East Anatolia 3228 793 170568 280 156 - 109 588 -334
Southeast Anatolia 5687 740 212 425 422 315 - 209 890 -36.2

(1) Migration across the provinces within the region is not covered.
*Source TUIK, http://mawv.tuik.gov.tr/Prel statistikTablo.do?igtab _id=185
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In Table 10, net migration by population size and net migration rates are given
for 1975-1980, 1980-1985, 1985-1990 and 1995-2000 periods for each province. The
first 10 migrant receiving provinces by net migration rates according to the 2000 census
in 1995-2000 period are Tekirdag (96.8), Mugla (70.2), Antalya (64.3), Bilecik (57.9),
Istanbul (46.1), Bursa (45.1), izmir (39.9), Iparta (30.7), Canakkale (27.4) and Ankara
(25.6). However, when the number of population for net migration is taken as the unit
of analysis the first five migrant receiving provinces are Istanbul (407,448), 1zmir
(120,375), Ankara (90,884), Antalya (90, 457) and Bursa (85,325). Interestingly,
Adana, which includes one of metropolitan cities of Turkey, has a negative net
migration rate (-24 per thousand) and it lost 40,497 people with migration within he
given period. The ten most migrant sending provinces in the period are Ardahan (-
106.7), Bartin (-86.8), Sinop (-75.7), Siirt (-75.1), Zonguldak (-73.8), Adiyaman (-70.2),
Mardin (-67.6), Artvin (-63.6), Kars(-61.1) and Mus (-59.8).

Table 10: Order of provinces according to the net migration rate from 1975 to
2000, Turkey

Census|Intervals
Order 1975-1980 1980-1985 1985-1990 1995-2000
’\;,um-ber Province Net | N Net | N Net | N Net | N
y Size .. |migration|] . . |migration| . . |migration| . . | migration
mi gratl on rate (%0) mi gratl on rate (%0) mi gratl on rate (%0) mi gratl on rate (%0)
1 Tekirdag 4849 165 3438 103]| 17907 467| 51335 96.8
2 Mugla 1659 43 3058 7.0l 15998 329| 42921 702
3 Antaya 17142 265| 25339 28| 82737 89.7| 90457 64.3
4 Bilecik -3 30 1095 7.9 3009 196| 10105 579
5 Istanbul 288653 734| 297598 605| 656677 107.6| 407448 46.1
6 Bursa 58720 610| 47434 411] 83641 616| 85325 451
7 fzmir 119896 737| 82173 419| 146208 63.8| 120375 39.9
8 Isparta =279 93| -5148 -154| -649%5 -170| 13869 30.7
9 Canakkale -1408 40| -18%4 49| -2042 52| 11491 274
10 | Ankara 49499 206| 36631 130] 69511 249| 90884 25.6
11 |Aydin 9382 16.7 9365 147] 19077 271| 21553 255
12 |Simak @ . - . -] -5165 -24.7 5950 21.8
13 | Denidi -3040 5.7 2095 35| 10570 154| 15205 199
14 | Kirklareli -3170 -134| -2252 -89| -5510 -20.7 5270 180
15 | Eskisehir 7 759 16.4 8506 16.0 6510 113 9582 14.8
16 |icel 40273 575| 49593 565| 74717 68.3| 18429 124
17 | Diizce @ - - - - - - 2243 8.0
18 | Baikesr - 6020 -7.8 3260 39 4848 5.4 4804 49
19 |vdova @ - - - - - - 514 35
20 |Manisa 8980 111 6 499 71| 20946 206 3687 32
21 | Gaziantep -1256 -1.8| -4256 5.2 - 481 -05 3499 31
22 | Konya -10152 75| -10623 -6.8| -27184 -17.2 2787 1.4
23 | Kocali 53640 1129| 41287 670| 83262 108.2 211 0.2
24 | Kitahya 383 0.9 37 01| -4609 87| -1064 -1.8
25 | Nigde -7311 -166| -11167 -226| -15857 -55.7 - 699 2.2
26 | Kayseri 10698 163| -5145 69| -16005 -189| -3307 -35
27 | Erzincan -9369 -384| -11583 -454| -25574 -933| -1325 A7
28 | Usak -1108 50| -2909 -11.8 570 21| -2058 6.9
29 | Nevsehir -3412 -155| -139%9 58] -10708 -410| -194 71
30 |lgdr @ - - - - - -l -1361 -9.3
31 | Trabzon -17143 -262| -2549 -35.6| -51495 -67.9| -9977 111
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32
33

35
36
37
38
39
40
41
42
43

45
46
47
48
49
50
51
52
53

55
56
57
58
59
60
61
62
63

65
66
67
68
69
70
71
72
73
74
75
76
7
78
79
80
81

Giresun
Hakkari
Karaman @
Aksaray @
Edirne
Cankar
Bitlis
Malatya
Rize
Afyon
Burdur
Sakarya
Gumiishane
Elazig
Adana
Osmaniye @
Amasya
Kahramanmarag
Kirikkae @
Kastamonu
Hatay
Tunceli
Kilis @
Sanhurfa
Diyarbakir
Karabik ™
Bolu

Y ozgat
Van

Ordu
Kirsehir
Batman @
Samsun
Tokat
Bingdl
Sivas
Erzurum
Agn
Corum
Bayburt @
Mus

Kars
Artvin
Mardin
Adiyaman
Zonguldak
Siirt

Sinop
Bartin @
Ardahan @

-17523
-2064

-2783
-13828
-17653
-23183

-8624
-13379

-1580

4315
-21762
- 17 366

819

- 7368
- 8206

-10717
14 046
-13318

-35253
-15795

- 505
-21905
-7627
- 20668
-8330

-11144
-16772
-10678
- 50302
-46 093
- 24 986
-23753

-16 937
-70872
-12687
-28919
-11371
8679
-10922
-7944

-40.6
-16.5

-9.0
-59.2
-81.9
-43.2
-26.1
-254

-1.5

9.1
-86.2
-44.2

0.7

-24.5
-13.0

-26.5
20.0
-93.7

-60.1
-24.2

-1.2
-49.2
-19.7
-32.3
-39.3
-12.6
-30.0
-54.6
-754
-66.3
-80.5
-46.3
-66.4
1131
-61.2
-59.8
-34.7

10.8
-29.5
-32.6

- 19955
-1052

-5515
-9135
-9240
-12944
-11257
- 15855
-4045

7082
-14075
-13683
23829

-10463
- 10500

- 11004
4869
- 17797

- 14509
- 12550

-4902
-14279
-11994
-24230

-6080
- 13709
-16782

- 9286
- 37687
- 48745
- 19005
-17712
- 14346
- 50426
- 10855
- 17495
-13614
-18551
-18232

-9777

434
7.6

-16.5
-38.1
-37.0
-22.0
-32.6
-26.5
-17.8

13.2
-54.1
-31.6

16.4

-32.5
-14.2

-26.9
5.7
-123.9

-20.9
-16.1

-10.9
-29.3
-26.3
-34.5
-26.4

-13.8
-27.3
-44.1
-54.6
-64.8
-535
-32.6
-49.4
-77.9
-511
-31.2
-354
-20.0
-41.7
-384

-34828
-4472
934
-2391
- 7493
-15503
- 20509
- 35207
-28726
-25779
-8825
6 353

- 22305
-21164
26934
-19916
- 33949
-8813
-26777
-4002
-20332
- 26 800
-32212
-4149
- 34502
-20780
-42910
-19647
3925
-31222
- 45746
-19888
-76451
- 88298
-37312
-33897
-13808
-33829
- 105025
-20372
- 34750
-17372
-29368
-31311
- 22569

-73.9
-32.9
4.7
-8.2
-212
-61.0
-71.9
-54.2
-84.0
-37.7
-36.8
105
-135.3
-46.1
15.8

-59.7
-41.6
-27.7
-66.1
-4.1
-153.8

-30.0
-34.8

-8.6
-64.3
-37.9
-54.6
-80.4
139
-29.1
-67.5
-87.7
-105.8
-113.2

-954

-58.5
-133.2
-100.5
163.5
-98.6
-70.2
-37.5
-29.4
-140.7

-88.7

-5849

-2 346

-2771

- 4769

- 5106

-4471

-7104
-16823

-7473
- 16616

-5374
-15898

-4003
-12363
- 40497
-10385

-9099
- 25530
-11626
-11689
-38241

-3123

-4042
-49312
- 48 064

-8640
-10254
-26275
-32353
- 36 958
-10748
-18032
-51644
-37172
- 11407
-35627
-46491
-26213
-33022

- 5360
- 24069
-18331
- 11560
- 42082
- 40745
- 44009
-17062
-16387
-15658
- 13526

-12.1
-12.5
-12.6
-134
-14.0
-18.3
-21.2
-215
-21.9
-22.5
-22.7
-231
-235
-23.8
-24.0
-24.7
-26.8
-28.3
-32.7
-32.8
-339
-36.7
-38.9
-38.9
-40.0
-40.7
-40.8
-41.9
-43.6
-44.7
-45.1
-45.2
-45.5
-48.4
-50.1
-51.0
-54.8
-56.4
-584
-59.5
-59.8
-61.1
-63.6
-67.6
-70.2
-73.8
-75.1
-75.7
-86.8
-106.7

(1) Theinformation

related with the previous periods
*Source: TUIK, http://www.tuik.gov.tr/PrelstatistikTablo.do?istab_id=184
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LITERATURE REVIEW REPORT

Literature Review Process.
Literature review coversthe topics listed below:

Publications on factors affecting general and reproductive health seeking
behaviour of women and families;

Publications on factors affecting knowledge, opinions, feelings, attitudes
and practices related to non-utilization, irregular/inadequate utilization of
ANC and child birth without the assistance of health personnel;

Publication on affect of family members (husband, mother-in-law,
mother, sister/brother) and immediate surroundings (peers, neighbours) on
health seeking behaviour of pregnant women;

Research carried out in Turkey regarding the utilization of health care
services in general and primary health care services specifically

Studies on the situation and utilization (service provision, utilization by
public, accessibility, equipment related to ANC, qualifications of health
personngl regarding ANC, satisfaction, quality of services provided) of
primary health care facilities (Heath Clinics and Maternal/Child Health and
Family Planning) in Turkey;

“Qualitative Studies’ on health in general and reproductive health and
safe motherhood specifically;

Studies on gender discrimination and factors that affect genera health
and reproductive health seeking behaviour of women;

Studies reflecting societal culture, health related behaviour in certain
locales and traditional practices,

Statistical data supplied by the Ministry of Health on provincial basis
regarding utilization of ANC, the place of delivery, number of births, access
conditions to service, and those supplied by the Prime Ministry Turkish
Statistical | nstitute regarding the immigration to regions and provinces.

The following were carried out during the literature review process.

“Key words’ related to the topic were chosen, a wide range of data base
was searched and effort was made to reach the full texts of documents,

“National Public Health Congress’ books from Istanbul and Ankara
Public Health Departments as well as post-graduate thesis related to the topic
were reviewed;

The reports of MoH DG Maternal/Child Health and Family Planning as
well as Reproductive Health Programme on Reproductive and Sexual Health
services and practices were examined;

The reports of CSOs working in the field of Reproductive and Sexual
Health were reviewed.
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Results of the Literature Review:

In the context of the topics mentioned above apart from the books, atotal of 92
studies and reports (71 national and 21 international) were accessed (Annex 2). An
important portion of these is regiona/loca small scale not indexed studies of
guantitative nature. Difficulties were experienced in reaching the full text of these
studies which were accessed mostly through scanning of National Public Health,
Reproductive Health/Family Planning and Nursing Congress books. Furthermore, due
to the fact that the objectives, sampling and methodology of these sudies were very
different from each other, it was not possible to do a comparative analysis of regions
and provinces and to reach aresult. Another problem encountered during the literature
review was the limited number studies factors affecting utilization of ANC and that
most studies were on utilization of primary health care services and reproductive health
behaviour (use of birth control, age of marriage and child birth, obstetric data) of local
women.

Only seven studies, which indirectly examine the factors affecting ANC, could
be reached. Two of these studies are studies conducted by CSOs and they evaluate
community based-activities (69,89). Three of them are on the utilization of delivery
services and the quality of service provision (40,83,84). Another study examines the
effectiveness of ANC training programmes and another one is on the differences in
expectations between the service provider and those utilizing the services (32,71).

There were more international studies that were conducted on women's health
seeking behaviour and utilization of ANC using qualitative methods. These are studies
that were conducted in Nigeria, South Africa, Indonesia, U.S.A (on Afro-American and
Hispanic women) Jamaica and Thailand (1,22,26,37,55,57,63,65,70,78,79).

No regular data can be collected regarding " maternal mortality” in Turkey, in
spite of the fact that it is a very important indicator defining the level of health and
development. In a study on causes of maternal mortality conducted in the years 1997-
1998 through examination of records of 615 hospitals in 53 provinces representing the
country as a whole, the desth rate of mothers was calculated as 49,2 per hundred
thousand live birth. According to this result maternal deaths are among the first 5 most
frequent causes of desth in women. It is noteworthy that apart from malignancies, most
deaths including maternal deaths can be prevented. Among the first three causes of
maternal mortality are haemorrhages in the first place, toxaemia in the second and other
preventable causes in the third. In the study concerned, not utilising ANC and assisted
birth services are shown as an important cause of maternal mortality. In all the maternal
deaths, 16.3% are due to the fact that delivery took place under undesirable conditions
(at home, outside without the assistance of a health personnel). It was also observed that
out of 5 maternal deaths, 1 had not received any ANC (2).

ANC should gtart as soon as pregnancy is determined and should continue at
regular intervals according to the needs of the mother until delivery. ANC should start
in the first trimester, as the early diagnosis of illnesses prior to pregnancy is important
and in line with the recommendations of the World Health Organization and the MoH
should be utilised on average 6 times in normal pregnancies and more in pregnancies
that carry arisk.
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The TDHS reaults related to ANC and assisted birth are based on information
collected from mothers on al live births in the 5-year period before the survey. In this
context, the percentage of women that never use ANC has dropped from 32% to 23% in
the 1998-2003 period. These figures are ill not sufficient. The assistance women
receive during birth is largely related to the place of delivery. Possibility of receiving
assistance during delivery is low for births that take place outside health institutions.
The proportion of all assisted births in the last five years preceding TDHS 2003 is 83%.
It is observed that these figures are largely affected by the woman's age, educational
attainment level, work status, marital status and whether the pregnancy is wanted,
number of pregnancies and living children, place of residence (urban-rural) and region.
There are significant disparities between regions and places of residence in Turkey
when we look at the utilization of ANC. While 39% of the women in the eastern
regions never use ANC, this figure is 9% in the western regions of Turkey. Similarly,
while in the eastern regions 40% of the births are without assistance of health personnel
and 46% take place outside health institutions, these figures are 4% and 8% respectively
for western regions (28,85).

In the literature review, a study that comparatively analysis utilization of ANC
according to regions and provinces and defines service insufficiencies could not be
found. However, apart from the TDHS 2003 conducted by Hacettepe University
Ingtitute of Population Studies and MoH datistical data, the results of regional studies
conducted and the MoH/EC Reproductive Health Programme Reports indicate
that the most disadvantaged regions are northeast, Anatolia and southeast regions with
regards to sociocultural and economic conditions (education and training, employment
and unemployment, income levels, position of the women in the society and the
family), geographical conditions, reproductive health and safe motherhood indicators
(fertility rate, frequency and efficiency of birth control utilization, utilization of ANC,
assisted birth, immunization, etc.) (9,10,23,39,44,58,76,91).

In the Reproductive Health Programme Report, Van, Erzurum, Agn, Kars,
Ardahan, 1gdir: Tunceli, Bitlis, Mus, Diyarbakir, Adiyaman provinces are indicated as
the provinces with lowest ANC utilization and the highest numbers of unassisted child
birth (76). Apart from this data, there are some regiona studies on the subject. The
situation in some of the problematic provinces are summarised below.

Van: In asudy carried out by Taspinar et.a. in 2005 which evaluates ante and
post natal service utilization in rural areas and areas that are being urbanised, it was
observed that: half of the women were illiterate, the age of first pregnancy was low, the
number of births was high (5£3.5), most of them did not utilize ANC services, and only
45% gave birth in a hospital (58). In a study that examined the fertility behaviour of the
Kirghiz community that had migrated to Van, it was observed that 48.9% of the women
did not use birth control methods, the total number of births and pregnancy was above
what they expressed as ideal numbers in this respect, 30% of the women did not receive
any type of health service during their last pregnancy and 37% did not give birth in a
health institution (39). A more detailed study was carried out by “Earth Sea and
Atmosphere Sciences Research Group” supported by TUBITAK in 2003. The study
which examined the sociodemographic characteristics, quality of life and health levels
of the urban population determined that women got married a a young age (15-19),
43% of them were illiterate, number of live births was 5.3+3.5 and on the other hand
that number of living children was 4.5+2.8, 25% of the child births took place outside a
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health institution and a high percentage of women did not consult a health institution
despite health problems (23).

Erzurum: The number of studies related to the province that could be accessed
was high due to the presence of Atattirk University. There are three sudies on women
of the region that have been carried out by Erci in 2003 and 2004. These three studies,
which were published in international journals, examine the relation between the
demographic characteristics of the pregnant women and their level of satisfaction
regarding prenatal services, satisfaction regarding family planning services and
utilization of prenatal care services (41,42,43). According to the results of these three
studies on women of Erzurum, the utilization of prenatal care services are low, the use
of a contraceptive method is inadequate, the utilization of “Health institutions’ is low
and the fertility rates are high. In other studies conducted in the province, it was
determined that the local community did not use effective birth control methods, the
utilization of services provided by health institutions was low, the utilization of ANC
during last pregnancy was 64%, the group that utilised ANC services started attendance
late and was irregular and that there were unsatisfactory health behaviour patterns
during illness (53,72,88).

The fertility rates of 15-49 age group women in the villages are higher than
those in the same age group living in the city centre and districts. The mean number of
live births per woman is 2.67 in the city centre, 3.28 in the districts and 4.62 in the
villages. The total fertility rate of the province is 3.51. The rate of use of an effective
birth control method is 44%, use of ineffective birth control method is 24% and no
use of birth control 32%. It is reported that access to health and especially
reproductive health services is very inadequate in Tekman, Karagoban, Karayazi,
Himz and Cat districts which are situated at the south of the province and are where
different ethic groups reside. The public mostly uses the health clinics in the province
for vaccination purposes in general. The proportion of women not utilizing health
clinics for ANC services is 35%. Among the reasons for not utilizing the services,
financial difficulties, not being satisfied by the services provided and distrust could be
counted (44).

Kars: No reliable data or publication related to the province could be reached
apat from the Kars province “Reproductive Health Situation Analysis Report”.
According to the report Kars is the coldest province in the North-eastern Region. Long
and harsh winters directly and indirectly affect the quality and quantity of the
reproductive health service provision and thus service utilization levels are low. The
population of women in the 15-49 age group is 78.733. The average size of households
in the province is 6.12. This figure is the highest in Digor (7.68). The residences are of
inferior quality (according to whether it has a toilet, running water etc.) in the rural
areas. The general fertility rate is 3.2%, the crude birth rate is 0.8% and crude desth rate
is 0.085%. The Maternal/Child Health and Family Planning Centres do not provide
ANC, ddlivery assistance, post natal care and emergency obstetric applications. These
centres provide birth control services. The distribution of birth control methods
provided is 53.7% IUD, 5.5% birth control pills, 30.3% condoms and 10.2% injections.
Although not very regular and extensive, ANC services are provided in Health Centres.
The reason behind the high number of applications by pregnant women who are in their
first trimester is the fact that these centres provide pregnancy tests. Post-natal care is
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very seldom given during house visits. Emergency obstetric cases are referred to
Central Maternity Hospital (10).

Ardahan: No reliable data or publication related to the province could be
reached apart from the Ardahan province “Reproductive Health Situation Analysis
Report”. Ardohan is an old settlement in the northeastern region. It is a mountainous
location. It is possible to reach Ardahan via highway from Erzurum and Kars. Thereis
no air transportation. More than half of the province population resides in the city
centre. The districts with highest population density are Hanak, Cildir and Damal.
Crude birth rate is 1% and the fertility rate is 4.1%. The proportion of birth given in
hospitals is 80.8%, and that with midwife assistance is 8.4%. The proportion of
unassisted hirth is 10.8%. The Maternal/Child Health and Family Planning Centres do
not provide ANC, deivery assistance, post natal care and emergency obstetric
applications. The total use of effective birth control methods in 2004 is 42.5%. The
distribution of birth control methods provided are 20.18% IUD, 4.76% birth control
pills, 9.12% condoms and 4.14% other effective methods. Use of ineffective birth
control methods is 22.19%. Although not very regular and extensive, ANC services are
provided in Health Centres. Postnatal care services are very inadequate (92).

Agri: No reliable data or publication related to the province could be reached
apart from the Agr1 province “Reproductive Health Situation Analysis Report”. Agri is
a mountainous province. Of the whole population 35.21% lives in the rural areas. The
population of women in the 15-49 age group is 116.787. The number of live births in
the year 2003 was 619. The genera fertility rate is 5.3%. The distributions of birth
control methods used in general are 7.89% IUD, 15.67% birth control pills and 18.93%
condoms. Use of ineffective birth control methods is 41.01%. The Maternal/Child
Health and Family Planning Centres and Health Clinics provide partial and inadequate
ANC services. Hospital referral chain is used for deliveries and emergency obstetric
cases (9).

Diyarbakir: There are some local sudies conducted for Diyarbakir. According
to Erdem et.al marriage at young age is a very important and wide spread problem for
the province. In the study frequency of marriage at young age was found to be 42.4%. It
was determined that the educational attainment of those getting married at a young age
was low and that they mostly resided in rural areas. The illiteracy rate of this group was
found to be 67.8% (46). Another study was conducted on the family planning utilization
frequency of women living in the Diyarbakir Sehitlik Health Center catchments area. In
this study, it was found that 25.7% of the women were illiterate, 20% of them lived in
gecekondus and 51.6% did not use an effective birth control method. Among the reason
for not using an effective birth control method educational status, having social security,
proximity of their house to the health centre, being concerned that the method could be
harmful; believing that birth control is a sin was listed (59). The study conducted by
Arcak and Celik in Diyarbakir is on the role of nurses working in the Central Hospital
and Hesalth Center related to health services and their level of job satisfaction (5). It was
determined that nurses, who have an important role in health services, have many
complaints. Out of 320 nurses although 63% expressed that they liked their jobs they
primarily complained about patients and their relatives. They also complained about
insufficient numbers of staff, long working hours and too many night duties.
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Literature points out that “ migration” is one of the important factors that affect
access to hedlth services. It is a known fact that migration brings along such risks as
poverty, misery, unsuitable/unhealthy living conditions, cultural conflicts, not utilizing
health services etc. In light of this challenge and according to the data of the Turkish
Statistical Institute, it was decided that inclusion of | stanbul, which has the highest rate
of migration and a very high population increase, would be correct and essential for the
study (86), 63.9% of the migration to Istanbul is from the cities in Mid, North and
Southeast Anatolia and those migrating to Istanbul settle in peri-urban areas of the city.

From the provinces lised above, taking into consideration the presence of
migration and peri-urban areas, the ease of accessfrom air and land, the presence of a
university and the ease of identifying local field workers, it is recommended that the
study will be carried out in ISTANBUL, VAN, KARS, ERZURUM.

Another output of the literature review has been identified as the
determination of “research variables’ and “interview content” .

In this context, in light of the literature review carried out, the factors affecting
utilization of ANC services during pregnancy are given below.

Factors affecting ANC service utilization:

In a hospital and community-based study on 303 Afro-American women
conducted by Johnson et.a in 1977 in Washington DC, factors for non-utilization of
ANC services were determined as unwanted pregnancies, getting information related to
pregnancy from friends/family, late determination of pregnancy, thinking of having an
abortion, not having any social security, not realising one is pregnant, being under
stress, being unhappy about pregnancy, not knowing the main aims of ANC and not
being able to meet the expenses of ANC (57).

Abraham also got similar results in a study conducted in 2001 in South Africa
(). In astudy conducted by Erci in 2003 in Erzurum, it was determined that illiteracy,
high number of pregnancies and children, unwanted pregnancies, not having the social
support of the family had a significant affect on utilization of ANC services (43). Aslan
et.a pointed out similar factors and that not having a civil ceremony during marriage is
an important factor (6). In another study conducted by Erci pregnant women were asked
about their satisfaction with ANC services and it was found out that they were satisfied
with the “courtesy”, “communication”, “suitability”, “cost”, “consultancy” and
“quality” of the health personnel (41). Woman's education level, the fact that they are
working and the economic status of the family were determined as factors increasing
satisfaction from services. Pasinli, in a study carried out in Erzurum determined that the
reasons for utilization/non-utilization of ANC services were living far from the health
centre, mother being old, and father having low educationa attainment levels and not
having social security. In addition, it was dated that the duration of residence in
Erzurum played an important role and as this duration got shorter service utilization rate
decreased (72). Miligan et.al observed in a qualitative study that the negative attitude of
the health personnel played an important role in the non-utilization of ANC services
(65). In a sudy conducted in Malatya through the administration of questionnaires to
102 mothers to determine factors affecting utilization of ANC services, number of
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previous births given (4 or more) and living in rural areas (receives two times less) were
found to be significant factors (30).

Gender discrimination and violence towards pregnant women are also among
negative factors (81). Yilmaz and Ozsahin in their study for Denizli province showed
that adolescent pregnant women were more likely to be on the receiving end of physical
violence (1).

Health workers could do another type of discrimination to women of ethnic
groups and also to poor and neglected women. Therefore the victimised women may be
reluctant to utilise health care. In this regard a study was carried out in Edirne on
Roman and other pregnant women and it was observed that Roman women utilised
health services less than the others (19).

In a traditional culture study carried out in Trabzon and Corum by Balikgt on
“Customs and belief on child birth and childhood”, it was determined that women did
not seek ANC services until the child moved as they were ashamed and hid their
pregnancy from the elders of the family. However such sayings as “iki canlt (with two
lives)”, “agir ayak (heavy footed)”, “karm yukli (loaded womb)” used in these regions
indicate that they do not want to tire pregnant women. On the other hand pregnant
women being ashamed in front of their mothers-in-law is seen as an important obstacle
in their receiving ANC in thefirst trimester (11,13).

Factorsthat motivate/ease utilization of ANC:

In their study, Johnson et.al identified factors facilitating ANC utilization (57).
According to thisand other similar studies among factorsthat facilitate ANC utilization,
the following could be counted: having a healthy baby, acquiring better health habits,
knowing how to protect ones health, knowing that there could be problems if care is not
received, easy access to ANC services, not waiting too long in queues, desired
pregnancies (78). Erci and Dénmez determined that working women are more willing
and determined to utilise ANC services than women who are not working (36,43). In a
study conducted in Nigeria, it was stated that husbands could play a supportive role in
ANC and emergency obstetric care utilization by pregnant women (70). Husbands
views on pregnancy, and whether they want the pregnancy as well as their education
level gives support to pregnant women and increases ANC service utilization (21,22,55,
60,62,79).

ANC service satisfaction:

The quality and diversity of services offered as well as the attitude of the health
personnel are important factors that affect the service satisfaction and regular ANC
attendance of pregnant women. In this regard there are many albeit regional studies that
have been carried out in the recent years. Erbaydar in a study conducted in Istanbul,
Maltepe has determined that the perceptions of the pregnant women and secondly the
quality and accessibility of health services are most important factors affecting ANC
(40). The quality of the services provided and the attitude of health personnel are
counted as some of the important factors affecting ANC utilization (32,36,69,83,89)
Another factor is the job satisfaction levels of the health personnel working at
Maternal/Child Health and Family Planning Centers and Health Centers (16). In a study
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conducted in Trabzon, “Madach Burnout Inventory” and “job satisfaction scale” were
used and it was found that the personnel had high burnout levels and low job
satisfaction (90).

As can be seen from the information given above, risk factors related to not
utilizing or not being able to utilise ANC services are numerous. In light of these
insights, it is recommended that the “ interview form” to be used in in-depth interviews
and focus group discussions should contain the following headings and sub-headings.

Factors affecting non-utilization of ANC services

Factors stemming from socio-cultural status:
The following could be important determinants in the utilization and non-
utilization of ANC services:

Low education levels of both the pregnant woman and the husband;

Traditional practices and negative health behaviours existing in the
region;

General health seeking behaviour of families and pregnant women;

Consanguineous marriages (as a result of being in the same household
from very young ages, not being able to make decisions on their own, more
violence towards women in the household/according to some other sources
paying more attention to those from the same blood line);

Extended families (negative attitude of the elders towards utilization of
health services, hiding pregnancy form elders as aresult of being ashamed and
due to respect and thus delaying the utilization of health services);

Not having acivil ceremony marriage;

Religious beliefs,

Being in aregion that gives or receives migration (in these regions there
could be problems like language and not being aware of the services provided.
Especially reproductive health services are negatively affected from migration.
As the period of residence in the area increases, service utilization rates could
also increase),

Residing in rural and peri-urban areas.

Factors stemming from socio-economic status:

Low income status of the family, economic problems, having to pay for
services provided, proximity of the residence to the hedth centre and
transportation expenses,

- Not having health insurance, not being able to get agreen card;

Employment status of the woman;

Employment status of the spouse;

Geographical and climate conditions of the areg;

Being amember of an ethnic group.

Factors related to pregnancy and child birth:

Health perceptions related to pregnancy;
Source and content of information related to pregnancy and child birth;
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Unwanted pregnancies;

High fertility rates,

Number of previous births;

Positive/negative impressions, experiences and information from previous
bi rths and pregnancies,

Late pregnancies,

Experiences of the immediate environment related to pregnancy, child
birth and utilization of health services.

Factorsrelated to gender:

Position within the family;

Utilization of ANC services, not getting any social support from family
with regards child care;

Large and extended family structure, household size;

Physical and emotional violence to woman in general and specifically to
pregnant women within the household;

Not being able to decide on “emergency obstetric care’ in the absence of
SPOUSE;

Decision on health care expenses;

Socialization of the women;

Division of labour within the house.

Factors stemming from Health Institutions and Health Personndl:

Difficulty in accessing services, proximity of the health centre to place of
residence;

Not trusting health ingtitutions and health personnel, not enough attention;

Attitude and communication problems of health personnel;

Having to wait in queue;

Not having anyone to look after the other children a home;

Hedth service providers not being sufficiently sensitive to the
“reproductive and sexual rights’ of the people who apply to the centres and not
being able to sufficiently advocate for the cause;

Insufficient job satisfaction and exhaustion of personnel working at
Health Centers and also not having the desired life standards;

Inequalities of the payments in the current revolving fund system of
health centres;

Not enough promotion of primary health servicesin the region/area;

The customers find the quality and content of the ANC services provided
by primary hedlth care institutions insufficient;

The cost of ANC services;

Not preferring child birth a hospitals due to the attitude of the health
personnel;

Emotional and physical violence administered by health personnel to the
pregnant woman during child birth;

The negative attitude of the health personnel towards women with many
children and low socio-cultural and economic satus,

Pregnant women not being able to go to health institutions alone.
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HEALTH SEEKING BEHAVIOR STUDY
PRE-FIELD STUDIES

Province : Adana

Research Coordinator - Erhan Ozdemir
Datesof Visit : 12 July-14 July 2006
Summary

As proposed in research proposal and planned in Inception Report, the selected
provinces for field study (according to the literature reviews, statistical re-evaluations
and advices of the MoH during the Inception Stage) were visited for pre-field activities.
These activities include introduction of Health Seeking Behavior Study project to
relevant local administrators in the province, determination and mapping of problematic
residences/regions for ANC services use in the first sep public health ingtitutions and
selection of field worker candidates.

1. Activities

Although the RC arrived to Adana in 12 July 2006, he could not meet with
Province Health Director, Deputy Health Director responsible for MCH/FP and
Director of Department of MCH/FP in the first visit date. The reason is that, Province
Hedth Director and Director of MCH/FP were not in the province on that date.
However, the RC had previoudy wrote an e-mail to the Director of MCH/FP that
briefly explains overall objectives of the project, the activities planned to be conducted
in Adana as well as the purpose and tasks of the first visit to the province. Moreover,
according to the telephone call with the Director of the MCH/FP, the list of statistical
information of health centers in the province like populations, number of pregnant
women and average number of pregnancy follow ups and distribution of births with and
without health personnel assistance of each health center regions was requested in the
same e-mail.

In the absence of high-rank health administrators in the province, the scope of
tasksin the first visit day was determined as mapping of problematic regions/residences
and job announcement for field workers. A physician from Department of MCH/FP
assisted the mapping study.

1.1 Mapping

During the mapping of problematic regions/residences of Adana for ANC
services use, three main categories were organized to reflect the socio-economic and
cultural diversity of the province. The first category is composed of health center units
established in metropolitan territory of Adana, in which there are high density of
migrated population (especially from East and Southeast Anatolia) and gecekondu
settlements. The second category is based on problematic public health center unitsin
the periphery residences (i.e. districts, sub-districts and villages) of the province.
Finally, the third category includes the regions in the province, where temporary
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seasonal agriculture workers were settled. It should be noted that in organizing the
categories and listing the problematic health center units, Director of Department of
Health Center, responsible MCH/FP doctor for mobile health units in temporary
agriculture workers settlements and a doctor from one of these mobile health units
made significant contributions to RC’s mapping studies. The list of health center units
by categorization described above is presented in the table below.

Table 4. Problematic Health Center Units for ANC Servicesin Adana

Health Center Unit Didtrict Administrative Characterigtics of the Unit Eshmatgd
Level Population
Category 1 Problematic Metropadlitan Residences
19 Mayis Hedth|,,.. . . Totally formed by migration, a
Center Y Uregir Province Center relatively old residence 73,748
Levent Health Canter | Yiresir | ProvinceCenter | OtalY formed by migration, a| ;5 o50
relatively old residence
Sehit  Erkut Akbay|.,. .. . Formed by migration, rdativdy a
Health Center Y Uregir Province Center newer res dence 21,140
. A mixed population of migrants
Akkapr Health Center | Seyhan Province Center and native Adana population 9,700
. Totally formed by migration, a
Barbaros Health Center | Seyhan Province Center relatively old residence 15,713
Daglhoglu Hedlth . Totdly formed by migration, a
Center Seyhan Province Center relatively old residence 32,366
Category 2 Problematic Periphery Residences
Solakl Village Seyhan Village Formed by migration 6,500
Y olgegen Village Seyhan Village - 2,200
S . The most migrant receiving
Ali Ekinci Ceyhan Digrict Center residence in Ceyhan 13,717
Mercimek Village Ceyhan Village A settled and old village 2,400
Problems in the primary hedth
YumurtahikMerkez services because of insufficient
' Yumurtalik | Digrict Center number of health personnd, there| 7,800
Health Center : o
is also a temporary population in
summer
Sevingli Health Center | imamoglu | Village A settled and old village 2,939
A hedth center unit facing with
Karakuyu Health ' . . problems because of insufficient
Center Saimbeyli | Village number of hedth personnd and 4,800
distance from the province center
Category 3 Temporary AgricultureWorkers Settlements
. . Temporary agriculture workers
TuzlaVillage Karatas Village settlement mobile health units N/A
K arags Tuzla The outskirts of [ A semi-settled temporary N/A
agoeer Karatas village agriculture workers' community
K Tuzla The outskirts of [ A semi-settled temporary N/A
P Karatas village agriculture workers: community

The three of listed problematic health center units (19 Mayis, Daglioglu and
Solakli) were planned to be visited in the second day of the pre-field visit to the
province. However, Director of MCH/FP did not approve the visits to these hedlth
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centers because of two reasons. The first of them was that they were not approved by
the Province Health Director, so he argued that it would have been wrong to visit the
health center units in this provisiona list. The second reason wasthat after the approval
of the list given above (with revisions of Province Health Directorate if necessary), it
would be better to organize a meeting in forthcoming weeks (but before the beginning
of field study) with the participation of responsible personnel from all of these from
these health units rather than visiting them one by one, which will prevent time cost and
other disadvantages that may arise because of misunderstandings. Therefore, visits to
these centers were postponed. The datigtical information requested before the visit will
be sent by e-mail in the week beginning with 17" of June, 2006.

1.2 Introduction of the Project to Local Adminigtrators

As mentioned above, the planned meetings with Province Health Director was
postponed because of the absence of the director. The presentation of the project to the
Director of MCH/FP was done on 13 June 2006 (the second day of the visit). He said
that they were glad to be a province in Health Seeking Behavior Study. He expressed
that Adana would provide significant findings for the research with respect to cultural
diversity and population structure of the province. However, he mentioned that the
official letter sent from the Genera Directorate of MCH/FP before the visit is
inadequate to describe the project. Therefore, he requested a more detailed information
note that explains overall and specific objectives of the project as well as the activities
planned in the province before, during and after the field study. Besides this, he pointed
out the necessity and importance of a local kick off meeting with the participation of
Province Health Director and other related persong/institutions. Moreover, as expressed
in Mapping section above, he said that the TAT should submit the provisional list of
problematic health units to Province Health Director. In the last day of the visit, the RC
visited the Province Deputy Hesalth Director with the Director of MCH/FP.

1.3 Section of Candidate Fied Workers

Severa ways were used in announcing the project for field workers. The first
channel was the health personnel in Province Health Directorate. They were asked to
find appropriate candidates to apply for the job during the RC's visit in Adana. The
second way was the calls with the Cukurova University faculty staff to inform their
students about the project. Another method of job announcement was relations with the
NGOs in the province; in this regards Willows Foundation and Adana City Council
assisted the RC to find out candidates in the province. The candidates were applied by
these channels and they were individually interviewed by the RC and they were
informed about the details of the jobs that they are expected to conduct. Their CVswere
received to be evaluated in central project office. There are 2X applicationsin total. The
results of selection will be announced in 19 and 20 July 2006 by phone and/or e-mail.

2. Other Activities

During the preliminary visit to Adana, some NGOs and university members
were connected. The firs NGO connected in the province is Willows Foundation,
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which is an experienced NGO in Adana in reproductive health issues. This foundation
works in cooperation with Province Health Directorate, so they know the problems in
the province in details. The second NGO is City Council of Adana, which is a
cooperative that conducts development projects supported by EU and UN; they have
previoudy conducted a peer group education in reproductive health issues for
adolescences. Another NGO communicated was Association for Protection of
Women's Health (Kadin Sagligint Koruma Dernegi). The representatives of former two
organizations were met in Adana office of Willows Foundation, exchange of ideas and
share of experiences in the region were the issues during the meeting. The RC talked
with head of board of directors of Association for Protection of Women's Hedlth in a
telephone call.

3. Conclusion and Overall Evaluation of the Visit

The preliminary visit to Adana has provided important outcomes including an
insight for the possible facilities as well as obstacles that may arise as a result of co-
operation with the Province Health Directorate. These outcomes are listed in below:

Preliminary introduction of Health Seeking Behaviour Study to loca
administrators was conducted.

The problematic regions/residences in ANC services in Adana were
categorized and provisional list of these health center units was prepared to
be submitted to the Province Health Directorate for approval.

NGOs active in reproductive health studies were connected and met for
exchange of ideas and experiences in the province.

Job announcement was done by several channels, applications were received
and applicants for field work were interviewed.

The most significant problem in the activities in the province is seen as the load
of procedures bureaucratic that may be requested from the research team. The detailed
official letter to be sent to Province Health Directorate, the submission of problematic
health units’ list for approval, a possible demand for the list of field workers for security
investigation and official order of province health directorate to proposed health units
for cooperation and assistance to the TAT are pronounced bureaucratic procedures,
which will create loss of time and burden of administrative contacts for the TAT. These
requests and procedures should be evaluated, revised and discussed with the MoH to
facilitate these processes.
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HEALTH SEEKING BEHAVIOUR STUDY
PRE-FIELD STUDIES

Province : Afyon

Research Coordinator > Nurgiin Platin
Datesof Vidits : 12-14, 19 July 2006
Summary

Two visits were organized in Afyon Province, which is one of the provinces
where Hesalth Seeking Behaviour Study will be conducted, with aview to announce that
the data collection stage of the study has started, and to determine data collection fields
and interviewees.

1. Activities relating to the determination of data collection fields (12 - 14
July 2006)

An appointment was arranged by telephone with the physician in the Province
Hedth Directorate who was responsible of Mother-Child Health - Family
Planning; information concerning the distribution of health centers in Afyon
Province, the population of the region, number and qualification of personnel,
number of pregnant women and follow-ups, place of births in the health center
regions were requested, and this conversation was confirmed by e-mail.

1.1 Meeting with the Province Health Authorities

Province Health Director was met and he was briefed about the project. Dr. Ayse
Eksioglu, the Deputy Director responsible of MCH/FP in Province Health
Directorate was met, a discussion regarding the project was done with her and a
working plan was prepared jointly.

1.2 Determination of health centers and mapping
A discussion concerning 140 health centersin Afyon Center and its 16 districts
was held with Province Deputy Hedlth Director responsible of MCH/FP and
with a health officer who is knowledgeable about the region, in terms of;
Number of personnel
Number of pregnant women and average number of follow-ups per women
according to January - May 2006 data
Inconsistencies in numbers
Socia structure and characteristics of the regions

Thirteen health centers, which are suitable for the purpose of project, were
selected (from rural and urban areas) among the list of health centers. Selected health
centerswere visited to gather information regarding the following topics:

1. Number of antenatal follow-ups per pregnant

2. Socio-cultura structure

3. Transportation facilities and hours

4. The extent of using Green Card
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S.
6.
7.

Utilization of private physicians

Family structure in the region

Prevailing prejudices and beliefs about pregnancy noticed by the heath
personnel.

At the end of that process, the hedth centers that are most suitable for the

purpose

of project were determined finally, together with the deputy director

responsible of MCH/FP.

As result of that evaluation, it was decided to consider 8 health centers. Name
and characteristics of the considered health centers were as following:

A.

Kizildag Village in the region of Isiklar Health Center of Afyon Center
(rural)

People are poor, there is no tap water in houses, water comes three days a
week from village fountains, health personnel are not willing to work there,
one incident of a nurse expelled by the village-chief, mobile team from
Isiklar Health Center goesto that region, no transport facility, it is possible to
go there only by hiring a taxi. Province Health Director had particularly
advised to include that village in the study.

. Bolvadin Central Health Center No. 3 (rural)

The oldest quarter of Bolvadin, quite poor, has appearance of arura area, it
is reachable by walking through inside Bolvadin, a closed community,
mother-in-law dominancy.

. Cobanlar Health Center

To be reached by walking through inside Cobanlar, it was first established as
a hospital, however when no need was noticed it started servicing as a 24-
hour health center, a closed community, mother-in-law dominancy, the
personnel of health center and the Health Directorate of the Province wanted
particularly to take part in the study.

. Dinar Central Tatarlh Health Center

Transport is possible through Afyon-Denizli Buses, they may not accept
foreigners into their houses, the doctor of the center will ask for pregnant
women to come to the center for interviewing, a closed community, mother-
in-law dominancy, widespread use of Green Card for poors, it is considered
as asocial event to go to Ispartafor every kind of health services.

Avazin Village in the region of Kayihan Health Center of ihsaniye
Center (rural)

Transport is possible through Ayazin Buses, mobile health service is
available twice a month, the people are poor.

Konari Village in the region of Seydiler Health Center of iscehisar
Center (rural)

Transportation after Iscehisar is possible by hiring a vehicle, there is no
doctor for along time, people are poor, girls marry a early ages.
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G. Sinanpasa Center, Tasoluk Health Center
Transportation is possible by municipality buses, pregnant women prefer to
use health center, and infertility prevalence is high in the region.

H. Suhut Center, Yarish Village (rural)
Transportation is possible by minibuses from Suhut Center; the village
people are poor, mother-in-laws are dominant in extended families, marriage
at early agesis common, most of the girls do not attend schools.

1.3General impressions/ observations regarding the topic of the project
- All health personnel were present and on duty during the visits.
Majority of the doctors were new graduates and were carrying out the
compulsory service.
Midwives were not available everywhere.
The expression "they come only when they are cdled for" was pronounced
very frequently.
It was expressed widely that mothers-in-law have dominant roles in families
in theregion.
It was stated that the visits to private physician is considered as an important
event in the society.
It was mentioned that examination of pregnant women with ultrasound was
an important expectation of pregnant women.
Some midwives preferred to register pregnancy after 2 months on the ground
that "the child might be miscarried".
It is said that the mother-in-law might be unwilling to bring the bride to the
health center on the ground that "her eyes may open".
Private obstetricians do not propose tetanus vaccination to pregnant women,
since they worked under sterile conditions.

2. Activitiesrelating to the determination of interviewers

Assoc.Prof.Dr. Himmet HuUlur, the Head of Sociology Department,
Afyon Kocatepe University (AKTU) was contacted by telephone before the visit,
he was informed about the project, the expectations from him was stated and an
appointment was asked for, for aface-to-face meeting.

2.1Meeting with the Sociology Department of Kocatepe University (14th July,
2006)

In a meeting with Assoc.Prof. Dr. Himmet Halur, the Head of Sociology
Department and a group of lecturers from that Department, some information
was given about the project. A name-list of graduates or last-class students,
which were considered as appropriate by them, was prepared. Designated
persons were contacted and those considering to participate in the project were
invited to Afyon for interviewing.

2.21Interviewing candidates of field-workersfor the project (19th July, 2006)

Interviews were held with 6 sociologists or sociology students, which
could be reached and which accepted to take part in the project; and al of them
were approved asfield workers.
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2.3Those approved asfiedld workersare
Assigt. Prof. Dr. Huriye Tekin Onir (Lecturer in AKTU Sociology
Department)
Sevgi Yildirim (graduate of AKTU Sociology Department)
Asl1 Erkal (Student in 3rd class of AKTU, Sociology Department)
Oben Oncel (graduate of Sociology Department)
Aygul Salman (Student in 3rd class of AKTU, Sociology Department)
Ozge Ozbek (Student in 3rd class of AKTU, Sociology Department)

3. Conclusonsand Evaluation

It was concluded that it would be possible to get the required support from,
and to establish cooperation with, Province Health Directorate and Kocaeli
University Sociology Department. Most appropriate health centers for the study
and the qualified candidates for the field work were determined.
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HEALTH SEEKING BEHAVIOUR STUDY
PRE-FIELD STUDIES

Province :Van

Resear ch Coordinator - Anahit Coskun
Datesof Visit : 12-14 July 2006
Summary

As it is stated in Inception Report, the Province of Van, which is one of the
selected provinces for field study, was visited on the dates stated above in order to make
preliminary preparations and to complete infrastructure studies. In this context, the
Province Hedlth Directorate and the Office of Governor were visited and "The Health
Seeking Behaviour Study" was introduced together with the official letter of the MoH,
General Directorate of Mother and Child Health and Family Planning services.

Central quarters of the Province and peripherical districts were visited, and the
problematic regions where the research will be carried out were determined and
mapped, by taking also the opinions of the authorities. The Health Centers and Mother-
Child Health and Family Planning Centers, to which these regions are subordinated,
were visited, the health personnel were met and explanations about the research project
were given.

In order to select field workers, contacts were established with previously
communicated lecturers of Y izinc Y1l University, Sociology Department and with the
staff of NGOs that carry out projectsin the Province of Van; as result of interviews with
applicants, 6 field workers have been selected to be trained in Ankara on the project.

1. Activities

Necessary appointments were arranged with the officials of public ingtitutions
by contacting them before the visit to Van. In this context, meetings were held with the
Province Health Directorate and the Office of Governor in the first day of the visit. Both
Province Health Director and Governor were in vacation; therefore the meetings were
held with their deputies who represented them. The officials were informed about the
project; and gatistical information regarding general characteristics of the Province, and
with regards to health services and particularly to reproductive health services,
statistical information regarding pre-natal care and the birth-places, primary health care
services and the health staff were obtained.

- Meetingswith the Province Authorities

Contacts were held with, the Deputy Director Dr. Ahmet Kirgin, Hamit
K aratas, the deputy director responsible of Health Centers and MCH/FP Section, Dr.
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Leyla Celik, the Director of Health Centers Section and Nimet Okur, the Director of
Data-Processing and Statistics Section. They were informed about the project and their
opinions were learned. Statistical data concerning the general health status of the study
population, primary health care services and ANC services was obtained during these
contacts.

Omer Ozcan, the Deputy Governor responsible of health affairs was visited
together with Dr. Ahmet Kirgin, the Province Deputy Health Director. He was informed
about the project and his support was provided.

A general profile, which was prepared under the light of obtained data, is given
below in form of tables.

Table 1 indicates that Van has a young population; due to migration to city
center, the rural/urban rate of population is 0.91 and more than half of the population
owns "green card".

Table 1: General Profile of Van Province

Surface area 19.069 km2
Population 931.779
Number of digricts 12
Number of towns 20
Number of village-settlement 796
Urban population 488.531
Rural population 443.248
Child population (below age of 15) 383.108
IAged Population (age of 65 and above) 26.474
Population per household 7.2
Total number of green-card owners and their share (486.467)
in the population % 52.2%

In Table 2, information regarding the population in Van center and its districtsis
given.

In Van Province, there are 53 Health Centersin total, 19 of which are located
in the city center, and there are 2 M CH/FP Centers.
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There are 104 " Village Health Houses' having own buildings, 17 of which are
in province center and 87 in districts. Only 10 of them were currently active and totally
10 hedlth personnel were working.

Table 3 shows basic hedlth indicators of the Province, Table 4 shows the
birthplaces and Table 5 showsthe distribution of primary health care personnel.

Table 2. Population distribution of Van by digricts (2005)

Disance
from the
. Noof| Noof

piISTRICTY 9V fTowng Villagess | NOOF | Urban | Rural | ~Total

center QuartergPopulation|PopulationPopulation

Settlements

(km)
Center Qg 2 117 63 350207 47293 397500
Bahcesaray 118 - 19 1 2653 13692 16345
Baskale 120 - 125 11 10422 45682 56104
Caldiran 112 - 81 4 6398 49856 56254
Catak 80 - 43 2 4746 19148 23894
Edremit 20 1 15 3 6712 11848 18560
Ercis 100 2 122 22 78883 70177 149060
Gevas 50 1 36 7 13456 16534 29990
GUrpimnar 22 - 92 6 4911 35171 40082
Muradiye 84 1 56 4 10468 39677 50145
Ozalp 60 1 64 3 6995 64401 71396
Saray 84 - 26 3 2829 19620 22449
TOTAL 8 796 129 498680 433099 931779
Table 3: Basc Health Indicatorsin Van *
BASIC HEALTH INDICATORS Turkey-2004 Van-2005
Population 67.803.927 931.779
Population Increase (%) 14.9 18.06
Crude Fertility Rate (%0) 20.6 19.89
CrudeMortality Rate (%0) 7.1 1.83
Child Mortality Rate (%0) 374 17.54
Maternal Mortality Rate (% 000) 55 21.59
Health personnel assisted deliveries (%) 81 77.51
Déliverieswithout health personnel (%) 19 22.49

*According to Province Health Directorate officials, these data contains misleading
optimistic elements as result of the recording system and the lack of institutionalization
in field observations.
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Table 4: Placeof hirthsin Van

Places of declared birthsin the year 2005 (%)

. Assisted by Health Without the
HEALTH | In hospital -
CENTER Personnel asssiance of I:I+ealth TOTAL
Number | % | Number % Number %
Total 12 277 | 66,23 | 2091 11,8 4170 22,49 18 538

* According to the information received from the authorities, the rate of births without
assistance by health personnel do not reflect the truth and should be higher.

Table5: Distribution of Primary Health Care Personnel in Van

Per sonnel Number Pog:rlzgr?rr: elper
General Practitioner 100 9.706
Midwife 134 7.167
Nurse 125 7.963
Health Officer 59 16.638

Province of Van has insufficient number of health personnel. According to
officials, health personnel that are appointed to the Province change their places after
a very short period. Therefore, regarding health personnel particularly those working
in primary health care facilities, continuous replacements are observed. Consequently
these replacements affect the utilization of health services negatively.

- Determination of Problematic Regions and Mapping

After obtaining data from Province Health Directorate, field-visits, official
meetings and getting specialists opinions, following regiong/places have been
determined as research sites:

- Yuniplik Quarter

- BeylzUmu Quarter

- SUphan Quarter

- GUrpinar District, Glizelsu (old name, Hosap) town

Reasonsfor selecting the quartersin the Province Center

- The fact that both Van's own people and the immigrants from neighbouring
provincesto Van dueto terror are living together

- The fact that it represents general population and cultural values of Central-
Eastern Anatolian Region such as Van, Agri, Hakkari, Bitlis, Mus, Sirnak
etc. -

- People continueto live their rural life in the city

- Thefact that people do not go to health centersto benefit from their services
in spite of their presence and availability
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- It represents overall economic level of the Province
- Low literacy in women and the problem of Turkish language
- High fertility rate and insufficient level of utilization of ANC services

Reasonsfor selecting Glizelsu town:

- It presents a cross sectiona profile that reflects rura parts of the Province
Van

- It is easy to reach to Center because of its location that is on the route to
Hakkari

- Although the fact that "Glizelsu Health Center” is close to the village, it is
not preferred by women

- Health Center personnel is subject to replacements

- High fertility rate and very insufficient level of utilization of ANC services

- Determination of Candidate" Field Workers'

Rectorate of Van Yuzincli Yil University and lecturers of Sociology
Department were visited and their assistance regarding the selection of "field workers’
were requested. In this respect, important supports came from Prof.Dr. Ayse Y iiksel
the Deputy Rector, and Associate Prof. Dr. Mehmet Emin Yasar Demirci, the
lecturer in the Sociology Department. Furthermore, support is demanded from NGOsin
the region. In this context, 8 candidates were interviewed and 6 field workers were
selected as suitable for our study.

One of the candidates, which could not be included for our study project, was a
research gtaff in YYU Psychology Department. That applicant, whatsoever having
superior qualifications, could not be selected; because he was not able to speak local
language and therefore it might be difficult for him to work as an interviewer. Another
candidate with high qualifications for our subject and conforming to our selection
criteria was a person graduated from Istanbul University Sociology department; he
received graduate degree in social anthropology from Sorbonne University, Paris and
continued his doctorate studies in the same country. He was a candidate, originally from
Van, fluent in local language, and involved in various studies concerning females of the
region. However, he was supposed to be abroad during the period of our sudy;
therefore he could not be selected.

All of the candidates, who were selected as "field workers' and invited for the
training programme that will be started in Ankara on 25th July 2006, were graduates of
YYU Sociology Department. Three of them were 2006 graduates. Two of the
remaining 3 candidates had passed to 2nd class, and one had passed to 3rd class. They
were selected, since they were conforming to determined criteria, as well as their ages
and personal maturity levels were suitable for the sudy.
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Other Activities

Some of the NGOs active in the region were visited and their officials were met.
According to preliminary determination, following non-governmental organizations
were found to be active in the region:

a Yerel Gundem 21

b. CYDD (Contemporary Life Support Foundation)

c. Willow’s Foundation (completed reproductive health field studies)

d. Medical Research Association

e. ACEV (Mother Child Training Foundation)

f. Egitim Gonulluleri Foundation

0. CAREM (Child Research - Rehabilitation and Training Center, Subordinated
to the Office of Governor)

h. GOCER (Association for Compulsory Immigrants)

i. TAYDER (Detainees Relatives Association)

Among these organizations, Prof. Dr. Ayse Yuksel from CYDD, Dr. Siheyla
Dabaoglu from Willow's Foundation and Sociologist Samet Denli from CAREM were
contacted with, explanations about their activities and the region were received.
Furthermore, their support in finding out "field workers' to be employed in our project
was asked for.

- Conclusion and Evaluation

Contacts with Province Health Directorate and Office of Governor were very
congructive and successful. Meetings were held in a hot aamosphere and with close
cooperation. They promised support during the implementation stage of our project.

When selecting problematic areas in Province Center, care was taken to select
those quarters which have high rate of fertility and insufficient ante-natal care, as well
as those which receive immigrants and reflects the general situation of Central-East
Anatolian region. Apart from that atown at a distance of 60 Km. from city center was
selected, which showsthe characteristics of arural area

It was dated that, in problematic areas where study will be carried out,
assistance could be received from relevant Health Center and MCH/FP centers for
accessing to pregnants who did not benefit from ante-natal care. It was also stated that,
ETF data and more importantly the records of pregnants, who were understood during
tetanus vaccination campaigns realized in recent weeks, not to have come for ante-natal
check-ups could be utilized.

Although Yuzinci Yil University and public-private organizations were
informed about finding out "field workers' to be interviewed, it was possible to
interview only 8 persons because of the precondition that local language should be
spoken, and 6 of them were selected.

The contacts with NGOs of the region were not enough during that visit;

therefore it was decided to obtain, during following visits, more detailed information
about NGO officials and the activities carried-out by them.
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GUIDE FOR IN-DEPTH INTERVIEWING WITH PREGNANT WOMEN

PERSONAL DATA
Never attended ANC:
Discontinued ANC:

Place of birth

Dateof birth (Age)

Education

Civil gatus

Y ears of marriage (for how many years)
Ageof her pouse

Whether or not officially married
Status of multi-marriage/second wife
Occupational satus (all occupationswhether or not generating income)
Place of residence

For how many yearshas shelived here?
Month/week of pregnancy

INFORMATION REGARDING PREGNANCY AND BIRTH
- Tota number of children alive
Tota number of children dead
Previous pregnancy history (receiving antenatal care, encountering any problem)
Previous birth history (how, where, any problems ...)
Number of her mother's children alive
Number of her mother's children dead
Birth experiences of her sisters, if any
Whether information is shared between friends/relatives about womanhood and
pregnancy
Where did women (who are close to her) get their health services during pregnancy;
where did they give birth?

INFORMATION REGARDING HEALTH-SEEKING BEHAVIOUR AND
HEALTH INSTITUTIONS
Health-Seeking behaviour in general (i.e. what is she doing in order to remain
healthy; where does she receive assistance from; where does she visit if she has any
health problem?).
How does she consider pregnancy (i.e. it isa natura process; it is a normal situation
that requires consultation with someone; it is a sSituation that requires the
accessing/receiving of health services)?
Her perceptions of childbirth (her opinions about childbirth; where childbirth should
happen; who should assist during childbirth; whether childbirth is a natural/normal
occurrence; if it is an occurrence that requires the accessing/receiving of health
services).
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What does she pay attention to — what differences are there from normal situations
asregards her health — during the pregnancy?

What are her daily routine activities during pregnancy?

What are her sources of information concerning pregnancy?

How did she confirm her present pregnancy?

How many times has she received care during her present pregnancy (from where
and what kind of services)?

In what cases are doctorg/health institutions visited during pregnancy?

How is she informed about the places where antenatal services are provided during
pregnancy?

How often does she visit health institutions? Why does she choose to use health
institutions? Why does she choose not to use health institutions?

Does she have faith in health institutions?

In what casesis she assisted by a midwife?

Recourse to healers (pilgrim, hodja, bonesetter, bonesetter, old-woman drug makers)

To be asked to those who visited a health institution during their present pregnancies:

To which health institution has she applied to receive antenatal services during her
pregnancy (its distance from her house; how many vehicles she needs to use to get
there; how she got there)?

When she goes to the health institution to receive antenatal services? Does she feel
the necessity to go there alone or together with her relatives?

What kind of services has she received from that health institution (blood pressure
measured; type of examination; information regarding the condition of the baby;
blood and urinary tests; if given a medical prescription; if a medical preparation of
iron was prescribed)?

The physical conditions of the health institution (if there was a waiting roonvif it
was vertilated/if it can be visited together with achild).

Thoughts/opinions about health personnel.

The provision of information/explanations by health personnel to her about
pregnancy.

Loss of time experienced when a service is received.

FACTORSRELATING TO GENDER ISSUES
Who decides (which household members) whether a doctor/hedlth ingtitution is to
be used (to what extent is the woman effectual/autonomous in making such
decisions)?
Whether the expectant mother’s spouse has the prerogative of deciding if a
doctor/health institution is used and thereby granting or withholding permission.
Attitudes of other family members in this respect (mothers-in-law, sisters-in-law
etc.).
Expectant mother’ srelations with her peers and neighbours.
Ability to attend social activities (shopping, making invoice payments, walking
around hither and thither etc.).
Training received outside school.
Educational status of other women in the family.
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Effect of husband's education.

In household expenditures, what the priorities in order of payment are.

The position/priority of her health-care expenses in relation to other expenses.
Division of duties and use of time in the family.

Sources of income over which the expectant mother has authority (for example, if
her own income, the money that her husband gives etc.)

SOCIO-ECONOMIC FACTORS

Who in the family are working in an income-creating job (occupational status of
other women)?

Main sources of income of the family.

Financial incapacity/problems/solutions in this respect (such as mutual assistance
funds).

Perception of his’/her financial position and its correlation with others' financial
position in the locality.

Social and Health Insurance.

Possession of Green Card.

SOCIO-CULTURAL FACTORS
Traditions/customs regarding pregnancy (traditional practices).
Practice of reading health news in newspapers'magazines.
Practice of watching health programs on television.
Influence of beliefs on health-seeking behaviour (religious, supergtitious, other).
Influence of language on health-seeking behaviour.

EXPECTATIONS
Where she wantsto give birth and why.

Health services relating to pregnancy/childbirth that she expectsto be available in
the region she lives.
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GUIDE FOR IN-DEPTH INTERVIEWING WITH HUSBAND, MOTHER-IN-
LAW AND RELATIVES OF PREGNANT WOMEN

PERSONAL DATA

Place of birth

Date of birth (Age)

Gender

Relation with pregnant

Education

Civil gatus

Status of multi-marriage/second wife

For how many yearshashe/shelived here?

Whether or not he/shelivestogether with the pregnant woman

INFORMATION REGARDING HEALTH-SEEKING BEHAVIOUR AND
HEALTH INSTITUTIONS

- Health-Seeking behaviour in general (i.e. what is he/she doing in order to remain
healthy, where does he/she receive assistance from, where does he/she visit if
he/she has any complaint).

- How does he/she consider pregnancy (i.e. it is a natural process; it is a normal
situation that requires consultation; it is a Situation that requires receiving health
services)?

- His/her perceptions about childbirth (his’/her opinions about childbirth; where it
should be done; who should assist in the childbirth; whether the birth is perceived
as a natural/normal occurrence or not; it is a situation that requires health care).

- What, being different from normal situations, ought to be borne in mind with
regardsto health during the pregnancy?

- Whether a pregnant woman should be supported in her daily life (If yes, what
type of support should be provided?).

- In which cases are doctor/health institutions visited during pregnancy?

- General evaluation and opinions about health institutions in the locality.

- The ingtitutions in the locality that provide services relating to pregnancy and
birth, if any (what are these; opinions of them; the incidence of pregnant woman's
visits to them for antenatal care; if she goes, why and when; distance of these
institutions from the place of residence; transport problems, if any; scope of the
service; thoughts and opinions regarding health personnel; the suitability of the
buildings of those institutions etc.).

- Case of using midwife (use of midwives, traditional birth attendants in the
region).

- What he/she knows about traditional practices regarding pregnancy.

- Recourse to traditional healers (pilgrim, hodja, bonesetter, bonesetter, old-woman
drug makers)

221



FACTORSRELATING TO GENDER ISSUES

- Household members deciding on going to doctor/hedlth institution (to what extent
is the partner or pregnant woman effectual/autonomous when making such
decisions?).

- Who around the expectant mother has the prerogative of deciding if a
doctor/health institution is used and thereby granting or withholding permission?

- If a pregnant woman visits a health institution alone, what would be the attitudes
of other family-members, neighbours?

- Relation of pregnant woman with her peers and neighbours (with whom does she
meet, how often does she mest, etc?).

- Ability to attend social activities (shopping, making invoice payments, walking
around hither and thither etc.).

- In household expenditures, what are the prioritiesin order of payment?

- What is the place of health expenditures for his wife/daughter-in-law in
comparison to other expenditures?

- Division of labour and use of time in the family.

- Sources of income on which the woman in the family has authority.

SOCIO-ECONOMIC FACTORS
- Who are working in the family?

- Main sources of income of the family.

- Financial incapacity/problems/solutions in this respect (such as mutual assistance
funds).

- Perception of financial position and its correlation with others' financial position
in the locality.

- Social and Health Insurance.

- Possession of Green Card (who possesses a Green Card in the family).

SOCIO-CULTURAL FACTORS
Practice of reading health news in newspapersmagazines.
- Practice of watching health programs on television.
- Influence of beliefs on health-seeking behaviour (religious, superstitious, other).
- The influence of hig’her language on his/her health-seeking behaviour

EXPECTATIONS

- Where does he/she prefer his wife or her daughter-in-law to give birth?

- Health services relating to pregnancy/childbirth that he/she expects to be available
in the region he/she stays (antenatal care services).

- The condition/quality expected from the antenatal health services provided by the
government.
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GUIDE FOR IN-DEPTH INTERVIEWING WITH KEY INFORMANTS,
COMMUNITY LEADERS

PERSONAL DATA

Place of birth

Date of birth (Age)

Gender

Education

Civil gatus

Hig'her present duty/job

For how many years has he/she been practisng thisprofesson?
Hig'her previous occupation

INFORMATION ABOUT SETTLEMENT

- Average (approximate) population (or number of households).

- Economic activities of the population living in the settlement (what kind of jobs
do they do/how do they earn for their living?).

- Type of housesin the settlement (apartment houses, houses with gardens).

- Family type in the settlement (nuclear family, extended-traditional family).

- Commonness of women working outside the house.

- The commonness of women generating income a home (knitting; creating
lacework and selling it; animal husbandry; other small in-house manufacturing,
etc.)

- Education of girls (whether girls are sent to school).

- Public indtitutions/organisations in the settlement (dae offices, service
departments of the municipality, schools, university, etc.).

- Whether there are any premises, workshops, mills, organised industrial zones etc.
around the premises (around the village or quarter).

- Associations, foundations, aid organisations, other voluntary organisations in the
settlement (their activitieswhat are they doing, do they have many members and
employees, €tc.).

- Infrastructural services in the settlement (water, drainage, electricity, transport,
environment, natural gas).

- Service plans being continued or planned for the future in the settlement
(infrastructure, transportation, health, education, etc.).

HEALTH INSTITUTIONSIN THE SETTLEMENT

- Units in the settlement that are subordinated to the Ministry of Health (health
centres, , hospital, MCH/FP Centre, etc.).

- The foundation years of the institutions subordinated to the Ministry of Health in
the settlement (whether they are old or new)

- Activities, servicing capacities of the institutions subordinated to the Ministry of
Health in the settlement (whether they can answer the needs).

- Isthere Red Crescent in the settlement (the groupsto which it provides services).
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- Private health organisations in the settlement (to whom does it service mostly).

- Hedlth services of associations, foundations, aid organisations, and other
voluntary organisations in the region (whether there are briefing campaigns, and,
if any, whom does it cover).

- Other health services in the settlement (university hospital, doctor’ s offices, etc.).

- Hedlers in the region (pilgrim-hodja, bonesetters, herbalists, traditional birth
attendants, etc. Do the people of the region visit them when they become ill)

- Green Card demand.

- Problems relating to Green Card practices (are they sufficient/is there distribution
asit should be?).

- Other assistance relating to health in the settlement.

- Health research workshealth campaigns carried out by the Health Directorate,
university, association/foundations and other organisations in the settlement (to
the field worker: if there are collect detailed information about them).

EVALUATION OF HEALTH INSTITUTIONS
Use of health organisations in the settlement (intensity/frequency).

. Who prefers which ingtitution (female/male; child/young/old; the poor/less
poor/the wealthier; new immigrants;, those living there for many years; the
educated; those having some type of health insurance).

- Evaluation of house visits in the settlement by health personnel.

- Coursedtraining programmes or campaigns relating to health organised by the
municipality, if any.

- Sample cases relating to hedlth (in particular, observation, and experiences
regarding pregnancy, childbirth, and the relation between heath personnel and
their service receivers) (to the field worker: Help them give thisinformation in as
detailed a manner as possible and as candidly as possible).
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GUIDE FOR IN-DEPTH INTERVIEWING WITH HEALTH PERSONNEL
PERSONAL DATA

Place of birth

Date of birth (Age)

For how many yearshashe/shelived in this settlement?
Gender

Civil gatus

Hig'her present duty/job

Higher educational situation

For how many years has he/she been practisng thisprofesson?
For how many years hashe/shebeen in thisingtitution?

INFORMATION REGARDING HEALTH SERVICESIN THE REGION
- Socia security/health insurance situation of the population in the region.

- Percentage of Green Card owners in the population of the region (and

observations, information, and opinions regarding Green Card practices).
- Health institutions being subordinate to the Ministry of Health.

- Other health organisations belonging to public ingtitutions (university,

municipality, etc.).

- Health organisations belonging to non-profit institutions such as foundations,

associations, and others.
- Private health organisations (private hospitals, outpatient clinics etc.).
- Private physician offices, private midwives, nurses, etc.
- Traditional healers (such as, pilgrim, hodja, bonesetter)

- Freguency of access and utilisation of the available health services and reasons for

preference (why are some providers preferred over others).

- Presence of non-governmental organisations such as foundations, and associations

in theregion, and their activities relating to reproductive health.
- Training programs, courses on health, organised by the municipalities (if any).

FACTORSRELATING TOHEALTH INSTITUTION

- Scope of the services provided by the health ingtitution (for example, what sort of
health services are provided, to what extent, the average number of patients per
day).

- Whether the number of personnel in a health institution is sufficient (if everybody
is occupied in work that conforms to his/her profession; the workload).

- Therelations and contact of health personnel with their superiors.

- Whether the health institution is convenient for the purposes of services provided,
in terms of physical properties such as the size and shape of the building, its
equipment, the number of rooms etc.

- Whether there is a follow-up card which is filled-in regularly to follow pregnant
women (or why thereis not afollow-up card; or why it is not filled-in regularly).

- Whether house visits are done or not, and if done what the frequency is.

- Inspections, campaigns (vaccination, mother’s milk, etc.), informative or training
programmes relating to health.
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- Relations/expectations between the health institution, and the Province Health
Directorate and the Ministry of Health.

- In-service training and institutional briefing programs.

- Their opinions regarding the adequacy of reproductive health services.

OBSERVATIONSNIEWS REGARDING PREGNANT WOMEN
How is the general behaviour of the women in the region with regard to their
health (for example, whether they go to health institutions before illness;
widespread practices other than visiting a health ingtitution; the places resorted to
when getting ill)?

- The frequency of antenatal care received by pregnant women (is it regular, is it
sufficient?).

- How is the general knowledge level of pregnant women regarding reproductive
health and their rights?

- Relations and contact between health personnel and pregnant women.

- Demands/expectations of pregnant women from health personnel.

- The commonness/use of traditiona health information.

- Whether the place and position of women in the society in that region (gender
role) affect the receiving of health services during pregnancy (does it positively or
negatively affect the receiving of health services during pregnancy?).

- Noteworthy practices of pregnant women for their health during pregnancy and
childbirth (observationsthat might be interesting).

PERSONAL FACTORS

- Whether the type of work done by health personnel concords with his/her
education?

- Istheworking environment suitable for applying their knowledge?

- Can the health personnel generally follow recent professional developments?

- Physical or psychological impacts of working conditions.

- The impact of his’/her responsibilities on the family and on household life to the
service he/sherenders.

- Other personal factors.

OBSERVATIONSRELATING TO ENVIRONMENT

- General socio-economic observations relating to the region where the service is
provided (such as, economic, education)

- Services related to infrastructure (such as, electricity, water, natural gas,
transportation, drainage).

- Religious beliefs.

- Superdtitious beliefs.

- Kinship relations.

- Being from the same region/neighbourhood relations.

- Traditions/customs.

- Mother tongue.

- Differences between the local population and the immigrant population.

- Observations, interesting findings regarding the general position in the society of
the women in that region.
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EXPECTATIONS
- Higlher expectations with regards to the health services (particularly reproductive
health services) in the region where he/she works.
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Training Programme
Annex-8

For Field Workers
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HEALTH SEEKING BEHAVIOUR STUDY
TRAINING PROGRAMME FOR FIELD WORKERS
(25 July-2 August 2006)

25 July 2006 Tuesday

09.00-10.00 Registration

10.00 — 11.00 Opening and Introduction

11.00-11.30 Coffeebreak

11.30-12.30 Presentation of the Project

12.30-13.30 Lunch break

13.30—15.00 Turkish Health System (Mehmet Ali Biliker)
15.00 — 15.30 Coffeebreak

15.30—-17.00 Health Seeking Behaviour (Osman Hayran)
17.00-18.00 Evaluation of the day (Osman Hayran)

26 July 2006 Wednesday

09.00 —10.30 Antenatal Care Services (Sevkat Bahar Ozvaris)
10.30—-11.00 Coffeebreak

11.00-12.30 Social and cultural aspects of health services (Muhtar Kutlu)
12.30-13.30 Lunch break

13.30 — 15.00 Qualitative Research Methodology (Metin Ozugurlu)

15.00 - 15.30 Coffeebreak

15.30—17.00 Qudlitative Research Methodology (Metin Ozugurlu)
17.00—18.00 Evaluation of the day (Erhan Ozdemir)

27 July 2006 Thursday

09.00—10.30 Interview techniques (Metin Ozugurlu)

10.30—-11.00 Coffeebreak

11.00—-12.30 In-depth interviews (Metin Ozugurlu)

12.30-13.30 Lunch break

13.30 — 15.00 Communication skills and techniques (Metin Ozugurlu)

15.00 — 15.30 Coffeebreak

15.30 — 17.00 Data collection and storage tools’Homework (Erhan Ozdemir / Anahit
Coskun)

17.00-18.00 Evaluation of the day (Nurgiin Platin)

28 July 2006 Friday

09.00 —10.30 Presentation of the homeworks (Erhan Ozdemir,Anahit Coskun)
10.30—-11.00 Coffeebreak

11.00-12.30 Presentation of the homeworks

12.30-13.30 Lunch break

13.30 — 15.00 Sampling methodology and target groups of the study (Metin Ozugurlu)
15.00 - 15.30 Coffeebreak

15.30—17.00 Interview guides of the study (Erhan Ozdemir ve Anahit Coskun)

235



17.00-18.00 Evaluation of the day (Anahit Coskun)

29 July 2006 Saturday

09.00 — 10.30 Biasesin qualitative researh (Metin Ozugurlu)
10.30-11.00 Coffeebreak

11.00 — 12.30 Research ethics (Metin Ozugurlu)

12.30—13.30 Lunch break

13.30 — 15.00 Preparation for the Field Reality Test (RC, Metin Ozugurlu)
15.00 — 15.30 Coffeebreak

15.30 - 17.00 Preparation for the Field Reality Test (RC, Metin Ozugurlu)
17.00-18.00 Evaluation of the day (Nurgtiin Platin)

31 July 2006 M onday

Field Reality Test1 (Peri-urban areas of Ankara)

(Every participants will conduct at least one interview and one observation with the
individuals from the study target groups)

1 August 2006 Tuesday

Field Reality Test1 (Peri-urban areas of Ankara)
(Every participants will conduct at least one interview and one observation with the
individuals from the study target groups)

2 August 2006 Wednesday

09.00 — 11.00 Re-fresher training (Osman Hayran,Anahit Coskun, Nurgiin Platin, Erhan
Ozdemir, Metin Ozugurlu)

11.00 —11.30 Coffeebreak

11.30—-12.30 Re-fresher training

12.30-13.30 Evaluation of the training programme and closing

13.30—14.30 Lunch break
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HEALTH-SEEKING BEHAVIOUR STUDY

FIELD MANUAL

Purpose of the study:

The objective of this study is to define perceptions of and health-seeking behaviours
related to pregnancy and childbirth, and to identify the responsiveness of primary health
care services to that requirement in selected urban and rural sitesin Turkey.
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IN-DEPTH INTERVIEW PROCESS

1. PREPARATION BEFORE THE INTERVIEW (by the interviewer and
observer)

1.1.Identify the person to be interviewed (interview the pregnant women and her family
members first, and then community leaders and heath personnel)

1.2.Required characteristics of the persons to be interviewed:

Pregnant women: Pregnant women who never attended antenatal care (ANC) or
who discontinued ANC attendance.

Pregnant women who never attended ANC: Pregnant women who are aware of their
pregnancy, but who have not received any ANC in any health institution. Since they are
not registered in health centres records they are termed as "difficult to reach” groupsin
such studies. Use the snowball sampling method to reach such women. In order to reach
these women, ask each pregnant woman that you meet, whether she knows other
pregnant women like herself. Usethe ANNEX 1-aform for the interview.

Pregnant women who discontinued their ANC attendance: Pregnant women who are
aware of their pregnancies, but who have not complied in some way with the follow-up
schedule indicated below. Usethe ANNEX 1-aform for the interview as well.

1% follow-up visit: in first 12 weeks (first 3 months) of pregnancy

2" follow-up visit: between 24™ - 26™ weeks (6™ month) of pregnancy

3" follow-up visit: between 30" - 32™ weeks (7.5-8" months) of pregnancy
4" follow-up visit: between 36™ - 38" weeks (9" month) of pregnancy

Do not interview pregnant women who have complied with the above
follow-up schedule anywhere other than the health centres.
I nterview women who have completed their first trimester (three months of

pregnancy).

Pregnant women's husbands and family members: They are the husband,
mothers-in-law, or close relatives of the pregnant women. Use the ANNEX 1-b form
for theinterview.

Health personnel: Include general practitioner or specialist, midwife, nurse, health
officer, who work for the Ministry of Health in primary health care settings, where
reproductive health services are provided. Usethe ANNEX 2 for the interview.

Make sure that these personnel know the region, or have worked in the health
centrefor at least oneyear and are cooperative.
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Community leaders. Imam, muhktar [Head of Village], pharmacist, teacher,
journalist, representatives from non-governmental organisations, opinion leaders. Use
the form in ANNEX 3 for interviewing them.

Make sure that these personnel know the region, or have worked/lived in the
community for at least one year and are cooperative.

1.3. Find the address.

1.4. Inform the interviewee about the subject, and get his’her consent for the interview.
1.5. Make an appointment for the interview. (This should be done at the earliest and
most convenient time taking into regard particularly the domestic and working

conditions of public servants such as nurses, muhktars, physicians, midwives, and
teachers. Interviews with these people can be done after work hours or on non-working

days.)
1.6. Inform the province supervisor about the person to be interviewed.

1.7. Check the interview guides, notebook, and pen; and check that the voice recorder is
fully-functional and that you have spare batteries just in case.

1.8. Be ontime for your appointment.

2. PREPARATION FOR THE INTERVIEW (by the interviewer only)

2.1. Select, if possible, an environment that is quiet, and free from any interruptions
such asthe appearance of other personnel, and/or phone calls.

2.2. Be seated face-to-face with the interviewee.

2.3. The observer should be seated in a place from where he/she can easily observe the
interviewee, the interviewer, and the environment where the interview takes place.

2.4. Check the functional status of the voice recorder and the spare batteries.
2.5. Introduce yourself and the observer to the interviewee.

2.6. When informing the interviewee about the topic of the study, say the complete title
of the study. Read the purpose and target groups of the study as indicated on the
informed consent form (ANNEX 4 and ANNEX 5 respectively).

2.7. Repeat the purpose of the sudy to the interviewee verbatim, and in a
comprehensible manner, bearing in mind the individual characteristics of each
interviewee. Tell him/her that the study is conducted for the Ministry of Health, and that
you are not Ministry personnel but independent researchers. Underline the fact that
what he/she is going to say will not be shared with any public or private institution.
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2.8. Ask for the permission for voice recording. (When emphasizing the topics of
confidentiality, be comfortable and natural.)

2.9. Place the voice recorder in a most effective position for the best recording of the

voices of interviewer and interviewee. Make sure that there is no obstruction for the
recording.

3. INTERVIEW

For the interviewer:

3.1. After turning on the voice recorder, begin the recording by declaring that
permission was obtained from the interviewee. For example: "'l begin this interview on
the aforementioned topic, and for which | have obtained permission from the
interviewee. Thank you for your consent. Now, please tell us about yourself?*

3.2. Do not forget to ask for information such as, age, place of birth, and education of
the interviewee, at the beginning of interview.

3.3. Do not intervene with the interview if it proceeds in line with the subject.

3.4. Make areminder or ask an appropriate question to return to the focal point if the
content of the interview runs into unnecessary details or diverts from the main topic.

3.5. Do not be too orienting.
3.6. Be aware of your body language.
3.7. Do not alow harsh transitions between subjects/questions.

3.8. Do not reflect your feelings, thoughts, or judgments either verbally or kinesically
(i.e. via body language such as body movements or gestures).

3.9. Clarify by using open questions (such as, why, how, for what) when you think the
responses are unsatisfactory or unclear.

3.10. Do not interrupt the interviewee. Listen to the end. Do not move to another
guestion before he/she finishes.

3.11. Try to understand what the interviewee means when he/she uses a word that you
do not know.

3.12. Do not handle or frequently turn on and off the voice recorder; bear in mind that

such toying with the equipment may distract the interviewee and cause a loss of
concentration on the topic at hand.
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3.13. Folk-speech, or folksay, (the traditional speech of a regiona group) used in
relation to pregnancy and/or childbirth can be expected to be used during the interview.
A list of such terms used by region is given in ANNEX 6. If aterm that is not listed is
used, add it to the list.

3.14. Check the interview guide to make sure that there is no uncovered topic left. If
there are any, cover them. Bear in mind that all topics under the main headings should
be broached.

3.15. Pose the same question in a different way when a more satisfactory response is
needed.

3.16. When concluding the interview:
- AsK the interviewee for genera opinions and wishes for the future of the
health servicesin the region.
- Ask the interviewee whether he/she has any questions or comments to make.
- Thank the interviewee.
- Turn off the voice recorder.

3.17. If theinterview is interrupted from outside (when someone comes in):
Wait until the environment returns to how it was. The observer should
continue taking notes.
When the environment returns to how it was, continue with the interview as
before the interruption.
If the disturbance is protracted:
- Endtheinterview.
- Turn off the voice recorder.
- Make an appointment for another time or day.
- Thank theinterviewee.

For the observer:

3.18. Sit in a place where you can observe everything.

3.19. Take notes regarding approvals, and the reactions of the interviewee either
verbally or kinesically during the interview (through body language such as body
movements or gestures),

3.20. Take notes about the location of the interview (street, house, community, and the
environment.)

3.21. Take notes about the place and the environment where interview is carried out
(house, number of rooms, kitchen, toilette, etc.)

3.22. Take notes about behaviour and attitudes of the interviewee.
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4. THINGS TO DO AFTER THE INTERVIEW (by the interviewer and
observer)

4.1. Inform the province supervisor if any problem arises in relation to the interview.
Mobile phone number of province supervisor (write the number here):

4.2. Inform the supervisor about your interviewee.

4.3. Transfer data from the voice recorder to a computer (as voice recording, in original,
and in WAV formeats):

4.4. Be sure to indicate the following information at the beginning of the transcription
of the voice recordings:
- Name of the interviewer.
- Name of observer.
- The province where the interview was held.
- The province centre/district centre, sub-district/village where interview is held.
- Date of interview.
- The identification of the interviewee (pregnant woman, relaive, health
personnel, community leader).
- Characteristics of the interviewee (age, gender, educational status, mother
tongue, profession)
- Duration of interview (start and finishing time of the interview).

4.5. Theinterviewer will keep adiary relating to the interview held on that day.

4.6. Transcribe everything that you hear and as you hear (folk-speech, for example)
from voice recorder.

4.7. Transcribe the observer notes (notes taken during the interview in relation to the
attitudes and body language of the interviewee; the place and environment in which
interview is held; the consistency of the interview; the reactions of the interviewee to
the questions).

4.8. Transcribe the ‘diary’ of the interviewer (impressions about the interview;
difficulties faced; the points encountered during the interview).

4.9. Return the voice and written recordings to the province supervisor.

4.10. Return the information regarding the interview to the province supervisor
(ANNEX 7) by using your code (ANNEX 9).

4.11. Return the documents of the expenses (transportation; lodging; food receipts

and/or cash register receipts) relating to the interview to the province supervisor
(ANNEX 8) by using your code (ANNEX 9).
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5. DUTIESAND RESPONSIBILITIES OF THE PROVINCE SUPERVISOR

5.1. Take part asinterviewer and observer.

5.2. Is responsible from the utilisation and safekeeping of the computer and voice
recordersissued.

5.3. Isresponsible for the work of fieldworkers so far asto:
- Solve the problems faced by the fieldworkers.
- Report administrative problems to the research coordinator (which are related to
health centres, health posts, mother and child health-family planning centres,
province health directorate, and the office of governor).

- Mobile phone number of research coordinator responsible of the province (write
the number here): ...

5.4. Isresponsible to the fieldworkers so far as to:
- Accept the voice and written recordings from fieldworkers after each

interview.

- Keep the records relating to each interview (planned interviews, interviews

completed; interviews to be completed).

- Make aCD copy of the voice and written recordings of each interview.
- Keep arecord of expenses for each interview and collect all the vouchers and

receipts (transportation; accommodation; food receipts and/or cash register
receipts) from the fieldworkers.

- Follow the completion of the sample size for the province:

Target group

Number of in-depth interviews

Adana Van Afyon
Pregnant Woman 35 15 15
Spouse and relative 11 5 5
Health personnel 8 5 5
Community leader 11 5 5
Tota 65 30 30

Pay the interviewers and observers.
Meet regularly with the fieldworkers and discuss the issues faced.

5.5. Supervise fieldwork regarding the completion of the sample.

5.6. Isresponsible to the research coordinator so far asto:

Inform the research coordinator about fieldwork (written and/or oral).
Return the voice and written recordings to the research coordinator.
Return the expense records of the fieldworkers to the research coordinator.
Meet regularly with the research coordinator and discuss problems faced.

6. DUTIES AND RESPONSIBILITIES OF THE PROVINCE RESEARCH
COORDINATOR
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6.1. Isresponsible towards the province supervisor and the fieldworkers so far as to:
- Respond to the telephone or written referrals of the province supervisor.
- Collect the interview’ s voice and written recordings from province supervisor.
- Collect the fieldworkers expenditure records from the province supervisor.
- Meset regularly and discuss the problems faced by the province supervisor and
fieldworkers.
- Visit the province regularly.

6.2. Isresponsible towardsthe field coordinator so far asto:
- Report in written and/or oral form on the developments, experiences,
problems, and solutions to the field coordinator.

6.3. Is responsible towards the province health directorate and the governor’s office so
far asto:

- Report to the province health directorate and the governor’s office about the
research process.

- Maintain contacts throughout the research period with the heath centres;
health posts; mother and child health-family planning centres; and province
health directorate involved.

- Inform the research team leader about the process within the province.

7.DUTIES AND RESPONSIBILITIESOF THE RESEARCH TEAM LEADER

7.1. Meet regularly with the research coordinators to update them on the research
process within the provinces.

7.2. Inform the Ministry of Health, and the General Directorate for Mother and Child
Health-Family Planning, about the research process.

7.3. Solve problems a the Ministry of Health level that may arise during field the work.
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ANNEX 1-a

GUIDE FOR IN-DEPTH INTERVIEWING WITH PREGNANT WOMEN

PERSONAL DATA
Never attended ANC:
Discontinued ANC:

Place of birth

Dateof birth (Age)

Education

Civil gatus

Y ears of marriage (for how many years)
Ageof her pouse

Whether or not officially married
Status of multi-marriage/second wife
Occupational satus (all occupationswhether or not generating income)
Place of residence

For how many yearshas shelived here?
Month/week of pregnancy

INFORMATION REGARDING PREGNANCY AND BIRTH

- Total number of children alive

- Tota number of children dead

- Previous pregnancy history (receiving antenatal care, encountering any problem)

- Previous birth history (how, where, any problems ...)

- Number of her mother's children aive

- Number of her mother's children dead

- Birth experiences of her sisters, if any

- Whether information is shared between friends/relatives about womanhood and
pregnancy

- Where did women (who are close to her) get their health services during
pregnancy; where did they give birth?

INFORMATION REGARDING HEALTH-SEEKING BEHAVIOUR AND
HEALTH INSTITUTIONS

- Health-Seeking behaviour in general (i.e. what is she doing in order to remain
healthy; where does she receive assistance from; where does she visit if she has
any health problem?).

- How does she consider pregnancy (i.e. it is a natural process; it is a normal
situation that requires consultation with someone; it is a situation that requires
the accessing/receiving of health services)?

- Her perceptions of childbirth (her opinions about childbirth; where childbirth
should happen; who should assist during childbirth; whether childbirth is a
natural/normal  occurrence; if it is an occurrence that requires the
accessing/receiving of health services).

- What does she pay attention to — what differences are there from normal

248



situations as regards her health — during the pregnancy?

- What are her daily routine activities during pregnancy?

- What are her sources of information concerning pregnancy?

- How did she confirm her present pregnancy?

- How many times has she received care during her present pregnancy (from
where and what kind of services)?

- In what cases are doctorg/health institutions visited during pregnancy?

- How is she informed about the places where antenatal services are provided
during pregnancy?

- How often does she visit health institutions? Why does she choose to use health
institutions? Why does she choose not to use health institutions?

- Does she have faith in health institutions?

- In what casesis she assisted by a midwife?

- Recourse to healers (pilgrim, hodja, bonesetter, bonesetter, old-woman drug
makers)

- To be asked to those who visted a health ingtitution during their present
pregnancies.

- To which health institution has she applied to receive antenatal services during
her pregnancy (its distance from her house; how many vehicles she needs to use
to get there; how she got there)?

- When she goes to the health institution to receive antenatal services? Does she
feel the necessity to go there alone or together with her relatives?

- What kind of services has she received from that health institution (blood
pressure measured; type of examination; information regarding the condition of
the baby; blood and urinary tests; if given a medical prescription; if a medical
preparation of iron was prescribed)?

- The physical conditions of the health institution (if there was a waiting roonvif it
was vertilated/if it can be visited together with a child).

- Thoughts/opinions about health personnel.

- The provision of information/explanations by health personnel to her about
pregnancy.

- Loss of time experienced when a service is received.

FACTORSRELATING TO GENDER ISSUES

- Who decides (which household members) whether a doctor/health institution is
to be used (to what extent is the woman effectual/autonomous in making such
decisions)?

- Whether the expectant mother’s spouse has the prerogative of deciding if a
doctor/health institution is used and thereby granting or withholding permission.

- Attitudes of other family members in this respect (mothers-in-law, sisters-in-law
etc.).

- Expectant mother’ s relations with her peers and neighbours.

- Ability to attend social activities (shopping, making invoice payments, walking
around hither and thither etc.).

- Training received outside school.

- Educational status of other women in the family.
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- Effect of husband's education.

- In household expenditures, what the priorities in order of payment are.

- The position/priority of her health-care expenses in relation to other expenses.
- Division of duties and use of time in the family.

- Sources of income over which the expectant mother has authority (for example,
if her ownincome, the money that her husband gives etc.)

SOCIO-ECONOMIC FACTORS

- Who in the family are working in an income-cregting job (occupational status of
other women)?

- Main sources of income of the family.

- Financial incapacity/problems/solutions in this respect (such as mutual assistance
funds).

- Perception of higher financial position and its correlation with others' financial
position in the locality.

- Social and Health Insurance.

- Possession of Green Card.

SOCIO-CULTURAL FACTORS
- Traditions/customs regarding pregnancy (traditional practices).
- Practice of reading health news in newspapers/magazines.
- Practice of watching health programs on television.
- Influence of beliefs on health-seeking behaviour (religious, superstitious, other).
- Influence of language on health-seeking behaviour.

EXPECTATIONS
- Where she wantsto give birth and why.

- Health services relating to pregnancy/childbirth that she expectsto be available
in theregion she lives.
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ANNEX 1-b

GUIDE FOR IN-DEPTH INTERVIEWING WITH HUSBAND, MOTHER-IN-
LAW AND RELATIVES OF PREGNANT WOMEN

PERSONAL DATA

Place of birth

Date of birth (Age)

Gender

Relation with pregnant

Education

Civil gatus

Status of multi-marriage/second wife

For how many years hashe/shelived here?

Whether or not he/shelivestogether with the pregnant woman

INFORMATION REGARDING HEALTH-SEEKING BEHAVIOUR AND
HEALTH INSTITUTIONS

- Health-Seeking behaviour in generd (i.e. what is he/she doing in order to remain
healthy, where does he/she receive assistance from, where does he/she visit if
he/she has any complaint).

- How does he/she consider pregnancy (i.e. it is a natural process; it is a normal
situation that reguires consultation; it is a situation that requires receiving health
services)?

- His/her perceptions about childbirth (his’her opinions about childbirth; where it
should be done; who should assist in the childbirth; whether the birth is
perceived as a natural/normal occurrence or not; it is a situation that requires
health care).

- What, being different from normal situations, ought to be borne in mind with
regardsto health during the pregnancy?

- Whether a pregnant woman should be supported in her daily life (If yes, what
type of support should be provided?).

- In which cases are doctor/health institutions visited during pregnancy?

- General evaluation and opinions about health institutions in the locality.

- The ingtitutions in the locality that provide services relating to pregnancy and
birth, if any (what are these; opinions of them; the incidence of pregnant
woman's visits to them for antenatal care; if she goes, why and when; distance of
these institutions from the place of residence; transport problems, if any; scope
of the service; thoughts and opinions regarding health personnel; the suitability
of the buildings of those institutions etc.).

- Case of using midwife (use of midwives, traditiona birth atendants in the
region).

- What he/she knows about traditional practices regarding pregnancy.

- Recourse to traditional healers (pilgrim, hodja, bonesetter, bonesetter, old-
woman drug makers)
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FACTORSRELATING TO GENDER ISSUES

- Household members deciding on going to doctor/health institution (to what
extent is the partner or pregnant woman effectual/autonomous when making
such decisions?).

- Who around the expectant mother has the prerogative of deciding if a
doctor/health institution is used and thereby granting or withholding permission?

- If apregnant woman visits a health institution alone, what would be the attitudes
of other family-members, neighbours?

- Relation of pregnant woman with her peers and neighbours (with whom does she
meet, how often does she mest, etc?).

- Ability to attend social activities (shopping, making invoice payments, walking
around hither and thither etc.).

- In household expenditures, what are the prioritiesin order of payment?

- What is the place of health expenditures for his wife/daughter-in-law in
comparison to other expenditures?

- Division of labour and use of time in the family.

- Sources of income on which the woman in the family has authority.

SOCIO-ECONOMIC FACTORS

- Who are working in the family?

- Main sources of income of the family.

- Financial incapacity/problems/solutions in this respect (such as mutual assistance
funds).

- Perception of financial position and its correlation with others' financial position
in the locality.

- Socia and Health Insurance.

- Possession of Green Card (who possesses a Green Card in the family).

SOCIO-CULTURAL FACTORS
Practice of reading health news in newspapersmagazines.
- Practice of watching health programs on television.
- Influence of beliefs on health-seeking behaviour (religious, superstitious, other).
- The influence of hig’her language on his/her health-seeking behaviour

EXPECTATIONS
- Where does he/she prefer his wife or her daughter-in-law to give birth?
- Hedlth services relating to pregnancy/childbirth that he/she expects to be
available in the region he/she stays (antenatal care services).
- The condition/quality expected from the antenatal health services provided by
the government.
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ANNEX 2
GUIDE FOR IN-DEPTH INTERVIEWING WITH HEALTH PERSONNEL
PERSONAL DATA

Place of birth

Date of birth (Age)

For how many yearshashe/shelived in this settlement?

Gender

Civil gatus

Higher present duty/job

Higher educational situation

For how many years has he/she been practisng thisprofesson?
For how many years hashe/shebeen in thisingtitution?

INFORMATION REGARDING HEALTH SERVICESIN THE REGION

- Socia security/health insurance situation of the population in the region.

- Percentage of Green Card owners in the population of the region (and
observations, information, and opinions regarding Green Card practices).

- Health institutions being subordinate to the Ministry of Health.

- Other hedth organisations belonging to public institutions (university,
municipality, etc.).

- Health organisations belonging to non-profit institutions such as foundations,
associations, and others.

- Private health organisations (private hospitals, outpatient clinics etc.).

- Private physician offices, private midwives, nurses, etc.

- Traditional healers (such as, pilgrim, hodja, bonesetter)

- Freguency of access and utilisation of the available health services and reasons
for preference (why are some providers preferred over others).

- Presence of non-governmental organisations such as foundations, and
associations in the region, and their activities relating to reproductive health.

- Training programs, courses on health, organised by the municipalities (if any).

FACTORSRELATING TOHEALTH INSTITUTION

- Scope of the services provided by the health institution (for example, what sort
of health services are provided, to what extent, the average number of patients
per day).

- Whether the number of personnel in a health ingtitution is sufficient (if
everybody is occupied in work that conforms to higher profession; the
workload).

- Therelations and contact of health personnel with their superiors.

- Whether the health institution is convenient for the purposes of services
provided, in terms of physical properties such as the size and shape of the
building, its equipment, etc.

- Whether there is a follow-up card which is filled-in regularly to follow pregnant
women (or why thereis not afollow-up card; or why it is not filled-in regularly).
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- Whether house visits are done or not, and if done what the frequency is.

- Ingpections, campaigns (vaccination, mother’ s milk, etc.), informative or training
programmes relating to health.

- Relations/expectations between the health ingtitution, and the Province Health
Directorate and the Ministry of Health.

- In-service training and institutional briefing programs.

- Their opinions regarding the adequacy of reproductive health services.

OBSERVATIONSNVIEWS REGARDING PREGNANT WOMEN
How is the general behaviour of the women in the region with regard to their
health (for example, whether they go to hedth institutions before illness;
widespread practices other than visiting a health institution; the places resorted to
when getting ill)?

- The frequency of antenatal care received by pregnant women (is it regular, is it
sufficient?).

- How is the general knowledge level of pregnant women regarding reproductive
health and their rights?

- Relations and contact between health personnel and pregnant women.

- Demands/expectations of pregnant women from health personnel.

- The commonness/use of traditional health information.

- Whether the place and position of women in the society in that region (gender
role) affect the receiving of health services during pregnancy (does it positively
or negatively affect the receiving of health services during pregnancy?).

- Noteworthy practices of pregnant women for their health during pregnancy and
childbirth (observationsthat might be interesting).

PERSONAL FACTORS

- Whether the type of work done by health personnel concords with hisher
education?

- Istheworking environment suitable for applying their knowledge?

- Can the health personnel generally follow recent professional developments?

- Physical or psychological impacts of working conditions.

- The impact of his’her responsibilities on the family and on household life to the
service he/sherenders.

- Other personal factors.

OBSERVATIONSRELATING TO ENVIRONMENT

- General socio-economic observations relating to the region where the service is
provided (such as, economic, education)

- Services related to infragtructure (such as, electricity, water, transportation,
drainage).

- Religious beliefs.

- Superdtitious beliefs.

- Kinship relations.

- Being from the same region/neighbourhood relations.
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- Traditions/customs.

- Mother tongue.

- Differences between the local population and the immigrant population.

- Observations, interesting findings regarding the general position in the society of
the women in that region.

EXPECTATIONS

- Higlher expectations with regards to the health services (particularly reproductive
health services) in the region where he/she works.
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ANNEX 3
GUIDE FOR IN-DEPTH INTERVIEWING WITH COMMUNITY LEADERS
PERSONAL DATA

Place of birth

Date of birth (Age)

Gender

Education

Civil gatus

Hig'her present duty/job

For how many years has he/she been practisng thisprofesson?
Hig'her previous occupation

INFORMATION ABOUT SETTLEMENT

- Average (approximate) population (or number of households).

- Economic activities of the population living in the settlement (what kind of jobs
do they do/how do they earn for their living?).

- Type of housesin the settlement (apartment houses, houses with gardens).

- Family type in the settlement (nuclear family, extended-traditional family).

- Commonness between women of working outside the house

- The commonness of women generating income a home (knitting; creating
lacework and selling it; animal husbandry; other small in-house manufacturing,
etc.)

- Education of girls (whether girls are sent to school).

- Public ingtitutiong/organisations in the settlement (date offices, service
departments of the municipality, schools, university, etc.).

- Whether there are any premises, workshops, mills, organised industrial zones
etc. around the premises (around the village or quarter).

- Associations, foundations, aid organisations, other voluntary organisations in the
settlement (their activities’'what are they doing, do they have many members and
employees, €tc.).

- Infrastructural services in the settlement (water, drainage, electricity, transport,
environment, natural gas).

- Service plans being continued or planned for the future in the settlement
(infrastructure, transportation, health, education, etc.).

HEALTH INSTITUTIONSIN THE SETTLEMENT

- Units in the settlement that are subordinated to the Ministry of Health (health
centres, , hospital, MCH/FP Centre, etc.).

- The foundation years of the institutions subordinated to the Ministry of Health in
the settlement (whether they are old or new)

- Activities, servicing capacities of the institutions subordinated to the Ministry of
Health in the settlement (whether they can answer the needs).

- Isthere Red Crescent in the settlement (the groupsto which it provides services).

256



- Private health organisations in the settlement (to whom does it service mostly).

- Hedlth services of associations, foundations, aid organisations, and other
voluntary organisations in the region (whether there are briefing campaigns, and,
if any, whom does it cover).

- Other health services in the settlement (university hospital, doctor’ s offices, etc.).

- Hedlers in the region (pilgrim-hodja, bonesetters, herbalists, traditiona birth
attendants, etc. Do the people of the region visit them when they become ill)

- Green Card demand.

- Problems relating to Green Card practices (are they sufficient/is there
distribution as it should be?).

- Other assistance relating to health in the settlement.

- Health research works/health campaigns carried out by the Health Directorate,
university, association/foundations and other organisations in the settlement (to
thefield worker: if there are collect detailed information about them).

EVALUATION OF HEALTH INSTITUTIONS
Use of health organisations in the settlement (intensity/frequency).

. Who prefers which institution (female/male; child/young/old; the poor/less
poor/the wedlthier; new immigrants, those living there for many years, the
educated; those having some type of health insurance).

- Evaluation of house visits in the settlement by health personnel.

- Coursed/training programmes or campaigns relating to health organised by the
municipality, if any.

- Sample cases relating to health (in particular, observation, and experiences
regarding pregnancy, childbirth, and the relation between health personnel and
their service receivers) (to the field worker: Help them give thisinformation in as
detailed a manner as possible and as candidly as possible).
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ANNEX 4
BRIEFING FORM FOR INFORMED CONSENT

Invitation paragraph

We would like your participation in this research. Before you decide, it isimportant you
understand why the research is being done and what its purpose is. Please let me know
if there is any point that is not clear, or whether you need other information in addition
to the information that | will provide you with. Thank you for reading/listening to this.

What isthe purpose of the sudy?

The am of the study is to explore and describe perceptions and health-seeking
behaviours related to pregnancy and childbirth and the responsiveness of services
provided by Primary Health Care institutions to demands in selected urban and rural
sitesin Turkey.

Why havel been chosen?
There is no any particular reason for your selection; it is purely chance.

Dol havetotakepart?

It is up to you whether or not to take part. If you do decide to take part you will be given
this information sheet to keep, and be asked to sgn an approva form. Even if you
decide to take part in the research, you are Hill free to withdraw at any time and without
giving areason.

What will happen to meif | takepart?

You will be interviewed in a relaxed place, alone, or with your close friends/relatives.
This interview will be about your pregnancy, your visits to health care facilities (or your
reasons for not using health care facilities, if that be the case), and how satisfied you are
with the health services. No other involvement will be required from you. This study
will help us understand a little more about the patterns of use of health services by
pregnant women during their pregnancy. But you will not directly be benefited from
taking part in the study.

Will my taking part in thisstudy be kept confidential?

All information, which is to be collected about you during the course of the research,
will be kept drictly confidential and your name will not be mentioned at any stage of
the research.

What will happen to the results of the research study?

At the end of the study, all data collected will be analysed, summarised, and reported to
the Ministry of Health and European Commission. You will not be identified in any
report/publication.

Whoisorganisng and funding the research?

The sudy is coordinated by Dr. Osman Hayran a the Medical School, Marmara
University, Istanbul, with the involvement of three cities across the country. This is an
EU (European Union) funded project, supported by the Ministry of Health.



Contact thisaddressfor further information

If you have any questions or issues you would like to raise with respect to this study,
you should talk tO .............coveviieivcireeseeeeen (CONtACE detail's of respongible local
person of theresearch).

259



ANNEX 5

FORM OF INFORMED CONSENT

Study title: Health-Seeking Behaviour Study
Place: (name of city/centre), Three provinces (Adana, Afyon and Van)

Investigators: (name of local researcher)
The person should compl ete the whole of this sheet himself/her self.

State your response
Did you understand the information/clarification given to you? YES/NO

|sthere anything that you want to ask about? YES/NO
Have al the questions been answered satisfactorily? YES/NO
Have you received enough information about the study? YES/NO
Do you understand that you are free to withdraw from the sudy at any

time if you wish to do so? YES/NO
Do you agreeto take part in the sudy YES/NO

| have explained the study to the above interviewee and he/she has indicated hisher
willingness to take part.

Signature (Researcher): Date:

Name (In block capitals):
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ANNEX 6

SOME LOCAL WORDS, QUALIFICATIONS, SIMULATION, AND
ASCRIPTIONS
Related to Pregnancy:

Agir (DalicaK./Elazig, Kocaeli, Samsun, Karakaya B./Erbaa/Tokat)

Agir ayak (Dallica K./Elazig, Kocaeli, Samsun, Karakaya B./Erbaa/Tokat, |sparta,
Sinop, Gorum, Ordu, Gumishane, Rize, Ardahan, Erzurum, Erzincan, Tunceli, Sivas,
Diyarbakir)

Agir ayakh (Trabzon)

Agir canli (Ordu)

Agirhkh (Isparta, Balukesir, Samsun, Tokat, Diyarbakir, Konya, Edirne)

Aksamhk sabahhk (son aylarda) (Golpazari/Bilecik)

Arayak (Eskisehir)

Arka etegi uzamis, 6n etegi kisalms (Uluborlu/I sparta)

Ayagr agir (Gumishacikdy/Amasya, Bayirkdy K./Bilecik, Hatunsuyu K./Malatya,
Mucur/Kirsehir, Van)

Ayag agirh (Merzifon/Amasya)

Ay guna yakin (Y ozgat)

Ay gunud yitmek (Nigde)

Ayh gunlt (Isparta, Aydin, Izmir, Manisa, Balikesir, Kirsehir, Bilecik, Eskisehir, Bolu,
Kastamonu, Corum, Tokat, Ordu, Ardahan, Erzincan, Mardin, Hatay, Sivas, Nigde,
Konya, Antalya, Bitlis, Kars)

Bakla Yemez (Manisa)

Bizaru (Korkut K./Mus)

Boylu (Bolu, Goyniik/Bolu, Bekiraan K./Icel, Eskisehir, Kars, Ankara)

Boyunda cocuk var (Ankara)

Boynunda olmak (Bolu)

Boyu yukli (Sille B./Konya)

Bozalaa (Icel)

Bozulac (Ordu)

Buaz (Konya)

Bugaz (Istanbul, Amasya)

Buvaz (Tokat)

Buyalaa (Sinop)

Catlayasca (Kulu/Konya)

CGocuklu (Mus, Korkut K./Mus)

Dogum yapacak (Bafra/Samsun)

Dogurgaa (Susuz K./Bucak/Burdur)

Dogurgag (Gebiz B./Serik/Antalya)

Dogur geg (Denizli)

Dogurucu (Derekoy/Acipayamy/Denizli,Baglama K./Nigde, Sivas)

Dolu (Edirne)

Digani (PUlumar/Tunceli)

Gargin (Adana)

Gebe (¢cok yaygin)

Gebeg (Sivas)

Gene neye donmus (Kulu/Konya)
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Gobegi burnuna degecek (Kulu/Konya)

Gode (Afyon, Isparta, icel, Antalya, Nigde)
Gozleriwldar (Kastamonu)

Gomanh (Istanbul)

Govdeli (Kayseri, Adana, icel)

Gunnaa (Daripinar/Adana)

Guzlaa (Dagistanli K./Ceyhan/Adana, Malatya, Barbuzu/Malatya)
Gumanh (Gumushane, Pulimir/Tunceli, Erzincan)
Gumann (Dallica K./Elazig, Bayburt)

Gumenci (Sivas)

Gumenli (SaskaraK./Hanak/Kars, Sivas, Zile/Tokat, Ordu, Kayseri)
Gebe (cok yaygin)

Hunnaa (Balikesir)

Hunnayic (Antalya)

iki canh (yaygin)

K arni burnunda (Odemis/izmir, Van, Golpazary/Bilecik)
Karni dolu (Saturoglu K./Mucur/Kirsehir, Sarkisla/Sivas)
Karm olmak (Kerkuk)

Kel (MagaraK./icel)

Koynu dolu (Barbuzu/Malatya, Deligazi K./Sivas)
Mayah (Kizilcasdgit K./Civril/Denizli)

Orta kata kirac gelmis (Y esiléren K./Amasya, Bllyukhalkal: K./Bakirkoy/Istanbul)

Orta kat1 kiraya vermis (Trabzon)
Portlaci (Ankara)
Uzerli (Bekiralan K./icel, Konya, Antalya)

Uzeri yiikli (Gebiz B./Serik/Antalya, Y arma B./Konya, Deligazi K./Sivas)
Ustii yiikli (Mucur/Kirsehir, Goynik K./Nevsehir, Sarkisla/Sivas, Nigde)

Yugrik (Konya)

Y uklt (cok yaygin)

Yolcusu var (YamaB./Konya)
Zimet kadin (Borgka/Artvin)

Related to birth:

Ayag1 anmak: (Y ozgat)
Dovurma: (Nigde)

Dollemek: (Kocaeli, Gimishane, Nigde, Adana)
El ayaga kavusmak: (Gaziantep)
Gamlamak: (Kayseri)
Gurtulmak: (Nigde)
Gunnemek: (Kars, Maatya)
Hinlamak: (Izmir)

Pahlamag: (Burdur)
Usaklamak: (Zonguldak)

Y ki yikmak: (Bolu)
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ANNEX 7 FIELD SUPERVISOR INSPECTION FORM

HEALTH-SEEKING BEHAVIOUR STUDY
FIELD SUPERVISOR INSPECTION FORM

Date! Interviewer | Observer Team | Placeof | Typeof | Gender of | Starting| Ending| Result of | Voice |Transcription| Observations
Leader |interview | Interview | interviewee Hour |Interview|recording status Clarifications
1
2
3
4
5
6
7
8
9
10
CODE LISTS
Place of interview Interview tvpe Gender of Interview Voice Deciphering
yp interviewee result recording situation
1 Province Centre | 1.Pregnant woman 1.Mae 1.Completed 1. Available 1.Completed
2. District Centre 2.Relative of pregnant | 2.Female 2.Interrupted 2.Unavailable 2.Interrupted
3. Sub-district woman 3.Postponed 3.0ther 3.Not realized
4, Village/settlement | 3.Community leader 4.Refused (Explain) 4.0ther (Explain)
4.Health personnel 5.0ther
(Explain)
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ANNEX 8 EXPENDITURE FORM

PROVINCE TEAM
EXPENDITURE FORM
Province ; Delivery Dateof theForm . _ / /2006
Responsble of Team :
Order Fieldworker _
No. Date Who Spent Typeof Expenditure Type of Document Amount
M oney
1 | /2006 T F S O | CRV ER
2 | [2006 T F S O | CRV ER
3 _/__ /2006 T F S O | CRV ER
4 [ /2006 T F S @) I CRV ER
5 _/__ /2006 T F S O | CRV ER
6 _/__ /2006 T F S O | CRV ER
7 | /2006 T F S O | CRV ER
8 _/__ /2006 T F S O | CRV ER
9 _/__ /2006 T F S O | CRV ER
10 _/__ /2006 T F S O | CRV ER
TOTAL | |
Typeof Expenditure Type of Document
T Transportation S Stationery I Invoice ER Expense Receipt
F Food O Other CRYV Cash Register Voucher
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ANNEX 9 CODE LIST

FIELDWORK CODE LIST
CODE | NAM E-SURNAME PROVINCE
001 |OSMAN HAYRAN ANKARA-ADANA-AFY ON-VAN
002 |ANAHIT COSKUN ANKARA-VAN
003 |NURGUN PLATIN ANKARA-AFYON
004 |ERHAN OZDEMIR ANKARA-ADANA
005 |GUL OKUTUCU ANKARA
006 |SELMA GUNES ANKARA
101 |ESRA ERSOY ADANA
102 |BANU YEL ADANA
103 |SIBEL SEVGI ADANA
104 |MAHMUT YALCIN ADANA
105 |EBRU INDERESI ADANA
106 |FULYA KARACA ADANA
107 | GUNER DEMIREL DAGLI | ADANA
108 |DILEK ORER ADANA
109 |ASLI ERKAL AFYON
110 |HURIYETEKIN ONUR |AFYON
111  |SEVGI YILDIRIM AFYON
112 | OBEN ONCEL AFYON
113  |AYGUL SALMAN AFYON
114 | OzZGE OZBEK AFYON
115 | ASIRAN BARUT VAN
116  |CILEM ENGIN VAN
117 |HAMDIYE DAYAN VAN
118 |AYTEN CELIK VAN
119 |NURGUL CANGULEC |VAN
120 |NURGUL BASDINC VAN
Office Phone (0 312) 431 42 40
OfficeFax  (0312) 431 42 90
e-mail hsbs@ttnet.net.tr
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Field M anual for

Annex-10
Resear ch Coordinators
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HEALTH SEEKING BEHAVIOUR STUDY
FIELD MANUAL
FOR RESEARCH COORDINATORS

Research coordinators, who carry out the Health Seeking Behaviour Study
conducted under the framework of Reproductive Health Programme for Turkey, and the
provinces for which they are responsible are asfollows:

Research Coordinator: The Province he/sheisresponsiblefor:
Prof. Dr. Anahit Coskun Van
Prof.Dr.Nurgun Platin Afyon

Erhan Ozdemir Adana

Erhan Ozdemir is designated as Field Coordinator. He will coordinate the
project activities in the provinces and report to the Team Leader.

Field works have been started since the second week of August (8th August
2006). Important points that should be taken into consideration during field-work are
listed below:

- In an official letter (letter of MCH/FP General Directorate dated 07 July 2006 and
numbered 2787) sent by the Ministry of Health to the Offices of each province
Governors, a brief information about the study was provided and a support for
research team was asked for from province health directorates. This letter is a
facilitating letter for the works to be done. In other words, Health Directorates were
informed about the research; however they have not any obligation to meet any
demand from us; the extent and content of support that could be received from these
authorities will depend, to a great extent, on the relation that we are going to
egtablish.

- Each coordinator is responsible for the research activities in hisher province. Main
activities that research coordinator will carry out in the province are as follows:

@ Organize a local kick-off meeting, get the promotion and visibility of the
research activity using every occasion, and create awareness regarding the
subject,

@ Prepae work programme for field workers (interviewer, observer and
supervisor) and secure itsimplementation,

@ Prepare focus group interview groups for short-term experts, manage focus

group interviews to be done as planned in terms of number and time, and get
compilation of results,
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@ Find solutions to any problem, which may arise during the research activities in
his’her province, by intervening appropriately and timely; contact with local
authorities if necessary,

@ Inform Team Leader, through Field Coordinator, about any problem that may
arise and is either solved or not,

@ Inform Team Leader, through Field Coordinator, about any proposal of revision
which might come out regarding interview forms and research methods.

@ Plan for, the provision of equipment and materials required for research
activitiesin his/her province, covering transport and accommodation expenses,
and timely payment of all experts and workers, determine needs and report
them, upon the approval of Team Leader, to Eduser through Ms. Gl the
Office Manager one week in advance,

@ Take the delivery of equipment and materials, which will be used for research
activities, from the project office and hand over them to the responsible
personsin the province against their signatures.

@ Prepare and submit reports at the end of each week to the Team Leader. The
topics to be included in that report and the format of the report will be in
following form:

Weekly Report Form:

Reporting Period: Prepared by:

Number of | Characteristicsof | Number of man-
persons the person days worked* *
interviewed | interviewed*

In-depth interview

Focus Group Interview

Problems encountered and
solutions

Proposals about the problems

Proposals about forms

Proposals about the method

Work plan of the following
week

*: PW: Pregnant, PP: Pregnant-Peer, PF: Pregnant’'s Family member,
HP: Health Personnel, CL: Community Leader
**: Total number of man-days worked by field workersand / or short-term experts
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HEALTH SEEKING BEHAVIOUR STUDY
TECHNICAL ASSISTANCE TEAM
FIELD ORGANIZATION SCHEME

Prof.Dr.Osman Hayran

Team Leader

Field Coordinator
Erhan Ozdemir

I

Adana Coordinator
Erhan Ozdemir

Afyon Coordinator
Prof.Dr.Nurgin Platin

Van Coordinator
Prof. Dr. Anahit Coskun

Short-Term Experts J

Short-Term Experts J

Short-Term Experts J

Province Supervisor

Province Supervisor

Province Supervisor

Field Workers Field Workers Field Workers
-Interviewers -Interviewers -Interviewers
-Observers -Observers -Observers
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Categoriesand Coding List

Annex-11
For Data Analysis
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CATEGORY AND CODE LIST

- PERCEPTIONSRELATED TO PREGNANCY (GEBALG)

| do not have any complaints

Not having much pain

It being something that brings happiness

A condition that requires going for control

Not wanting (unwanted pregnancy)

Embarrassment

A condition that is hidden, reluctance to tell the elders of the family
Burden

N~ WNE

-PERCEPTIONSRELATED TO THE HEALTH OF THE FETUS(FETALG)
1. Start moving
2. Cometo life
3. Have an ultrasound
4. Not fed it move

-ASSOCIATION WITH DISEASESAROUND (CEVHAYS)
-PERCEPTIONSRELATED TO BIRTH (DOGALG)

Giving birth at young agesis risky

Istaken to ahospital isthere is a dangerous condition
Healthy birth

Could be done anywhere

Cesearian section perception

agrwbdPE

-PERCEPTIONSRELATED TO LIFE (YASAM)
1. Worldismortal
2. World will be beautiful
3. Sickness comes from God

-GENERAL HEALTH PERCEPTION (GENALG)
1. Socio-economic factors
2. Ailmentsthat are considered important
3. Not paying attention to health

-IMPORTANCE PALCED ON HEALTH BY WOMEN, GENERAL HEALTH PERCEPTION
(SADEG)

1. Lifeissweet

2. Safe

-PRIORITY OF HEALTH SEEKING AMONG OTHER NEEDS(SAGON)
Prioritizing going to a health care institution when there is a health problem
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-WHERE PRESENT BIRTH WILL TAKE PLACE (DOGYER)

1. Givebirth a home
2. Give birth a a hospital
3. Reason for preference

-PREVIOUSBIRTH EXPERIENCE (ONDOG)
1. Normal birth at home

2. Baby died/till birth

3. Had difficult birth

4. Bad experience with health personnel

5. Caesarean section at hospital

6. Rumours

7. Normal birth at home assisted by health personnel

8. With unqualified mid wife

9. Easy

10. Normal birth at hospital

-PREVIOUSBIRTH EXPERIENCES — CL OSE SURROUNDINGSAND PEERS (ONDOG)

Normal birth a home

Sister had a gill birth

Baby died/dill birth

Had difficult birth

Bad experience with health personnel
Death of mother

Caesarean Section at hospital
Rumours

Normal birth a home assisted by health personnel
10 With unqualified mid wife

11. Easy birth

12. Normal birth a hospital

CoNoou~wWDNE

- PREVIOUS BIRTH EXPERIENCES—HERSEL F AND CLOSE SURROUNDINGS (ONGEB)

1. Positive experiences
2. Negative experiences

-PREGNANCY AILMENTS(GEBRAH)
Kidney complaints

Nausea

Swelling at hands-feet and body

Not being able to do heavy work
Feeling bad

Heart burn and drinking alot of water
Headache

Having atooth pulled out
Stomach-ache

10 Bleeding

11. Achesin other parts of the body / other problems
12. Feeling weight on your shoulders

13. Sleeping alot

CoNoou~wWNE
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14. Cyst

-FACTORSTHAT EASE PREGNANCY PROCESS(GEBKLY)
1. Living together (household chores being done by other women, sister-in-law)
2. Having to do little and light work (not doing tiring7big work, not lifting heavy
things)
3. Getting atention from the husband
4. Not having to work outside/in the fields

-THINGSNEEDED FOR PREGNANCY TO BE HEALTHY (SAGGER)

1. Controls

2. Age a pregnancy

3. Frequency of getting pregnant

4. How apregnant woman should be treated

- PERSONAL CARE AT PREGNANCY (OZBAK)

Nutrition

Cleanliness

Undergarment

Getting information

Being in a smoking environment/smoking
Not lifting heavy things
Healthy behaviour

Not using medicines

. Not doing anything, not caring
10. Skin care

11. Not gaining weight

CoNoU~WDNE

-WORKING DURING PREGNANCY (GEBCAL)

1. Inside the house/house work

2. Outside the house (in the fields, in the barn etc.)

3. Outside the house (reading the Quran /washing the dead)
4. Going to other housesto help

-EXPERIENCES DURING PREGNANCY RELATED TO HEALTH CARE INSTITUTIONS -
HERSELF AND CLOSE SURROUNDINGS (GEBSK DEN)
1. Positive experiences
2. Negative experiences
health personnel not giving any explanations regarding her condition
waiting for along time
not telling the sex of the baby

-GOING TO A HEALTH CARE INSTITUTION DURING PREGNANCY (K URGIT)

1. Going to aprivate health care ingtitution
2. Goingto a health centre
3. Going to amaternity hospital/hospital
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Going to the pharmacy

Call home (calling a nurse/midwife)
Time to go to a health care ingtitution
Frequency of health care ingtitution visits
Reason for going to a health centre

Not going to a health care institution

0 Going together with someone

'—“D.OON.C”S"'P

-OBSTACLES IN FRONT OF GOING TO A HEALTH CARE INSTITUTION DURING
PREGNANCY (GITENG)

Because of not wanting to use medication

Does not have health insurance

Husband does not have aregular job

Concern about being reprimanded by the health personnel for having many
children

5. Male doctor

6. Husband/mother-in-law not permitting

7. Transportation difficulties and distance to the health care institution

8

9

PN PE

. Being treated badly/belittling
. Other problems ssemming from the health care institution
10. Husband being away for along time
11. Tetanus vaccination
12. Being illiterate
13. Not having time left from house work/child care
14. Not being officially married
15. Health centre not providing ante natal care services
16. Health personnel not being doctorgmidwives
17. Waiting in queue/wasting time
18. Inattentive
19. Going to the meadow
20. Embarrassment
21. Not being taken care of

-ENABLERSIN GOING TO A HEALTH CARE INSTITUTION DURING PREGNANCY
(GITKLY)

Wide spreading of and development in services

Going to afemale doctor

Attitude of health service providers

Respect

Good reception

Healthy child birth

Equipment

Health insurance/having Green Card

Essay transportation/having public transport/being dropped of in front of the
institution

10. Speaking Turkish

11. Economic status

12. Gender of the doctor not being important for the service users H
13. Attitude of the family

©CoNUR~WNE
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-POVERTY / FINANCIAL STATUS(EKON)

Husbands job/income (is it regular or temporary?)
Economic gtatus of the family

Getting outside assistance

Conditional cash transfer

Women having own income

agrwbdPE

-HEALTH INSURANCE (GUVEN)

1. Hasno insurance

2. Greencad

3. Other hedlth insurances (Bag-Kur, SSK, Pension Fund, Private Health
Insurance)

-BELIEF/ GoD/ RELIGION (DIiN)

Pregnancy-birth control relation

Accidentally getting pregnant

Death at child birth due to haemorrhage

To attend ANC

Health condition of the foetus

Pictures of religious figures/ going to shrines....
Infertility trestment

Abortion

NG~ WNE

-TRADITIONAL BELIEFS/PRACTICES(FOLK)

1. Diet

2. Sdlting the baby
3. Practices for easy child birth
4. For children diseases
5. Goingto ahealer
6. Stress

7. To have ababy
8. Intreating burns

9. Baby care (swaddling/placing earth under the baby)
10. Predicting sex of the baby

11. Practices for problems arising during pregnancy
12. Not having/knowing any traditional practices

13. Injaundice

14. Traditional birth attendant

15. Bone setter

16. Ordedl

COMMUNICATION
-L ANGUAGE PROBLEMS/NOT BEING ABLE TO EXPRESS ONESEL F (DIL)
1. Not being able to speak Turkish properly / Speaking Kurdish

280



2. Using atranslator

-RELATIONS (ILISK 1)

1. Health personnel’s view of the public
2. Public’sview of the health personnel
3. Relations among health personnel

4. Hedlth personnel’s view of the state-citizen relation

-EXPECTATIONSFROM HEALTH CARE SERVICE PROVIDERS (SPBEK L)

CoNou~wWDNE

Geniality

Find out about the health of the foetus

Be examined

Request for medicine or shots without prescription
Attention

Give birth at heglth centre

Ultrasound

24 hour service provision

Care and drugs wheniill

10. Being taken into consideration
11. Newborn follow-up and immunization

-PREVIOUSEXPERIENCESIN UTILISING HEALTH CARE (SAGBAK ONDEN)

1. Positive experiences
2. Negative experiences

-PLACE OF THE WOMEN IN THE AREA (KONUM)
1. Repressed /second class
2. Fellow wife in a polygamous household

-GOING OUTSIDE THE HOUSE (SOSBASK)

S wWdNE

Getting permission

New bride

Passing through certain places'walking

Being able to go to the health care institution alone
Being able to go shopping aone

Not going out when belly is prominent

-DECISION MAKING (KARAR)

N~ WNE

To go to the health care institution
To call the midwife/nurse

For the place of child birth

To attend ANC

To hold onesown

To get pregnant

For family planning

For abortion
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-PRIVACY / EMBERRASSMENT (UTAN)

1.
2.
3.

Male doctor
Examination and interventions
Embarrassment / embarrassed to express herself

-VIOLENCE (SIDDET)
-MARRIAGE (EVLI)

OCoNUR~WNE

Fall in love and get married

Arranged marriage

Having/not having afellow wife

Age difference between spouses

Y oung couples (Under 20 years of age)

Talk about everything with husband

Get married to someone from another region
Education level difference between spouses
Civil marriage/religious marriage

-HEALTH PERSONNEL’ SVIEW REGARDING THE SOCIETY' SHEALTH PERCEPTIONS
(SPGOR)

1

2.
3.
4,

Awareness

Education

Social structure

Belittling, perceptions, ignorance, filth etc.

-GENDER OF THE CHILD (CINS)

1.

2
3.

Preference for the sex of the baby before the child is born (mother/father/family
elders)

. Wanting/not wanting to find out the gender with ultrasound

Gender of previous children

-INFORMATION SOURCESREL ATED TO PREGNANCY (GEBBIL)

1.

SahwWN

Sharing of information/problems related to pregnancy with relatives/other
people around

Information obtained from sources like television/newspapers/books
Information obtained from health personnel

Buying magazines/books related to pregnancy

Peers

Elders

-CHARACTERISTICS OF THE REGION (BOL GE)

1.
2.
3.

Characteristics of the society
Infrastructure
Economic status
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Distrugt in the Sate

Woman working

Transportation

Education-training

Insufficient public personnel (no teachers/doctors, nurses at health care
institutions)

9. No water

10. Cleanliness of the environment (air, water)
11. Temporary worker/not being settled

12. Electricity and water cuts

13. Health care ingtitutions in the region

14. Vaue, importance given to children

15. Patriarchal

N O A

-HEALTH CARE SERVICESPROVIDED IN THE REGION (HIZMET)

Child diseases, immunization
Tetanus shots
Follow-up/examination of pregnant women
Out patient services

House visits/care a home
Reproductive health education
Screening of schools and education
Campaigns

. Reproductive health services

10. Child health education

11. Environmental health

©CoNoU~WNE

-HEALTH CARE SERVICE PROVIDERSIN THE REGION (HIZYER)
1. Hospital/maternity hospital
2. Hedlth centre/MCH-FP
3. Private
4. None

-SUITABILITY OF HEALTH CARE ORGANIZATIONS TO PROVIFDE SERVICES
(KURUYG)

Sufficient/suitable
Insufficient/unsuitable

Payment conditions

Behaviour of health care personnel
Working hours

agrwNPE

-IN-SERVICE TRAINING OF HEALTH CARE PERSONNEL (HIZIC)
1. Did not receive any
2. Received on reproductive health
3. On other topics

-PROBLEMSOF HEALTH CARE PERSONNEL (SPSOR)
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©COoONUR~WNE

Problems related to the organization

Relations with upper management

Lack of materials/equipment

No job satisfaction/unhappiness

Lack of infrastructure

Lack of transportation vehicles (lack of an ambulance)

Lack of secretary/officerg/office help

Social isolation

Insufficient education/professional skills/professional knowledge

. Communication problems with people of the region

. Insufficient health care personnel

. Scattered settlement

. Lack of supervision

. Education not in line with duty

. Perception of population regarding nurses and midwives
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Distribution of Interviews by

Annex-12
Resear ch Sites
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ADANA INTERVIEWS

i

Mercimek Village
Peer and pregnants

Mercimek Village
Health Personnel

Adana Center (Seyhan)
1 pregnants and peer, 1
health personnel

Adana Center (YUregir)
2 pregnants and peer, 2
health personnel
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AFYON INTERVIEWS

Isiklar HC-Kizildag
Village
Pregnants and peers

Konan Village
Pregnants and peers

Central Afyon
Health personnel
Group 1

Central Afyon
Health personnel
Group 2

]
]

Focus Groups

In-depth Interviews



HOSAP-Yurtbas:
Village
Pregnants and peers

Central Van

(Stiphan+Y tiniplik)
Pregnants and peers

Central Van
Health personnel
Group 2

Gurpinar and Hogap

I:I Focus Groups Healéhr g)ﬁrr)s;)nnel

In-depth Interviews
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L1ST OF THE RESEARCHERS

TEAM LEADER:
Prof.Dr.Osman Hayran

RESEARCH COORDINATORS:;
Erhan Ozdemir — Adana
Prof.Dr.Nurgin Platin — Afyon
Prof.Dr.Anahit Coskun—Van

PiLOT StuDY:

Prof.Dr.Belkis Kiimbetoglu — Marmara University
Dr.Pinar Ay — Marmara University

Dr.Seyhan Hidiroglu - Marmara University

Giil Ozsan—Marmara University

EDUCATION PROGRAMME FOR FIELDWORKERS:

Prof.Dr.Sevkat Bahar Ozvaris — Hacettepe University

Assoc.Prof.Dr.Muhtar Kutlu — Ankara University

Assoc.Prof.Dr.Metin Ozugurlu — Ankara University

Dr.Mehmet Ali Biliker — President of the Association of Public Health Specialists

DATA COLLECTION:

Prof.Dr.Guler Cimete _ Marmara University
Assoc.Prof.Dr.Dilsad Save - Marmara University
Assis.Prof.Dr.Ahmet Topuzoglu - Marmara University
Assis.Prof.Dr.Nazan Ustiindag — Bogazici University
Dr.Pinar Ay - Marmara University

Dr.Seyhan Hidiroglu - Marmara University

Hacer Nalbant — istanbul University

Giil Ozsan —Marmara University

DATA ANALYSIS

Prof.Dr.Belkis Kiimbetoglu - Marmara University
Assoc.Prof.Dr.Tugrul Erbaydar — Y Uztnctyil University
Doc.Dr.Dilsad Save - Marmara University
Assis.Prof.Dr.Seva Alkoy —Bolu AIB University
Assis.Prof.Dr.Ahmet Topuzoglu - Marmara University
Assis.Prof.Dr.Inci User — Marmara University

Dr.Pinar Ay — Marmara University

Dr.Seyhan Hidiroglu - Marmara University

Hacer Nalbant - istanbul University

REPORTING:

Assoc.Prof.Dr.Dilsad Save - Marmara University
Assis.Prof.Dr.Ahmet Topuzoglu - Marmara University
Dr.Pinar Ay - Marmara University

Dr.Seyhan Hidiroglu - Marmara University

Hacer Nalbant — istanbul University
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FIELD WORKERS:

Adana;

Guner Demirel Dagli (supervisor)

EsaErsoy
Selma Glnes
Ebru Inderesi
FulyaKaraca
Dilek Orer
Sibel Sevgi
Mahmut Yalgin
Banu Ye

Afyon:

Huriye Tekin Oniir (supervisor)
Asl1 Erkal

Ozge Ozbek

Aygul Salman

Sevgi Yildirim

Oben Oncel

Van:

Nurgul Basding (supervisor)
Asiran Barut

Nurgul Canguileg

Ayten Celik

Hamdiye Dayan

Cilem Engin

STRATEGY AND PoLICY FORMULATION FORUM:

Prof.Dr.Sebahat Tezcan
Prof.Dr.Adnan Kisa
Prof.Dr.Zafer Oztek
Prof.Dr.Recep Akdur
Prof.Dr.Levent Akin
Prof.Dr.Kafiye Eroglu
Prof.Dr.Gulimser Kubilay
Prof.Dr.Banu A. Ergégmen
Prof.Dr.Filiz Kardam
Assoc.Prof.Dr.Ismail Aydingiin
Prof.Dr.Nevzat Gozaydin

Prof. Dr. Mehmet Kugtikyurt
Assoc.Prof.Dr.Tugrul Erbaydar
Assis.Prof.Dr.Ahmet Topuzoglu
Dr.Mehmet Ali Biliker
Dr.Pinar Ay

Dr.Seyhan Hidiroglu

Dr.Cagri Kalaga

Mehmet Kontas

: Hacettepe University
: Bagkent University

: Hacettepe University
: Ankara University

: Hacettepe University
: Hacettepe University
: Hacettepe University
: Hacettepe University
: Cankaya University

: Bagkent University

: Ankara University

: Gazi University

: Van 100.y1l University
: Marmara University

. Association of Public Health Specialists

: Marmara University

: Marmara University

: Private Family Physician
: WHO Liaison officer
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