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JABOUTAWHWAFARRE Py

Women'’s Health West (WHW) is a women’s health service
committed to improving the health, safety and wellbeing of women
in the western metropolitan region of Melbourne. WHW works within
a feminist framework using a gendered approach to researching,
planning and implementing programs. The Family and Reproductive
Rights Education Program (FARREP) is a Victorian program, funded
by DHS and established following the introduction of the Crimes
(Female Genital Mutilation) Act 1996. FARREP works closely with
women and communities affected by FGM.

At WHW, FARREP is part of the Health Promotion, Research and
Development (HPR&D) team. As a FARREP program based within
a women'’s health organisation, we are funded to provide local
health promotion interventions aimed at preventing the occurrence
of FGM and increasing the quality of care and access to sexual and
reproductive health services for women from communities affected
by FGM.

WHW does not provide direct care or clinical services to women
affected by FGM. As a result MN2 does not address clinical aspects
of FGM. The contact details of organisations able to provide
information and support in this area is included in this resource.



INTRODUCTION]|

Welcome to the second
edition of Mama and
Nunu (MN2). Mama and
Nunu 2 (Mother and
Baby) is a manual for
health professionals and
those working with African
women affected by
Female Genital Mutilation
(FGM) during pregnancy
and birth. Since its
publication in 2001,
Mama and Nunu has
received much positive
feedback and continues
to be in demand as a
resource.

Like the original, MN2 aims

to increase the knowledge,
expertise and capacity of health
professionals and services

to provide appropriate and
culturally sensitive services to
African women. MN2 introduces
several new topics alongside
information covered in the
previous edition. In doing so, we
hope the information in MN2 will
help to improve African women’s
access to timely and appropriate
services.

MN2 supplements general

and contextual information

with a series of focused fact
sheets aimed at improving the
pregnancy and birth experiences
of African women affected by
FGM.

How to use MN2

MNZ2 is divided into three
sections. Section one provides

a comprehensive overview of
FGM, section two facilitates

a broad understanding of

the context in which African
women affected by FGM might
experience pregnancy and birth,
and section three comprises a
collection of five fact sheets on
pregnancy and birth, post natal
support, sexual and reproductive
health young African women and
family violence.

The fact sheets provide
information about specific topics
in an easy to access, simple and
practical format. The fact sheets
also assume an understanding
of the topics covered in sections
one and two. We therefore
encourage you to read the entire
manual to ensure that you get
the most from this resource.

MN2 is an electronic resource
designed to be easily accessed,
maintained and updated as
required.

We hope that you enjoy reading
MN2 and find it useful.

The WHW FARREP team
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CHAPTER 1: FGM

This chapter provides an overview of FGM and a summary of the human rights and legal context of FGM
in Australia and internationally.

Definition

The World Health Organisation
(WHO) defines Female

Genital Mutilation (FGM) as a
practice that encompasses ‘all
procedures that involve partial
or total removal of the external
female genitalia or other injury
to the female genital organs for
non-medical reasons’.

Terminology

FGM is also known as ‘female
circumcision’ or ‘female

genital cutting’. However, it is
thought that the term ‘female
circumcision’ can falsely imply
that the practice is comparable
to male circumcision. The term
‘female genital mutilation’ was
formally adopted by the Inter-
African Committee on Traditional
Practices Affecting the Health

of Women and Children in 1990
and its use was recommended
by the WHO in 1991. The term
FGM is used to emphasise that
the practice is both harmful and
a violation of the rights of women
and girls (WHO 2008).

The term ‘Female Genital
Mutilation’ can be potentially
offensive for target communities
who may not necessarily see the
practice as a form of ‘mutilation’.
Health professionals may use
other terms such as ‘cutting’ or
‘circumcision’ when working with
affected communities. Although
WHW use the WHO endorsed
term in our publications, we
encourage the use of other terms
as a culturally sensitive approach
when working directly with
affected communities.

The term FGM will be used
throughout this manual.

Prevalence and incidence
FGM is practiced worldwide, but
it is most prevalent in Africa. It
is estimated that three million
girls in Africa are at risk of FGM
every year. FGM is prevalent

in western, eastern and north-
eastern regions of Africa as well
as in some countries in Asia and
the Middle East. FGM is also
practiced among some migrant
communities in Europe and
North America.
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Background and history
FGM predates Islam and
Christianity and is practiced by
Muslims and Christians. FGM
is not practiced exclusively by
any group. Therefore, factors
such as country of birth, religion
and dress style are not reliable
indicators of FGM.

Missionaries and administrations
in Burkina Faso, Kenya and
Sudan first documented FGM

in the 1900s. Laws and church
rules were introduced to stop
the practice. However, native
communities resisted the laws
because they regarded them as
‘foreign interventions’ (Rahman
& Toubia 2000).

In the 1940s and 50s, the
Sudanese and Egyptian
governments introduced laws to
ban FGM. However, these laws
may have been more effective
had they been preceded by
education campaigns against
FGM.



HUMAN RIGHTS AND

LEGAL STATUS OF FGM

Human rights framework

The WHO recognises FGM as a violation of the
rights of women and girls (WHO 2008). It violates
international treaties that protect the rights of
women and girls, including:

- Convention Against Torture and Other Cruel,
Inhuman or Degrading Treatment or Punishment

- Covenant on Civil and Political Rights

. Covenant on Economic, Social and Cultural
Rights

- Convention on the Elimination of all Forms of
Discrimination Against Women (CEDAW)

- Convention on the Rights of the Child

- Convention Relating to the Status of Refugees
and its Protocol Relating to the Status of
Refugees

(WHO 2008, p.8)

Human rights status of FGM in Australia
Australia is committed to working towards the
elimination of FGM in accordance with its role as
party to the United Nations Convention on the
Rights of the Child and the Universal Declaration of
Human Rights (1948). Australia is also party to the
following international treaties:

- Women’s Convention (ratified in 1983)
- Children’s Rights Convention (ratified in 1990)

- Civil and Political Rights Covenant (ratified in
1980)

- Economic, Social and Cultural Rights Covenant
(ratified in 1975)

- Convention on the Elimination of all Forms of
Discrimination Against Women (CEDAW)

In addition, the Victorian Charter of Human Rights
and Responsibilities Act 2006 (s.17) states that
‘Every child has the right, without discrimination,
to such protection as is in his or her best interests
and is needed by him or her by reason of being a
child.’
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Legal status of FGM in Victoria
FGM is illegal in Australia and every state and territory has its own legislation. Below is a summary of the
Victorian legislation regarding FGM.

Table 1 Victorian Legislation — FGM

» ‘ltis illegal to perform FGM procedures on a child or adult’

Crimes (Female Genital

Mutilation) Act 1996 ‘
performed’

‘It is illegal to take a person (child) from Victoria to have FGM procedures

* ‘s162 (c) The child has suffered, or is likely to suffer, significant harm as a result
of physical injury and the child’s parents have not protected, or are unlikely to
protect, the child from harm of that type’

Children, Youth and Families °
Act 2005

‘s162 (e) The child has suffered, or is likely to suffer emotional or psychological

harm of such a kind that the child’s emotional or intellectual development is, or is
likely to be, significantly damaged and the child’s parents have not protected, or are
unlikely to protect, the child from harm of that type’

* 5184 Professionals such as education staff, police, medical and nursing staff
are mandated to report FGM to the Secretary (Department of Human Services) if

they form a ‘belief on reasonable grounds that a child is in need of protection’

FGM IN AUSTRALIA

Australia is home to diverse communities from
regions where FGM is practiced. Although there
is little evidence to determine whether FGM is
being practiced in Australia, it is documented that
a number of medical officers received requests to

(Adapted from RWH 2008)

it is equally important not to assume that
individuals or groups are likely to practice FGM.

Community attitudes towards FGM vary
considerably, even within a given community.

perform FGM (Ryan 1994; cited in Ogunsiji et al.

2007).

While it is important to be aware that FGM can
occur in Australia despite the current legislation,

Such beliefs and attitudes can also change with

time. Therefore service providers need to facilitate
change by adopting a culturally appropriate and

inclusive educational approach when working with
target communities.

REFERENCES
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CHAPTER 2: UNDERSTANDING FGM

This chapter provides and overview of the different types of FGM,
their implications for women’s health and wellbeing and a summary

of cited reasons for FGM.

TYPES OF FGM

The World Health Organisation (WHO) first
introduced a classification system for FGM

in 1995 to aid gynaecological examinations
and ensure the comparability of data collected

around the prevalence, trends and types of FGM.

However, this classification did not reflect the
variations that occurred in practice.

In 2008, following consultations with technical
experts, the WHO introduced a modified
classification system. This modification comprised
a change in the typology of each type of FGM
with the introduction of new subcategories. Table
1 depicts a comparison between the 1995 system
and the modified classification system.

MAMA AND NUNU 2 + SECTION 1: Female Genital Mutilation 11



Table 1:

Comparison between the WHO 1995 typology and the 2007 modified typology of FGM
(adapted from WHO 2008 p. 24; Braddy and Files 2007, p. 159).

TYPEI

TYPE I

TYPE Il

TYPE IV

FGM Type

WHO typology 1995 WHO modified typology 2007

Diagram of affected areas

rtial or total removal of the
oris and/or prepuce only
itoridectomy).

pe la: removal of the clitoral
od or the prepuce only.

pe Ib: removal of the clitoris with
prepuce.

Type |

rtial or total removal of the

oris and labia minora, with or
hout excision of the labia majora
cision).

pe lla: removal of the labia
nora only.

pe llb: partial or total removal of
clitoris and the labia minora.

pe llc: partial or total removal
the clitoris, the labia minora and
labia majora.

rrowing of the vaginal orifice

h creation of a covering seal by
tting and appositioning the labia
nora and/or the labia majora,

h or without excision of the

oris (infibulation).

pe llla: removal and apposition
the labia minora.

pe llib: removal and apposition
the labia majora.

Type lll

classified. Includes all other
rmful procedures to the

ale genitalia for non-medical
rposes, for example, pricking,
rcing, incising, scraping and
uterization.

12 MAMA AND NUNU 2 * SECTION 1: Female Genital Mutilation
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INFIBULATION, DEFIBULATION AND REFIBULATION
In communities where type Ill FGM is practised, girls undergo infibulation, where the vaginal

orifice is narrowed by cutting and appositioning (or stitching) of the labia minoras or majoras
with or without excision of the clitoris.

Years later, when the woman becomes pregnant and approaches labour, the circumcision

is undone by the traditional birth attendant (defibulation). Once the woman gives birth and
recovers from labour, the circumcision is then restored (refibulation). This process is repeated
with each pregnancy and has long lasting effects on the woman'’s health.

Refibulation is recognised as a form of FGM, therefore it unlikely that requests for refibulation
will be granted

RATIONALE FOR FGM
A number of reasons are cited for the practice of FGM including religious observance,
increasing fertility and preventing promiscuity.

nt Meci ; unity E
& Divorce Forcing FGMon %,
f\" Refusal to marry women from other Z
] uncircumcised tribes who marry into 3
% woman circumcised 3
N
% S

Religion

Necessary for
spiritual cleanliness

& %
Using fear of Poems, songs that g
g punishment by God celebrate circumcision and &
% or supernatural forces deride uncircumcised girls \@0
< Q& S
% © ¢
"Cement k™ Muniy, Enfo‘c’e((\

Figure 1: Factors contributing to the continuity of FGM (WHO 1999, p. 7).
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FGM is deeply embedded

in the culture of many FGM
practicing communities. It is
often considered part of a
woman’s identity and a symbol
of her membership within the
community. In some cultures,
FGM is performed as part of a
girl’s ‘coming of age’ celebration
and to indicate her readiness for
adulthood and marriage.

Parents (especially mothers)
may believe that it is their duty
to ensure that FGM has been
performed on their daughters.
Girls who undergo FGM are
believed to be more accepted
in their community and are
deemed suitable for marriage.
This is particularly important
in societies where women are
highly dependent on men for
income and support as men
may refuse to marry a woman
who has not undergone FGM.

Women are often compelled

to uphold the practice of FGM
because of pressure from
extended family, peers and
community members. Families
that discontinue the practice
may be excluded from their
community and social networks.

Some migrant communities in
Australia might want to continue
to practice FGM as a way of
preserving their own culture,
especially if they fear losing
their cultural identity. However,
the rationale for continuing

the practice of FGM can be
challenged upon migration

and settlement in Australia.
Examples of this include the
legal status of FGM in Australia,
the diminished influence of
practicing communities following
migration and increased
opportunities for education and
employment.

14 MAMA AND NUNU 2 + SECTION 1: Female Genital Mutilation
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FGM AND WOMEN'S HEALTH

IMPLICATIONS FOR WOMEN'S HEALTH

There are no known health benefits associated FGM has a range of implications for women’s

with FGM according to the World Health

Organisation. The practice can have lasting

short and long-term complications. Health

health and wellbeing. These will vary according to
the type of FGM performed, the conditions under
which it was performed and the skill of the person

complications can vary between women and can performing FGM. Table 2 depicts a number of
occur at any time in life. Depending on the type implications for women’s health and wellbeing
of FGM, some women may not suffer from, or be associated with each type of FGM.

aware of, any complications.

Table 2: Implications of the different types of FGM (adapted from WHO 2008; RHW 2008)

Menstruation x x
Hygiene x x
Physical

exg;Ii(:;tions x x

Pap tests x x

Reduced Reduced

During sex sexual sexual

response response

Pregnancy x x

Birth: woman x x

Birth: newborn x x

Slow menstrual flow and accumulation of
menstrual blood x

Reduced menstrual and urinary flow
leading to increased risk of infections

Difficulty with physical examinations

Pain and discomfort during pap tests

- Difficulty with sex (forced penetration/
defibulation)

X X X X

- Reduced sexual response
- Difficulty with regular examinations

X

- Accumulation of mucosal secretions that
normally increase during pregnancy

- Prolonged labour

- Defibulation may be needed to allow
childbirth X

. Increased risk of obstetric fistula

Risk of foetal distress x

Psychological trauma due to pain, shock and use of physical force. Potential for
Psychological psychological distress due to health professionals’ refusal to refibulate women
with type Il FGM following childbirth.

Social/cultural

x = no documented implications

Women may be excluded from their community if they do not have FGM, which
can have negative implications for their social and economic status

MAMA AND NUNU 2 - SECTION 1: Female Genital Mutilation 15



FGM is known to cause long-
term complications for women.
Women can suffer from chronic
pain (including back and pelvic
pain) and excessive scarring at
the site of the cutting. Women
and girls can also experience
severe pain, psychological
trauma, shock and/or excessive
bleeding. They can be at risk of
acquiring infections and/or HIV/
AIDS because of the use of non-
sterile/contaminated instruments.
Infections, shock and excessive
bleeding can cause death.

FGM can also affect the
psychological wellbeing of
women. Examples include
anxiety, depression, fear of
sexual intercourse and reduced
sexual enjoyment.

Women with type Ill FGM can
suffer from reduced flow of urine
and menstrual blood. Women
might have difficulty in urinating
and might experience painful
periods. As a result, they might
be at risk of recurrent urinary and
reproductive tract infections.

Women with type Ill FGM

also risk complications during
childbirth in Africa. The
narrowing of the vaginal opening
that is caused by type IIl FGM
can obstruct and prolong
labour, thereby increasing the
risk of infant death. Labour
obstruction can also increase the
woman’s risk of haemorrhage,
tearing and obstetric fistula.
Obstetric fistula is an opening
that occurs between the
vagina and the bladder and/or
rectum and causes continual
and uncontrollable leakage of
urine and/or faeces. Women
with obstetric fistula are often
excluded from the community
because of the stigma attached
to their condition.

In Australia, women with type I
FGM may choose to undergo
defibulation during pregnancy or
birth. Defibulation is a procedure
whereby ‘the scar associated
with FGM’ type Il is opened
(Jenkins & Nanayakkara 2008).
Women may choose to undergo
either a complete or partial
defibulation. However, women
who opt for partial defibulation
may need an anterior episiotomy
upon delivery.

Women who have undergone
defibulation for childbirth

might wish to be refibulated.
Refibulation is a procedure
where type lll FGM is restored
by narrowing the vaginal orifice.
Refibulation is common in
communities where type Il
FGM is practiced; however it is
generally considered illegal in
Australia.

Defibulated women might be
concerned that they cannot be
refibulated in Australia. They
might be anxious about how this
will affect their physical health
and may need counselling by
health professionals.
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CHAPTER 3:FGM IN AFRICA

This chapter focuses on FGM in Africa and provides an overview
of the status of health care and women’s health across Africa.

Prevalence of FGM in Africa
FGM is practiced worldwide,

but it is most prevalent in

Africa. Figure 1 illustrates the
prevalence of the practice across
Africa. The estimated prevalence
of FGM in Somalia and Djibouti
is 97.9% and 93.1% respectively
neither of which are shown in
figure 2 (WHO 2008). In Sudan,
FGM is more prevalent in the
northern region of the country.

As seen on the map, FGM is
most prevalent in the Horn of
Africa region (Djibouti, Eritrea,
Ethiopia and Somalia) and some
parts in West Africa (including
Mali and Guinea).

Group 1: 80% or more
Group 2: 25% - 7%
Group 3: 1% - 24%
FGMIC not widely practised
Mo data available

Figure 2: FGM prevalence in Africa (UNICEF 2005)
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Overview of FGM

FGM is mostly performed by a
traditional midwife or circumciser,
often using non-sterile
instruments (such as razors)
without anaesthesia. FGM is
performed on girls who are a few
days old or between 4-14 years
of age. It is also performed on
women prior to marriage, during
pregnancy or after giving birth.

In some countries, FGM

is performed by health
professionals (doctors or nurses)
at hospitals and clinics.

Legal status of FGM in
Africa

FGM is illegal in a small number
of African countries, including
Burkina Faso, Djibouti, Cote
d’lvoire, Ghana, Senegal and
Togo. However, wars, political
unrest and poverty have
impacted on the effectiveness of
the legislation in some countries.

Other approaches to
addressing FGM in Africa
The medicalisation of FGM was
adopted by some governments,
non government organisations
(NGOs) and health professionals
as a ‘harm-reduction’ strategy to
reduce immediate health risks
associated with FGM (WHO
2008). However, the WHO
considers this strategy to be a
violation of women’s and girls’
right to life, physical integrity and
health. The WHO also state that
health professionals who perform
FGM are violating the medical
ethic of ‘Do no harm’.

HEALTH AND
HEALTH CARE
SYSTEMS IN
AFRICA

Africa

War, political unrest, droughts
and poverty continue to affect
various regions in Africa. The
Horn of Africa region (Djibouti,
Eritrea, Ethiopia and Somalia),
in particular, is currently facing
a crisis caused by droughts and
armed conflicts.

Health status of Africa
Africa is home to 14 percent
of the world population, 25
percent of global disease but
only around 1 percent of global
health workers. Africa also has
the highest maternal mortality
ratio in the world, at 1000
deaths per 100,000 live births.
Causes of maternal death are
attributed to severe bleeding,
sepsis, pregnancy-induced
hypertension, unsafe abortion,
obstructed labour and ectopic
pregnancy. Indirect causes
include malaria, anaemia and
HIV/AIDS.

Worldwide, women account for
50 percent of HIV infections,
which has severe implications
for pregnant and breastfeeding
women who are at risk of
transmitting the infection to their
children.
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Health care systems
Health care systems in many
African regions are highly
under-resourced and under-
funded. Governments often
fail to prioritise health care and
the health system is weakened
by shortages in the number

of health professionals and
inadequate planning and
funding.

Access to health care
People mostly rely on traditional
medicine in areas where

health care is expensive or not
available. It is reported that
about 80 percent of Africans
use traditional medicine in

their lifetime (Samba 2003).
Traditional medicine is cheaper
and more readily available
than western medicine. It

also constitutes part of the
local culture in many African
communities.

Practitioners of traditional
medicine have a large client
base and are well respected in
the community for their important
services. This includes traditional
birth attendants, who are heavily
relied upon for their skill in areas
where health services are almost
non-existent. They also provide
cultural and holistic support for
women in labour.

‘Village birth attendants are
experienced and know what to
do even if they are untrained.
They help with the birth and
can come to check on your
baby and its navel.’

(Sudanese focus group)



Women’s health
Preventative health is largely
unfamiliar in Africa. As a result,
procedures such as pap tests
and breast screening are not
be available in many countries.
The concept of health is often
only understood as physical
health and health services are
not accessed unless a physical
illness is experienced.

‘We don'’t have this in Africa.
If you have symptoms like
headache you go to the
doctor to find out the cause.
You only find out you are sick
by accident. Sometimes the
doctor won'’t find out what you
had until you are dead. Then
he’d say “Ah. He had cancer.”

We don’t have those modern
checking techniques.’

(Sudanese focus group)

Sexual and reproductive health
is rarely conceptualised as a
health issue and women might
not regard it as part of their
general health. In addition,
sexual health is often regarded
as a private matter that is not
discussed with others.

Within Australia, African women
can find it difficult to prioritise
their own health and wellbeing
because of settlement issues
and competing priorities related
to their role as carers. As a
result, women do not always
access health services in a
timely manner.

Pregnancy and birth

Many African cultures are
communal and women often
form strong networks with female
friends, relatives and community
members. These social networks
provide an important form of
support for women, particularly
during pregnancy and childbirth,
where the role of men is often
limited.

A range of factors including
education, ethnicity, religion and
cultural beliefs influence African
women’s understanding and
beliefs around pregnancy and
birth. Pregnancy and birth tend
to be viewed by African women
as a natural and integral part

of life. This is apparent in the
traditional practices associated

with pregnancy and childbirth.
Female friends and relatives
look after a pregnant woman
by providing her with herbal
remedies, nutritious food and
traditional self-pampering
practices. Childbirth is also
considered a natural process
and pain is often handled
without medical intervention or
anaesthetic.

‘In the villages there is no
care, maybe care is provided
a month away from delivery.
A midwife is not contacted
until near delivery time to
help with the birth. Other
ladies also help with the birth.
Sometimes you give birth
alone; you receive your baby
while waiting for the birth
attendant to come. A man can
help with the birth but only if
you are alone and need help
and he was available. Just by

coincidence.’

(Sudanese focus group)
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CHAPTER 4: IMPROVING ACCESS

This chapter provides an overview of factors contributing to the uptake
of information, services and support by African women affected by
FGM and suggestions for improving women’s access.
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FACTORS IMPACTING ON WOMEN'S ACCESS

Culture

Culture refers to a set of
characteristics shared by
members of a group. These can
be spiritual beliefs and practices,
values, customs, spoken
language, diet and style of
communication. Cultural beliefs
and attitudes can influence

how a person understands

and experiences health, iliness
and health care. Cultural and
religious beliefs can also impact
on how and whether a person
accesses a particular health
service.

Culture is not fixed and is
subject to change. A person’s
cultural beliefs and attitudes
around health can be influenced
by factors such as their
socioeconomic status, education,
religious beliefs, migration,
settlement experiences and
exposure to other cultures.

It is important not to make
assumptions about women’s
needs and preferences based
only on their cultural and ethnic
background. Rather, emphasis
should be placed on identifying
the individual beliefs, values
and health needs of women and
how to best meet those needs
in a relevant and culturally
appropriate manner.

FGM

FGM affected communities
continue to face a number of
challenges upon migration to
Australia, including culture
shock, which involves trying to
manage and adapt to different
values and ideals while trying to
remain true to one’s culture.

Women from communities
where FGM is practiced can be
shocked to learn that FGM is
illegal in Australia and is often
portrayed negatively. For many
African women, FGM is more
than just a tradition; it is integral
to their cultural identity.

It is important to be aware that
FGM comes in many forms, that
not all African women have FGM,
and that some women affected
by FGM will not experience any
difficulties.

FGM means different things
to different women depending
on their cultural, religious

and personal beliefs. Women
might not be confident asking
questions relating to FGM,
nevertheless, they need to be
informed early in their pregnancy
of the possible effects and
procedures related to FGM
before and after birth.

Health care system

African women might not be
familiar with Australia’s complex
health care system and can find
it difficult to access and navigate.
As a result, they might feel
overwhelmed and intimidated.
This can be attributed in part to
low health literacy, which is ‘the
degree to which individuals have
the capacity to obtain, process,
and understand basic health
information and services needed
to make appropriate health
decisions’ (Joint Committee

on National Health Education
Standards, 1995).

African women might not be
familiar with medical procedures
and might not trust health

care service providers. Many
African women come from an
oral culture where information

is usually passed via word of
mouth (usually from older, more
experienced women). This

can be problematic for women
settling in Australia, where health
information is largely shared in
written form, especially if they
are illiterate or not proficient in
English.

Women might be reluctant to
access complicated health
systems because of competing
priorities, lack of familiarity with
services, lack of knowledge
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about how to access services,
as well as failure to recognise
or report symptoms and

health problems. Women

might also feel uncomfortable
undergoing medical procedures
and processes that, to them,
seem intrusive, unnecessary

or inappropriate. This might
result in the late presentation of
African women to services (e.g.
during labor) and a reluctance to
undergo recommended medical
procedures or treatments.

Women might also have limited
access to health services
depending on their eligibility

for Medicare and concessions.
Eligibility varies and is dependent
upon the visa conditions of
women (e.g. refugee, spouse or
family reunion subclass) and/or
the family’s total income. Women
who are not eligible for Medicare/
concessions may be forced to
pay for health services.

Health and wellbeing

Issues faced during settlement
can influence women’s health
and wellbeing. These include
culture shock, language barriers
and competing demands and
priorities faced by newly arrived
migrants such as employment,
housing and health. Women may
often feel isolated because of

a lack of social and familial ties
(especially with other women)
and the reality of living in a vastly
different culture. They might also
be grieving for the loss of family,
friends and/or belongings.

It is important to note that the
experience of migration and
settlement can vary between
women, depending on their
situation prior to migration and
the circumstances under which
they migrated.

Women might also be concerned
about the vast differences
between the western medical
approach to pregnancy and birth
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and the ‘holistic’ approach of
their African culture. They can
be intimidated by the complex
health system and might be
reluctant to access health
services (e.g. during pregnancy)
especially when they do not
understand medical processes
and/or procedures.

Women from FGM practicing
communities are often shocked
to learn that FGM is illegal in
Australia. This can present a
problem for women wishing to
have FGM performed on their
young daughters.

Undergoing defibulation before
childbirth can be difficult for
women with type Il FGM who
might want to be refibulated
following childbirth, as
refibulation is unacceptable in
Australia. This can impact on
the women'’s overall wellbeing,
their perception of their bodies
and perceived status within their
communities.
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IMPROVING ACCESS
Working with African
women

When interacting with African
women, it is important to
maintain a respectful and non-
judgmental attitude, without
making assumptions based

on the appearance, cultural

or religious background, as
you would with all women

you work with. It is important
to maintain a friendly and
professional approach, to avoid
unrealistic expectations and to
be clear about your role and
responsibilities.

It is important to record

relevant details of women as
accurately as possible. This
includes country of birth, cultural
background and preferred
language (for interpreter
purposes). Use simple language
when asking questions and
avoid excessive medical jargon.
Women might not be familiar with
basic health topics and concepts.
Establish what they are familiar
with and build your discussion
around their knowledge base.

It is important to remember

that the English proficiency of
women will vary considerably.
Avoid using judgmental words or
terms, for example, use ‘female
circumcision or cutting’ rather
than ‘female genital mutilation’.

Discuss with the woman what
the practice means to her and
what it means in Australia and
how she feels about it. This
should be a two-way discussion
and should not include lecturing
her about what is wrong and
what is right. Build rapport and

trust with women by outlining the
aim of your discussion and what
you are mandated to report.

Offer female practitioners or
interpreters where appropriate
and available or requested by
women.

Conducting physical
examinations

Some African women can
find physical examinations
confronting and intimidating.
Therefore, it is important to:

- Clearly explain what the
examination is for and why it is
needed

- Maintain a relaxed atmosphere

- Ask women only what you need
to know and to be clear about
why you are asking, how this
information is relevant and will
help you to best meet their
needs

- Ensure that examinations are
as non-intrusive as possible

- Be aware that FGM occurs
in many forms and might be
difficult to identify

- Use female practitioners where
possible

Maintaining and ensuring
confidentiality

Confidentiality is particularly
relevant when using interpreters.
It is likely that interpreters from
small community and language
groups will be familiar with the
woman, her family or partner.

In this instance, it might be
appropriate to seek a telephone
interpreter.

Women might be concerned
that having an interpreter could
compromise their privacy and
confidentiality. They might

also request that family or
friends act as interpreters.
However, in the interest of
maintaining confidentiality and
for professional purposes, it is
good to avoid using family and
friends as interpreters. Instead,
encourage women to use family
and friends for other forms

of support such as attending
appointments.

It is also important to inform
women whether or not your
services are confidential and
the circumstances under which
confidentiality or privacy could
be breached, as both of these
concepts will be unfamiliar to
many women.

Making appropriate referrals
Be aware of health services

in your catchment area and
what services they provide, to
ensure you make appropriate
referrals. Be aware of any
specific requirements such as
language, location, cost and
childcare provisions that are
essential to facilitate access.

In addition, consult with other
service providers, community
workers, bicultural workers and/
or FARREP workers.
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Using interpreters

When discussing FGM, women
are likely to be more comfortable
with a female interpreter. Ensure
that the interpreter is fluent in
English, the woman’s language,
and proficient in health or
medical jargon that is required.
It is also important to ensure
that the interpreter maintains a
professional attitude, complies
with confidentiality regulations
and is not known to the woman.

When using interpreters ensure
that you explain to all women
that confidentiality will be
maintained, and that interpreters
are required to interpret
accurately without editing, adding
or omitting any information.
Explain clearly that a failure to
do so will result in a breach of
confidentiality and outline the
subsequent consequences

for interpreters. Providing this
information to the woman can
help her better understand her
right to confidentiality when
accessing your service. A similar
brief can also be provided to the
interpreter before you invite them
to attend a session.

Producing and translating
written material

When producing written

material aimed at the African
community, consider the aim of
your publication and its intended
audience (e.g. newly-arrived
African women). In addition, it

is important to take into account
that many women are not literate
in English or their own language.

Ensure that the written
publication is:

- Appropriate for the intended
audience

- Clear and concise
- Written using simple language

- Visually appealing

In addition, ensure that
translated material is:

- Translated professionally
- Not translated word for word

- Translated while taking into
account the cultural/social
context of the targeted group

- Checked for appropriateness
by bi-cultural workers, where
relevant

———

Flexibility

For many women, arriving on
time for an appointment can be a
challenge. This may be attributed
to a range of reasons including:

- Poor or limited English
proficiency / illiteracy

- Lack of familiarity with
bureaucracy

- Lack of familiarity with an
appointment system

- Lack of available transport

- Dependence on spouse or male
family member for transport
when attending appointments

- Lack of child care
- Poor health literacy

- Competing demands and
priorities

It is important to inform women
about your availability, nearest
public transport, cost of services
and whether or not appointments
are required. Information

about cancellation policies,
calling to reschedule or cancel
appointments and the availability
of childcare is also important
when facilitating access.

Further information about working with African
women affected by FGM and improving their
access to health services is included at the

end of each of the fact sheets included in this
manual.
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CcHAPTER 5: FARREP

This chapter provides an overview of the Family and Reproductive Rights
Program (FARREP) and how it is delivered at Women'’s Health West.

FAMILY AND REPRODUCTIVE RIGHTS EDUCATION PROGRAM (FARREP)
FARRERP is a Victorian program that was first established in 1998, following

the introduction of the Crimes (Female Genital Mutilation) Act 1996 as a

primary health response for FGM affected communities (DHS 2009).

Philosophy

FARREP acknowledges the
importance of flexibility and
cultural responsiveness when
working with the community.
FARREP also recognises

the importance of delivering
community education and health
promotion services that take into
account the cultural diversity
and the capacity of the target
community.

Aim

FARREP is funded by the
Department of Health. Family
Planning Victoria (FPV) manages
the statewide health promotion
plan through its FARREP
Facilitator role (DHS 2009).

FARREP aims to:

1. Strengthen the knowledge [of
target communities] about FGM
and support changes to their
attitudes about the practice to
prevent its occurrence.

2. Increase access to timely
and appropriate sexual and
reproductive health services

by women and girls from
communities that could practice
FGM.

3. Build the capacity and
expertise of mainstream

and specialist sexual and
reproductive health services
to deal with women and girls
affected by or at risk of being
affected by FGM.

(DHS 2009, p.2)

FARREP employs bicultural
workers from a range of cultural
backgrounds and language
groups in different settings such
as hospitals, community health
services and women’s health
services. The role of FARREP
workers is shaped in part by
whether they are funded to
provide direct care or health
promotion. According to DHS
(2009):

1. Health promotion —
FARREP workers work with
communities and stakeholders

in developing, implementing and
evaluating local health promotion
interventions with the aim of
preventing the occurrence of
FGM and increasing the quality
of care and access to sexual and
reproductive health services for
communities.
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2. Direct care - FARREP
workers work with individuals,
couples, families and groups to
provide assessment, therapeutic
intervention, practical assistance,
support, referral and advocacy
with the aim of achieving harm
reduction, and/or improved
quality of life, social function and/
or health.

For more information
about FARREP:

DHS FARREP Interim guidelines Fttp://www]
health.vic.gov.au/vwhp/downloads/interim |

puidelines Z.de

DHS FARREP website
http://www.health.vic.gov.au/vwhp/farrep.htr

FARREP AT WOMEN'S
HEALTH WEST (WHW)
Women'’s Health West

(WHW) is a women'’s health
organisation committed to
improving the health, safety
and wellbeing of women in the
western metropolitan region of
Melbourne.

The FARREP team is located
within the Health Promotion,
Research and Development
(HPR&D) team. It is managed
by the Sexual and Reproductive
Health Coordinator and employs
two part time workers, both of
whom are from Africa.

Through our FARREP program,
WHW works with African women
from communities affected by
FGM who are living or working in
Melbourne’s west.
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WHW FARREP provides
information and support to
women through community
information sessions on women'’s
health and specific projects
aimed at the particular needs of
different groups of women.

WHW FARREP workers also
develop and provide resources,
training and secondary
consultation for health
professionals and services
working with African women
affected by FGM.

For more information about
FARREP at Women’s Health
West, contact:

Women’s Health West
317-319 Barkly Street
Footscray, VIC 3011
Phone: (03) 9689 9588
Fax: (03) 9689 3861
http://lwww.whwest.org.au/
community/african.php
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http://www.health.vic.gov.au/vwhp/downloads/interim_guidelines_2.pdf
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http://www.health.vic.gov.au/vwhp/farrep.htm
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FARREP SERVICES ACROSS VICTORIA

Organisation

Banyule Community
Health

City of Darebin Youth
Services

Doutta Galla Community
Health Service

Mercy Hospital for
Women

Multicultural Centre for
Women'’s Health

North Yarra Community
Health

Royal Women’s Hospital

Southern Health (Greater
Dandenong Community
Health Centre)

Western Region Health
Centre

Women'’s Health in the
North

Women'’s Health West

Phone

9450 2063

8470 8004

8378 1642

8458 4150

9418 0999

9411 4333

8345 3058

Dandenong
8792 2200

Springvale
8558 9000

8398 4100

9484 1666

9689 9588

Website

www.bchs.org.au

www.youth.darebin.vic.gov.au

www.doutta.org.au

www.mercy.com.au

www.mcwh.com.au

www.nych.org.au

www.thewomens.org.au/
femalegenitalmutilationcutting

www.southernhealth.org.au

www.wrhc.com.au

www.whin.org.au

www.whwest.org.au

Geographical
coverage

Banyule
Darebin

City of Moonee
Valley and
Melbourne (inner
west region)

Metropolitan
Melbourne
(emphasis on
northern region)

Statewide

City of Yarra and
Carlton

Statewide

City of Greater
Dandenong

Western
metropolitan region

Northern

metropolitan region

Western
metropolitan region
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CHAPTER 6:RESOURCES
This chapter provides a list of useful resources for each topic including
international and national articles, books, websites and government publications.

RESOURCES ON FGM

DHS Interim guidelines http:/]
www.health.vic.
downloads/interim

DHS FARREP website
http://www.health.vic.gov.au
vwhp/farrep.ht

Jenkins, G. and Nanayakkara,
S. 2008, ‘Female Genital
Mutilation’, Ethics and Religion,
vol. 10, no. 2.

Natoli, L., Renzaho, A.M.N. and
Rinaudo, T., 2008, ‘Reducing
harmful traditional practices in
Adjibar, Ethiopia: lessons learned
from Adjibar Safe Motherhood
Project’, Contemporary Nurse,
vol. 29, pp. 110-119.

Rahman, A. and Toubia, N.,
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a guide to laws and policies
world-wide, Zed Books, New
York.
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immigrant women in Australia’,
Contemporary Nurse, vol. 25, no.
1-2, pp. 22-29.

United Nations Children’s Fund
(UNICEF) 2005, Female Genital
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exploration, Geneva.
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statement, Geneva.

Women’s Health West, 2009,
Female Genital Mutilation: Fact
sheet.


http://www.health.vic.gov.au/vwhp/downloads/interim_guidelines_2.pdf
http://www.health.vic.gov.au/vwhp/downloads/interim_guidelines_2.pdf
http://www.health.vic.gov.au/vwhp/downloads/interim_guidelines_2.pdf
http://www.health.vic.gov.au/vwhp/downloads/interim_guidelines_2.pdf
http://www.health.vic.gov.au/vwhp/farrep.htm
http://www.health.vic.gov.au/vwhp/farrep.htm

AFRICAN WOMEN'S
HEALTH

Mayes, C., Abbas, R. and
Omarit, R., 2008, ‘Promoting
Good Sexual and Reproductive
Health Amongst African
Women’, WHW News, Edition 3,
Melbourne, p. 15.

Women'’s Health West, 2009,
Working with African Women to
Address their Health Needs: Fact
sheet.

WORKING WITH
INTERPRETERS

Pardy, M., 1995, Speaking

of Speaking, Women and
Interpreting project, Melbourne.

RCH, 1985, ‘Effective use of
interpreters in the health care
setting’, Video available from
J.W. Grieve library.

MULTICULTURAL HEALTH
RESOURCES

PapScreen Victoria, 2008,
Spreading the Word: cervical
cancer prevention, Melbourne.

CULTURE AND HEALTH

Cape, K., 1993, Birth in a New
Country: the birthing needs of
non-English speaking women

in the west, Western Hospital,

Melbourne.

Liamputtong, P., 1999, Living
in a New Country, Ausmed
Publications, Melbourne

Morris, K. and Hamilton, C.,
1994, Health Choices our
Voices - Non English speaking
background women speak
out! Women'’s Health West,
Melbourne.

Multicultural Health and Support
Services, 2008, Working with
Culturally and Linguistically
Diverse Communities on

Issues Relating to Blood Borne
Viruses (BBV) and Sexually
Transmittable Infections (STI),
Melbourne.

Murphy, L., 2000, Negotiating
Cultural Change and Maternity
Care - From the Horn of Africa to
the Mercy Hospital for Women,
Mercy Hospital for Women,
Melbourne.

Reid, J. and Tromp, F., 1990,
The Health of Immigrant
Australia. Harcourt Brace and
Jovanovich.

SECTION 2: Working With African Women « MAMA AND NUNU 2 31






SECTION|3:|[FACT,SHEETS

Each fact sheet provides practical information aimed at improving access and work
undertaken with African women affected by FGM during pregnancy and birth.

1: PREGNANCY AND BIRTH 3: SEXUAL AND REPRODUCTIVE
- Traditional practices and experiences of HEALTH
African women during pregnancy and - Traditional beliefs and experiences of
birth African women regarding sexual and

" . reproductive health
- Impact of traditional practices and

experiences on African women’s - Impact of traditional practices and
understanding of and access to experiences on African women’s sexual
pregnancy and birthing care in Australia  and reproductive health in Australia

- Issues related to FGM during - Things to consider when addressing
pregnancy and birth the sexual and reproductive health of

, , _ _ African women affected by FGM
- Things to consider when working with

African women affected by FGM during - Improving access to sexual and
pregnancy and birth reproductive health services for African

. . women affected by FGM
- Improving access to services for

African women affected by FGM during

pregnancy and birth 4: YOUNG AFRICAN WOMEN
- Expectations of roles and responsibilities of

young women in Africa
2: POSTNATAL SUPPORT

- Traditional practices and experiences of . Impact of expectations on the sexual
African women following birth and reproductive health of young African

" . women in Australia
- Impact of traditional practices and

experiences on African women’s health . FGM and young African women

and wellbeing in Australia
- Things to consider when working with

- Things to consider when working young African women affected by FGM
with African women affected by FGM : _

African women affected by FGM
- Improving access to services for African

women affected by FGM following
pregnancy and birth 5: FAMILY VIOLENCE

- Views on family violence
- Impact of migration and settlement

- Improving women’s access to family
violence services






women’s health west

FACT SHEET 1

[PREE * L’#I&liké'i?m DIBIRTH

Mama and Nunu 2 (MN2) is a manual for health professionals and those working
with African women affected by FGM during pregnancy and birth. MN2 aims to
increase the knowledge, expertise and capacity of health professionals and services
involved in working with African women affected by FGM during pregnancy and

birth and in doing so, promote access to timely and appropriate services by African
women.

This fact sheet provides an overview of some of the traditional
practices and experiences of African women during pregnancy
and birth and how these can affect their understanding of

and access to pregnancy and birthing care in Australia. We
recommend this fact sheet be read in conjunction with sections
one and two of this resource.

TRADITIONAL PRACTICES AND EXPERIENCES
OF AFRICAN WOMEN DURING
PREGNANCY AND BIRTH IN AFRICA

Africa is a large continent and hosts a multitude of ethnic, cultural and religious groups. It is important
to recognise that the experience of African women during pregnancy and birth is not only influenced by
cultural and religious beliefs, but also by a variety of other factors.

Women’s business

In most traditional African
communities, pregnancy and
birth are largely viewed as
‘women’s business’ and men’s
involvement in this area is often
minimal. A woman traditionally
receives advice and support from
female friends and relatives.

Cultural beliefs

Cultural beliefs and practices can
influence a pregnant woman’s
level of activity, dietary choices
and birthing preferences. For
example, a pregnant woman
might be told to avoid consuming
rich/fatty foods to avoid giving
birth to a large baby (Sudanese
focus group). In some parts

of Africa, pregnant women

might also be encouraged

to consume highly nutritious
foods (Burundian focus group)
and herbal teas or traditional
remedies to soothe pain or
discomfort.

familiar with clinical aspects
of antenatal care, including
ultrasounds and screening for
foetal abnormalities.

Some women may be concerned
about procedures like induction
of labour or caesarean section
and their perceived harm

or possible effect on future
pregnancies.

Pregnancy and childbirth
There is a traditional emphasis
on having a ‘natural’ birth and
pain is often accepted as a
normal part of this process
(Adams & Adam 2001). This is
particularly the case in regions
where there is little or no clinical
support for women antenatally
and during childbirth. Women

in rural areas often rely on
traditional birth attendants

for care during pregnancy,
childbirth and postnatal recovery
(Sudanese focus group). As

a result, women might not be

Access to services

Health care is usually more
available in urban areas, but is
often inaccessible or expensive.
Women who have access to
and can afford clinical care
experience pregnancy and
childbirth differently to the
majority of women living in
Africa.
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IMPACT ON PREGNANCY AND BIRTHING CARE IN
AUSTRALIA

Women'’s experiences and expectations of pregnancy and birth can
vary depending on past experiences, different birthing practices and
availability of health care services in country of birth.

Pregnancy and childbirth

Some women may be unfamiliar with the western medical approach
to antenatal care including procedures such as antenatal screening,
ultrasounds and caesarean births. They can perceive these
procedures as inappropriate from a cultural and religious perspective
and might try to avoid them. As a result, women can be at risk of

late presentation (e.g. during childbirth) which can in turn affect the
outcome of their pregnancy.

Absence of support networks

Women living in Australia without their extended family can be
worried about giving birth on their own. They might not be able to
develop strong social networks because of geographical isolation,
settlement priorities and the impact of pregnancy and raising
children. This can lead to feelings of isolation or an inability to
cope with pregnancy and childbirth in the absence of support and
information from female relatives. As a result, men might find that
that they are required to be more involved in supporting their wives
during pregnancy and childbirth, and to assume the role of carer
previously undertaken by other women.

Issues related to FGM during pregnancy and birth

In their country of origin, women with type Ill FGM (also known as
infibulation) are defibulated (procedure to open the vaginal orifice)
antenatally or during labour to allow childbirth. Women then undergo
refibulation, or the re-narrowing the vaginal opening following
childbirth. According to Berggren et al.(2004), this procedure is
mostly done to restore infibulated appearance of the genitals.
Refibulation is sometimes supported by the husband and women
might consider it essential in maintaining marital relationships as well
as emotional wellbeing, body-image and self-esteem.

It is illegal to perform FGM procedures on a child or adult in Victoria.
As a result, requests for refibulation are unlikely to be granted.
Women can be anxious that remaining defibulated will have a
negative impact on their sexual wellbeing and marital relationships.

For more information about FGM please see
section one, chapters two and three.
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- FGM comes in many forms and
women might not be confident
asking questions about it.

It is important to be aware
that women who are affected
by FGM might be unaware
of which type and of what
unaffected genitalia look like.

- Be aware of the diverse
backgrounds, experiences and
needs of women. It is important
to ask women about their
beliefs, expectations and needs
regarding pregnancy and birth
and to demonstrate respect for
these.

- It is important to ask women
only what you need to know
and to be clear about why you
are asking; explain how this
information is relevant and will
help you to best meet their
needs.

- It is important to provide women
with information early in their
pregnancy of the possible
effects and procedures related
to FGM before and after birth.
Information must be clear and
simple, relevant and culturally
appropriate and must avoid
using technical terms and
jargon.

- Some African women are
unfamiliar with Australia’s

complex health care system,
including routine tests and
procedures. As a result, they
might feel overwhelmed or
intimidated. They might also
feel unable to trust health care
service providers.

IMPROVING ACCESS
TO SERVICES DURING
PREGNANCY AND BIRTH

- Use a welcoming manner and
friendly body language and
maintain a relaxed atmosphere.

- Maintain a non-judgmental and
respectful approach.

- Be clear with women about
what is happening and ensure
that they are informed at every
stage.

- Ask women what relevant
anatomical terms and organs
are called in their language

- Ensure that examinations are
as non-intrusive as possible.

- Inform women whether or not
your services are confidential
and the circumstances under
which confidentiality or privacy
might be breached.

- Where possible use female
interpreters and female
practitioners.

- When using interpreters, ensure
that you explain to the woman
that confidentiality will be
maintained and that interpreters
are required to relay information
accurately without editing,
adding or omitting any
information. Explain clearly
that a failure to do so will result
in a breach of confidentiality
and outline to the woman the
subsequent consequences for
interpreters.

- Inform women that they are
able to call and reschedule if
they are unable to attend an
appointment.

- Provide culturally and
linguistically appropriate
resources.

- Make appropriate referrals
by knowing what services are
available in your organisation or
area and what they can do.

- Consult with FARREP workers
and the target community
where appropriate.
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Mama and Nunu 2 (MN2) is a manual for health professionals and those
working with African women affected by FGM during pregnancy and
birth. MN2 aims to increase the knowledge, expertise and capacity of
health professionals and services involved in working with African
women affected by FGM during pregnancy and birth and in doing so,
promote access to timely and appropriate services by African women.

This fact sheet provides an overview of some of the traditional
practices and experiences of African women following birth and how
these might impact on the health and wellbeing of African women in
Australia. We recommend that you read this fact sheet in conjunction
with sections one and two of this resource.

TRADITIONAL PRACTICES AND EXPERIENCES
OF AFRICAN WOMEN FOLLOWING
PREGNANCY AND BIRTH IN AFRICA

Africa is a large continent and hosts a multitude of ethnic, cultural and religious groups. It is important to
recognise that the experience of African women following pregnancy and birth is not only influenced by
cultural and religious beliefs, but also by a variety of other factors.

Role of women

In Africa, women play an
important role providing care,
information and support following
childbirth. Female friends

and relatives provide support
with household chores and
ensure that the woman and
her newborn have rest. Older
and more experienced women
pass information and advice to
other women in a familial and
communal setting. The role

of women is also important

in promoting familial and
community solidarity.

Role of men

The role of men during this
period can be limited as most
of the support is received from
female relatives. Often, the role
of men is to provide for the family
and be involved in disciplining
children. However, some men
might choose to be more
involved in feeding, changing
and cooking for their children
(Liberian and Burundian focus

groups).

Cultural practice

It is a widespread tradition

for women in Africa to remain
indoors for up to forty days
following childbirth for rest

and recovery. Female friends
and relatives often undertake
household chores and take
care of the woman and her
newborn. This role can include
teaching the woman how to
look after herself and her baby,
information about breastfeeding
and disciplining her children
(Sudanese focus group).
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Breastfeeding

It is common for women to
breastfeed in Africa because
breast milk is regarded as highly
nutritious (Liberian focus group),
readily available and free.
Breastfeeding naturally promotes
bonding between the woman and
her newborn and is traditionally
encouraged by female relatives
who encourage and show
women how to breastfeed.

In Australia, African women who
would traditionally breastfeed
might be reluctant to do so in
public because they perceive it
to be inappropriate. They might
also feel pressure to take up
bottle-feeding because they
perceive this to be the preferred
option in Australia.

IMPACT ON AFRICAN
WOMEN'S HEALTH AND
WELLBEING IN AUSTRALIA

Challenges in maintaining
cultural practices

Cultural practices such as the
forty day resting period can be
difficult to maintain in Australia
because of competing priorities
and the absence of support from
family and relatives.

Women can find it difficult to
manage additional and changing
responsibilities without the
support of female family and
friends. They might also miss
relatives and friends who were

a source of support, knowledge
and information.

Women from oral cultures can
find it difficult to deal with the
Australian health system, where
health information is often shared
in written form. This is particularly
problematic for women whose
English proficiency is limited or
who are illiterate.

Women'’s health and
wellbeing

For many African women,
settling in Australia without their
female relatives and extended
family can be challenging.
Women often miss the social and
familial ties with female relatives
and might find it difficult to
manage childbirth and additional
responsibilities in the home.

The changing role of women,
associated in part with additional
responsibilities and increased
opportunities, in conjunction

with the absence of support
from extended family, can have
a significant impact on the
emotional wellbeing, mental
health and social connectedness
of African women.

For more information please see
section one, chapter three and
section two, chapter five of this
resource.
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- Be aware of the diverse
backgrounds, experiences and
needs of women. Ask women
about their beliefs, expectations
and needs regarding

children and parenthood and
demonstrate respect for these.

- It is important to be aware that
FGM comes in many forms
and that women might not be
confident asking questions
about it. Be aware that women
might not have been provided
with information during their
pregnancy or childbirth about
the implications of FGM,
defibulation and refibulation.

- It is important to ask women
only what you need to know
and to be clear about why you
are asking, explaining how
this information is relevant and
will help you to best meet their
needs

- African women can feel
overwhelmed or intimidated
by the complexity of the
Australian health care system
and might be unfamiliar with
routine tests and procedures.
Provide women with clear,
simple, relevant and culturally
appropriate information.
Information could include
contact details for relevant
services, parenting and play
groups, free and accessible
facilities and appropriate health
information.

- Be aware that women can find it

difficult to access services and
support because of settlement
priorities, competing demands
and family responsibilities

IMPROVING ACCESS

- Use a welcoming manner and

friendly body language and
maintain a relaxed atmosphere

- Maintain a non-judgmental and

respectful approach

- Where possible, allow for

flexibility when scheduling
appointments by ensuring that
appointment times are realistic
and that women are able to
attend

- Provide women with clear

instructions about the location
of services and, where
available, information about
public transport

« Inform women whether or not

your services are confidential
and the circumstances under
which confidentiality or privacy
could be breached

- Where possible use female

interpreters and female
practitioners

- When using interpreters

ensure that you explain to
women that confidentiality

will be maintained and that
interpreters are required to
interpret accurately without
editing, adding or omitting any
information. Explain clearly
that a failure to do so will result
in a breach of confidentiality
and outline the subsequent
consequences for interpreters.

- Provide culturally and

linguistically appropriate
resources

- Make appropriate referrals

by knowing what services are
available in your organisation or
area and what they can do

.- Consult with FARREP workers

and the target community
where appropriate

The Family and Reproductive
Rights Education Program
(FARREP) aims to
improve access to mainstream
health care services by women
from cultures in which Female
Genital Mutilation (FGM)

is sometimes practiced.

For more information about
FARREP at Women’s Health
West, call 9689 9588 or visit

http://www.whwest.org.au/

community/african.php
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Mama and Nunu 2 (MN2) is a manual for health professionals and those working
with African women affected by FGM during pregnancy and birth. MN2 aims to
increase the knowledge, expertise and capacity of health professionals and services
to promote access to timely and appropriate services by African women.

This fact sheet provides an overview of traditional beliefs
associated with the role of African women, childbearing and the
use of contraception and how these can impact on the sexual
and reproductive health and decision making of African women
in Australia. It is recommended that this fact sheet be read in
conjunction with sections one and two of this resource.

TRADITIONAL BELIEFS AND EXPERIENCES
OF AFRICAN WOMEN REGARDING
SEXUAL AND REPRODUCTIVE HEALTH

Africa is a large continent and hosts a multitude of ethnic, cultural and religious groups. It is important to
recognise that the experience of African women regarding sexual and reproductive health can not only
be influenced by cultural and religious beliefs, but by a variety of factors.

Importance of child bearing
For many African communities,
childbearing is an important
aspect of family life and families

are encouraged to have children.

Children are considered as
important assets and provide
much needed support to their
families.

Value of motherhood
Women are often expected to
get married and have children
as part of their natural role

as carers. Motherhood is
highly valued and women can

experience pressure from family ~ Control over fertility

and/or community to have Lack of availability, awareness or

children (Sudanese focus group). ability to access fertility control
measures can impact on a

Contraception woman’s ability to control her

For many families, the choice to  fertility (Natoli et al. 2008). This is

use contraception is influenced  further exacerbated by illiteracy

by personal, cultural and and gender inequality in many
religious beliefs. In many cases,  African communities (Natoli et al.
contraception is not seen as 2008).

appropriate in communities
where having a large family is
the norm, or where contraception
is not accepted for religious or
cultural reasons.
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IMPACT OF TRADITIONAL PRACTICES AND
EXPERIENCES ON THE SEXUAL AND REPRODUCTIVE
HEALTH OF AFRICAN WOMEN IN AUSTRALIA

Changes in lifestyle

Families who migrate to Australia often experience financial pressure
due to the high cost of living and of raising children. This situation
might challenge long-held cultural attitudes towards having large
families.

Families can be faced with the difficult decision of ‘abandoning’

the culture of large families in a situation where the importance of
upholding cultural practices and values is magnified. Changes in
lifestyle, additional expenses and priorities can also affect a family’s
decision regarding children.

Changing role of women

Living in Australia can impose conditions that challenge traditional

gender roles (MHSS 2008), including changing dynamics in sexual
and reproductive decisions (e.g. childbearing and family spacing).

The availability and accessibility of contraception, male
unemployment, low income and higher cost of living in Australia
can influence the way sexual and reproductive decisions are made.
Women can find greater opportunities to access employment and
education, thereby enhancing their active role in the family and
community.

Young women can also experience a generational shift in their
role as women and in their attitudes towards childbearing and
contraception.

Contraception

Women may find that information and resources about contraception
are more available and accessible in Australia than in Africa. Women
often accept or seek contraception because of increasing life
demands, increased opportunities afforded through education and
employment, changing gender roles or financial constraints.

For more information about FGM please see section one, chapters
two and three, section two, chapter five.
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THINGS TO CONSIDER WHEN WORKING WITH
_ YOUNG AFRICAN WOMEN AFFECTED BY FGM 1
TO IMPROVE THEIR SEXUAL AND REPRODUCTIVE HEALTH

- Be aware of the diverse
backgrounds, experiences and
needs of women. It is important
not to assume anything and to
ask women about their cultural
and religious beliefs and how to
best respect these.

- FGM takes many forms and
women might not be confident
asking questions about FGM.
It is important to be aware that
women who have had FGM
might not be aware that they
have had FGM performed,
what type they have and what
unaffected genitalia look like.

- It is important to understand
the context within women
experience and understand
their sexual and reproductive
health. African women might
not see sexual and reproductive
health as part of their overall
health and wellbeing or as a
priority.

- It is important to ask women
only what you need to know,
to be clear about what is
happening, to make sure you
clearly explain what you are
doing and how and why this is
important.

- Use clear and simple language
when discussing sexual and
reproductive health and avoid
using jargon. With the woman'’s
consent, use simple diagrams
to explain anatomical structure
and function or to discuss
medical procedures.

- Embarrassment about sexual
and reproductive health matters
and a lack of familiarity with,
and trust of, services can make
women reluctant to access
necessary services. In many
African communities, sex and
sexual health are not discussed
as they are considered very
private matters.

- Use a welcoming manner and
friendly body language and
maintain a relaxed atmosphere

- Maintain a non-judgemental
and respectful approach

IMPROVING ACCESS

TO SEXUAL AND

REPRODUCTIVE

HEALTH SERVICES FOR

AFRICAN WOMEN

AFFECTED BY FGM

- Be clear with women about
what is happening and ensure

that they are informed at every
stage

- Ask women what anatomical
terms and organs are called in
their language

- Where possible use female
interpreters and female
practitioners

- When using interpreters ensure
that you explain to women
that confidentiality will be
maintained and that interpreters
are required to relay information
accurately without editing,
adding or omitting any
information. Explain clearly
that a failure to do so will result
in a breach of confidentiality
and outline to the woman the
subsequent consequences for
interpreters.

- Provide culturally and
linguistically appropriate
resources

- Make appropriate referrals
by knowing what services are
available in your area and what
they can do

- Consult with FARREP workers
and the target community
where appropriate
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Mama and Nunu 2 (MN2) is a manual for health professionals and those working
with African women affected by FGM during pregnancy and birth. MN2 aims to
increase the knowledge, expertise and capacity of health professionals and services
involved in working with African women affected by FGM during pregnancy and

birth and, in doing so, promote access to timely and appropriate services by African

women.

This fact sheet provides an overview of expectations regarding
the roles and responsibilities of young African women, the cultural
significance of their transition into adulthood and how these might
impact on their sexual and reproductive health in Australia. It

is recommended that this fact sheet be read in conjunction with
sections one and two of this resource.

EXPECTATIONS OF ROLES AND RESPONSIBILITIES
OF YOUNG WOMEN IN AFRICA

Africa is a large continent and hosts a multitude of ethnic, cultural and religious groups. It is important to
recognise that the experience of young African women is not only be influenced by cultural and religious

Becoming a woman

In many African cultures, the
transition into womanhood is

a significant event in a young
woman'’s life. From a young age,
girls are often taught about being
responsible and caring family
members.

beliefs, but by a variety of factors.

Cultural and social
expectations

Young women learn about
cultural and religious values as
they prepare for adulthood and
married life. There is usually

a strong emphasis for young
women to behave in a way
that is culturally and religiously
acceptable and to refrain from
having sex until marriage
(Liberian focus group).

Access to sexual and
reproductive health
information

It is uncommon for families

to discuss sex or sexual and
reproductive health with young
women (young women’s focus
group). Asking parents about
sexual matters is often thought to
be inappropriate. Young women
are likely to seek information
about puberty and menstruation
from close female friends,
relatives or peers.

In many regions of Africa,
sexual and reproductive health
information is often limited

or unavailable. As a result
young African women might
have little or no knowledge
about sexual and reproductive
health, particularly those with
interrupted, minimal or no
education as a result of war or
forced migration.
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IMPACT OF EXPECTATIONS ON THE SEXUAL AND REPRODUCTIVE
HEALTH OF YOUNG AFRICAN WOMEN IN AUSTRALIA

Intergenerational conflict
Intergenerational conflict is a
main issue of concern for many
migrant families. Parents are
often concerned about their
children’s exposure to ‘foreign’
ideas and values, that might
contradict their own religious and
cultural values and the impact of
these on their family, community
and children’s lives.

Families often experience
challenges when dealing with
cultural differences. They might
fear that their children are
changing and adapting to a new
way of life that compromises
their cultural and religious beliefs
and values.

Challenges facing young
women

For many young African women,
living in Australia can present a
number of challenges, including
family and social pressure to
uphold cultural and religious
values (Young women'’s focus

group).

Young African women are also
subject to peer pressure to
conform and make choices that
can contradict their culture of
origin, leading to family and
intergenerational conflict. Lack of
knowledge and/or understanding
of sexual and reproductive health
matters can significantly increase
the risk of engaging in unsafe
Sex.

Expectations, opportunities
and choices

Young African women living

in Australia are likely to have
greater access to education,
employment and financial
independence than in Africa.
They are also subject to
greater exposure about sex
and relationships via the media
and have greater access to
information about sexual and
reproductive health information.
This is likely to influence the
expectations and choices of
young African women regarding
relationships and gender roles.

However, young African

women can experience
difficulties accessing sexual
and reproductive health services
because of a range of reasons
including, but not limited to, a
lack of familiarity with and ability
to access and navigate complex
health systems, sexual and
reproductive health services,
poor sexual and reproductive
health literacy, limited or non
existent English and a general
lack of awareness about

their bodies and sexual and
reproductive health.

FGM and young African
women

Many FGM-practicing
communities consider FGM as a
rite of passage into womanhood.
FGM is also often regarded as
necessary to ensure that young
African women are accepted

as respectable (and therefore)
marriageable by their community.

In Australia, young African
women might not view FGM as
a cultural requirement (young
women’s focus group). Having
been exposed to western views
regarding FGM and increased
access to education and
employment some young African
women prefer not to have FGM.
However, family and community
members might be concerned
that this will undermine the social
status and marriageability of
young African women within the
community.

Young couples might also decide
to undergo de-infibulation as
they consider becoming sexually
active, marriage and starting a
family indicating a generational
shift in attitudes towards FGM.

For more information please see
section one, chapters two and
three, section two, chapter five.
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- Be aware that FGM comes in
many forms and that young
African women might not be
confident asking questions
about it. Young women who are
affected by FGM might not be
aware that they have had FGM
performed, what type they have
and what unaffected genitalia
look like.

- Do not make assumptions
about the level of understanding
young African women have
about their bodies and sexual
and reproductive health.

- It is important to recognise
the diverse backgrounds,
experiences and needs of
young African women.

- Embarrassment about sexual
and reproductive health matters
and a lack of familiarity with
services can make young
women reluctant to access
sexual and reproductive health
services. As a result, they
can feel overwhelmed and
intimidated.

- Be aware that the decision-
making process and decisions
made by young women are
influenced by cultural, religious,
social and familial factors.

- Use clear and simple language
at all times when discussing

all aspects of sexual and
reproductive health and avoid
using jargon and technical
terms. It can be helpful to use
diagrams and visual resources
to promote more effective
communication.

IMPROVING ACCESS TO

SERVICES FOR YOUNG

AFRICAN WOMEN

AFFECTED BY FGM

- Ensure a welcoming manner
and friendly body language and
maintain a relaxed atmosphere.

- Maintain a non-judgemental
and respectful approach.

- Be clear with young women
about what is happening and
ensure that they are informed at
every stage.

- Ask women what relevant
anatomical terms/organs are
called in their language.

- Inform young women about the
nearest public transport, cost
of services and whether or not
appointments are required.

- Inform young women
whether or not your services
are confidential and the
circumstances under which
confidentiality or privacy could
be breached.

- Where possible use female
interpreters and female
practitioners.

- When using interpreters
ensure that you explain
that confidentiality will
be maintained and that
interpreters are required to
interpret accurately without
editing, adding or omitting any
information. Explain clearly
that a failure to do so will result
in a breach of confidentiality
and outline the subsequent
consequences for interpreters.

- Provide culturally and
linguistically appropriate
resources.

- Make appropriate referrals
by knowing what services are
available in your area and what
they can do.

- Consult with FARREP workers
and the target community
where appropriate.

REFERENCES
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FACT SHEET 6

Mama and Nunu 2 (MN2) is a manual for health professionals and those working
with African women affected by FGM during pregnancy and birth. MN2 aims to
increase the knowledge, expertise and capacity of health professionals and services
involved in working with African women affected by FGM during pregnancy and

birth and in doing so, promote access to timely and appropriate services by African

women.

This fact sheet provides an overview of the traditional views around
domestic violence, the impact of migration and settlement on dealing
with conflict and issues to consider when working with African
women experiencing family violence.

Background
Most African communities are
patriarchal where men are seen
as leaders and bread winners

in the family. Women are
traditionally expected to care for
family members (and sometimes
extended family) and to keep the
family together.

Although family violence is
broadly understood to be
harmful, knowledge about what
family violence is can vary
between individuals and within
communities. In communities
where family violence is not
highly recognised, it can

be difficult to identify what
constitutes family violence (e.g.
physical, emotional and financial
abuse).

It is important to note that
family violence is a universal
phenomenon and is not
characteristic of particular
religious, cultural or ethnic
groups.

In the event of a conflict within
the family, it is typical in many
African cultures that family

or community elders act as
mediators. A woman might
nominate a person (usually a
respected elder) from her family
to speak on her behalf during the
mediation process to ensure that
her voice is heard. The husband
may also nominate an elder to
help him with the mediation.
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Much value is placed on keeping
a family intact, therefore divorce
and separation are avoided

as much as possible and are
only sought as a last resort.
Therefore, it is often difficult

for women to seek help in
ending a relationship due to the
stigma attached to divorce and
separation.

Impact of migration
Migration and settlement issues
can impact on relationships
within migrant and refugee
families. Unemployment, under-
employment, financial hardship
and housing issues are some
examples. Lack of social
support networks can increase
women'’s feelings of isolation and
vulnerability.

In Australia a considerable
number of families do seek

the involvement of community
elders in family violence issues.
However women may find
some community elders to

be judgemental, ineffective or
discouraging them from seeking
separation or divorce.

Women may also be reluctant
to access mainstream domestic
violence services because

of their unfamiliarity with the
services. They may be afraid

of the repercussions of an
intervention on their family and
how this may affect their position
in the community.
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- Be clear about your role, scope, authority
and responsibility and ensure that women
are informed at every stage they access your
service.

- Help women explore their own understanding
of family violence and identify its different
forms.

- Allow and encourage women to draw on
support from a trusted party such as family
member, a friend, a religious leader, a
community elder or a bi-cultural worker.

- Help women decide on safe forms of
intervention that they want to seek, i.e. whether
they prefer traditional or mainstream or both
methods of resolving a conflict.

- Use skilled interpreters and offer female
interpreters where possible. To maintain the
woman’s privacy, ensure the interpreter is not
familiar with the woman or the perpetrator or
their families. This may be difficult in small
communities or language groups.

The Family and Reproductive Rights Education Program

(FARREP) aims to improve access to mainstream

health care services by women from cultures in which
Female Genital Mutilation (FGM) is sometimes practiced.

For more information about FARREP
at Women'’s Health West,
call 9689 9588 or visit
htto.//www.whwest.org.au/community/african.ph
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FEEDBACK FORM

Mama and Nunu 2 is an electronic resource that can be easily maintained and updated as required.
We are keen to ensure that this manual continues to provide information that is both relevant and user
friendly and are interested in receiving your feedback about our new format, content and areas you
would like us to include in the future. To assist us please complete this feedback form and return to
inffo@whwest.org.au Thank you for your time, your input is invaluable.

WHW FARREP Team

Optional information
Organisation: ........ccuuiiiiiiii e ROIE: oo

Email address: ...oooveiieeieeee e

ACCESSING MN2

How did you hear about Mama and Nunu 27

How did you access a copy of Mama and Nunu 27?

Did you experience any difficulties accessing Mama and Nunu 27?

USING MN2

In what capacity have you used this manual?

Have you previously used Mama and Nunu (1% edition)?

If so, in what capacity?

Did you find it easy to use MN2?

What did you like most about using MN2?

Is there something you did not like about using MN27?

What do you think we should improve for the future?



FORMAT

Did you like the format of MN2? (i.e three sections)

Is there something you did not like about the format of MN2?

What did you like about the fact sheets?

Is there something you did not like about the fact sheets?

Was the information presented in a user friendly and accessible way? If not, why not?

What do you think we should improve for the future?

CONTENT

What was the most useful part of the manual and why?

What did you like about the information included in MN2 and why?

Have you used any of the information covered in MN2 and if so, how?

Did we cover all the information you wanted? Is there something else we could have covered?

Are there any gaps in the manual?

What topics would you like to see added to MN2 and why?

ADDITIONAL COMMENTS

Please feel free to add any further comments below.
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