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General Introduction

1.1

Introduction

The desire to have a child is for most people essential. Therefore, when people are
having difficulties with realizing this desire, it is likely to place a heavy burden on
them. Their future prospects change. Additionally, if they want to solve their fertility
problems, they might have to seek medical assistance to get pregnant. Even if they do
seek help this does not necessarily mean that they will have a child. They may need to
come to terms with the possibility of remaining childless, which can be compared to a
process of mourning (Kirkman, 2003; Lechner, Van Dalen, & Bolman, 2007). In addition to the personal grief that people experience, their social environment may also
impact on how they experience problems with having a child. Others might for instance expect them to become parents, resulting in pressure. On the other hand other
people might also be a source of support for childless couples.
This thesis explores the experience of involuntary childlessness for Turkish people
living in the Netherlands. What are their motivations for parenthood and what is the
influence of their cultural background on their motivations? How do they experience
their fertility problems? What are the psychological and social consequences of their
involuntary childlessness and how do they respond? Do they seek help? And what
kind of help do they choose? Does having a different cultural background from the
majority population influence these experiences and responses? In this chapter we
provide a short overview of the developments in research regarding involuntary childlessness. This is followed by a discussion of the possible role of culture, the role of
migration and the specific situation of Turkish migrants in the Netherlands. Next the
aims and outline of this thesis is presented.
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1.2

Research about involuntary childlessness

In the medical literature, infertility is usually defined as not becoming pregnant
within a year of trying to conceive a child through regular intercourse. The world
wide prevalence of current infertility, following this definition, is estimated at about
9%. Nevertheless, the prevalence rates vary modestly between countries (Boivin,
Bunting, Collins, & Nygren, 2007). Both male and female factors can cause infertility, but infertility may also be the result of the combination of two specific partners.
These three clusters of causes each account for approximately 30% of the infertility
problems. The remaining 10% are unexplained (NVOG, 2004).
Within the scientific literature, the emphasis has long been exclusively on medical
aspects of involuntary childlessness. However, more recently the experiences of involuntarily childless couples have gained increasing attention within social science
research. The first studies of the psychological and social consequences of involuntary childlessness were conducted primarily in Western Europe, the USA and other
Western societies (Brkovich & Fisher, 1998; Greil, 1997). These studies were followed in the 1990’s by studies about the experiences of involuntary childlessness in
non-Western societies, including Africa, Asia, and the Middle East (e.g., Inhorn &
Van Balen, 2002; Van Balen, Gerrits, & Inhorn, 2000; Vayena, Rowe, & Griffin,
2001).
Studies conducted in Western and non-Western societies indicate that in all societies, involuntary childlessness is a sensitive topic and a source of personal concern
and social stress. However, people (particularly women) living in non-Western societies appear to experience more severe social consequences of involuntary childlessness, like serious social stigmatization and exclusion, marital or social violence,
forced divorce, and increased occurrence of co-wives, than people in Western societies (Daar & Merali, 2001; Van Balen & Inhorn, 2002). Possibly as a result of these
social consequences, non-Western involuntarily childless couples appear to report
more psychological consequences, like emotional distress, than do infertile Western
couples (Dyer, Abrahams, Mokoena, Lombard, & van der Spuy, 2005). Nevertheless,
in non-Western societies the proportion of infertile people receiving biomedical
treatment is lower than that in Western societies (Boivin et al., 2007).
2

General Introduction

The observed differences in social consequences and emotional distress are frequently related to cultural differences in the values attached to having children and to
being a mother or father in a certain culture (Dyer, 2007). These values are reflected
in the parenthood motives people have. These motives might range from individual
motives, like the joy a child provides, or a biological urge to have a child, to social
motives, like those related to social power, to the continuation of the family line, social pressure and economic reasons (Van Balen & Inhorn, 2002). In general, nonWestern societies have a stronger pronatalist culture (i.e., having children is the undisputed social norm) than have Western societies. Therefore, social parenthood motives are more common in non-Western societies (Van Balen & Inhorn, 2002). Also,
cultural beliefs about procreation and the causes of involuntary childlessness are
thought to explain the observed differences between Western and non-Western couples. Within some non-Western societies, tradition- and religion based beliefs about
procreation and involuntary childlessness (like monogenetic procreation beliefs) exist
that differ from the Western biomedical model (Delaney, 1991; Nahar, 2007). People
might for instance believe that their childlessness is caused by envy, spirits or a deity
(also called personalistic causes), by naturalistic causes like the influence of cold and
heat, or that solely the woman or, less often, the man is held responsible for the fertility problems (Daar & Merali, 2001; Guz, Ozkan, Sarisoy, Yanik, & Yanik, 2003;
Ombelet & Campo, 2007). These beliefs about different attributions of responsibility
for infertility may influence the way infertility is experienced and may also influence
the attribution of blame for infertility and of feelings of guilt. Furthermore, explanatory models about procreation and infertility can influence the help-seeking behavior
of involuntarily childless couples. People who believe their infertility is caused by a
personalistic cause would for instance rather seek help from traditional or spiritual
healers than go to infertility services (Gerrits, 1997; Guntupalli, 2004; Nahar, 2007).
The difference in the proportion of people receiving biomedical treatment is
probably also determined by wide disparities in the availability of infertility services,
in the accessibility (because of treatment costs), and the availability of specific treatments across societies (Boivin et al., 2007; Nachtigall, 2006; Van Balen & Gerrits,
2001).
3

The experience of involuntarily childless Turkish migrants in the Netherlands

1.3

Involuntarily childless non-Western couples living in Western cultures

The situation of involuntarily childless, non-Western couples living in Western
cultures is special. When people migrate to a different country they bring their own
culture with them and in the new country they are confronted with a new culture (including different customs, different beliefs, different norms and values). For involuntarily childless non-Western couples (hereafter called migrants) this means that they
are confronted with a culture that potentially holds different cultural values of having
children and different procreation beliefs. Through the confrontation with a new culture in a new country a process of socio-cultural and psychological change occurs, a
process that has been called ‘acculturation’ (Berry, Kim, Power, Young, & Bujaki,
1989). It could be hypothesized that when involuntarily childless non-Western migrants are more adapted to the Western culture, they might experience fewer social
consequences and less emotional distress than less adapted couples. Furthermore, the
availability and accessibility of care differs from their country of origin. It is likely
that when non-Western couples live in a country where infertility services are more
available and better accessible than in their country of origin, they would more often
use these services than couples in the country of origin do.
The limited research about involuntarily childless non-Western migrants suggests
that they report more social and psychological consequences than do infertile Western
couples (Kentenich & Yuksel, 1997; Schmid, Kirchengast, Vytiska Binstorfer, &
Huber, 2004a, 2004b). Little is known about how the psycho-social consequences of
involuntary childlessness differs between non-Western migrants and couples from the
country of origin. Neither is much known about the impact of acculturation processes
on this experience. Acculturation processes and the degree of adaptation to the culture
of the country of residence, however, do seem to influence couples’ ability to access
biomedical care and biomedical information: people who are not able to speak the
language of the host country (a sign of little adaptation) have more difficulties with
accessing fertility services and related relevant information than those who do know
the dominant language, for example (e.g., Culley, Hudson, Rapport, Katbamna, &
Johnson, 2006; Inhorn, 2006). No information is available regarding the number of
4
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non-Western migrants visiting Dutch infertility services as Dutch infertility services
do not routinely collect data about the ethnic background of patients (Evenblij, Mackenbach, & van der Veen, 2004).

1.4

Turkish migrants in the Netherlands and their antecedents

This thesis explores the psychological and social aspects of infertility amongst one
of the largest non-Western migrant groups in the Netherlands: Turkish migrants. At
present, the Netherlands officially has more than 372.000 first and second generation
Turkish migrants (2.3% of the total population of 16.4 million people) (Statistics
Netherlands, 2007).
In the 1960s, the first Turkish men were invited by Dutch companies to come to
the Netherlands because of a shortage in the labor market, in particular in the lower
segment. Most Turkish laborers were recruited in Central Anatolia, a region in Turkey. Half of them came from villages, five percent came from large cities, the others
from smaller cities. The influx of Turkish people to the Netherlands increased rapidly.
When labor recruitment was brought to an end in 1974, the influx of new Turkish
people into the Netherlands continued due to family reunification, marriage, asylum
request, and informal channels (Kaya, 2006). Over recent years the immigration of
Turkish people to the Netherlands has been mainly the consequence of the high number of Turkish migrants (first and second generation) finding their partner in the country of origin (Hooghiemstra, 2003; SCP/WODC/CBS, 2005). In the last few years,
however, the number of Turkish people coming to the Netherlands on marriage has
decreased (Van Huis, 2008), as has the number of Turkish people immigrating to the
Netherlands as a whole (Statistics Netherlands, 2008).
Turkish people in the Netherlands have a relatively low level of education in comparison with Dutch people, and women have lower educational levels than men. Nevertheless, the second generation is catching up when compared to Dutch people. Also
the difference between men and women is becoming less pronounced (Kaya, 2006;
SCP/WODC/CBS, 2005). Furthermore, about a third of all Turkish migrants reports
that they do not know or only have limited knowledge of Dutch (Dagevos, Euwals,
5
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Gijsbert, & Roodenburg, 2006). The identification with the own ethnic group is high:
almost half of the Turkish migrants identify themselves predominantly as Turkish,
while only 12 % feel themselves predominantly Dutch. Two thirds have more contact
with other Turkish migrants than with the indigenous Dutch population
(SCP/WODC/CBS, 2005). Most Turkish migrants still maintain a strong bond with
Turkey and with family in Turkey (Böcker, 2000).
The majority of Turkish migrants belong to the Sunni branch of Islam. Sunni Islam
does not allow infertility treatments involving a donor gametes or surrogacy. Also
adoption is prohibited by Islam (Inhorn, 2006), although allowed by state laws in
Turkey. The degree to which Turkish migrants are aware of these fatwas and adhere
to them might vary (see also Isikoglu et al., 2006). A minority of Turkish migrants
belongs to the Alevi branch of Islam, some belong to other denominations, or are not
religious (Kaya, 2006). The Alevi branch of Islam is a humanist philosophy with no
official regulations regarding infertility treatment and gametes donation (Yildirim,
2002).

1.5

The present research project

1.5.1 Aims
This thesis was conducted to learn more about the experience of involuntary childlessness amongst infertile Turkish migrants in the Netherlands. The theoretical importance of such a project lies in advancing knowledge of 1) the motivations people have
to desire a child, 2) psycho-social consequences of and responses to involuntary
childlessness, 3) help seeking behavior, 4) the role of culture and 5) the role of migration and of being a migrant on parenthood motivations, psycho-social consequences
of and responses to involuntary childlessness and on help seeking. In addition to advancing theoretical insights in this area, this project was designed to have a practical
purpose. On the basis of theoretical knowledge of Turkish migrant couples, this project aims to enable health care providers to better accommodate their Turkish migrant
patients, taking their needs, background and experiences into account (Richters, 2000;
Shadid, 1993).
6
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1.5.2 Outline of this thesis
In this thesis one literature study and four empirical studies are presented in five
chapters. These chapters can be read individually.
In Chapter 2 a literature study about non-biomedical procreation beliefs in the
Middle East (including Turkey) and their connection with the biomedical model is reported. In this chapter the existence of non-biomedical procreation beliefs among a
number of Middle Eastern migrants and the possible influence of these beliefs on how
Middle Eastern migrants may experience infertility and may perceive biomedical examinations and treatments are discussed.
Chapter 3 describes a questionnaire study about the parenthood motives of infertile
Turkish migrants in the Netherlands as compared to those of infertile Dutch men and
women. This comparison highlights the cultural differences and similarities between
the Dutch and Turkish migrant cultures in the value attached to having children. Infertile couples often have more manifest reasons to desire a child, while their motives
do not differ from the general population (Van Balen & Trimbos-Kemper, 1995). By
studying their motives more knowledge is gained about the parenthood motives of the
Turkish migrant community in general. At the same time knowledge about parenthood motives leads to a better understanding of differences in psychosocial consequences of involuntary childlessness (e.g., experience, social pressure, emotional
distress, and help-seeking behavior) (Van Balen, 2001). Additionally, the potential relationship between the parenthood motives of Turkish migrants and the degree of adaptation to the Dutch culture is examined, in order to give insight into the possible
influence of acculturation processes on the meaning of involuntary childlessness.
Chapter 4 describes a qualitative study about the experiences of involuntarily
childless Turkish migrants in the Netherlands. This in-depth interview study offers
the possibility to explore a whole range of psychosocial aspects as raised by the respondents, to observe possible differences among Turkish migrants, and to relate the
experiences to cultural background and migration related factors.
Chapter 5 reports on a questionnaire study in which cultural differences in the effects of infertility on emotional distress are investigated. This study compares reported emotional distress among infertile people in three samples: Turkish migrants in
the Netherlands, Turkish people living in Western Turkey and Dutch people. Separate
7
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analyses were conducted for men and women. Comparing Turkish migrants with both
Dutch and Turkish men and women may not only reveal cultural differences, but may
also reveal the influence of living in the Netherlands on the experience of involuntary
childlessness for Turkish migrants.
The 6th Chapter reports on the help-seeking behavior of involuntarily childless
Turkish migrants. Based on a questionnaire study the help-seeking behavior and willingness towards treatments involving gamete donation and surrogacy are presented.
Using data from an in-depth interview study, the decision-making processes regarding
biomedical help are described according to a typology developed by Verdurmen
(1997): the ‘follow the doctor’, ‘step by step’, ‘taking control’ and ‘setting limits’
types. This study gives an indication of the accessibility of the Dutch biomedical system to Turkish migrants, the role of culture in help seeking behavior and in attitudes
towards treatments (like the religious stance towards treatments involving donor
gametes or surrogacy) and the use of Turkish infertility services.
A final chapter (Chapter 7) presents a general conclusion and discussion of the
presented studies.

8
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A review of Islamic Middle Eastern migrants:
traditional and religious cultural beliefs about
procreation in the context of infertility treatment

In many societies cultural beliefs about procreation exist that differ from the Western
biomedical model. In the Middle East monogenetic patriarchal preformation models
and mixtures of these models with the biomedical model exist, alongside the Western
biomedical model. This review gives an overview of these non-biomedical beliefs in
the Middle East and their connection with the biomedical model. The likelihood that
non-biomedical procreation beliefs exist among a number of Middle Eastern migrants
is demonstrated and it is shown how these beliefs might influence the experience of
infertility and their attitudes towards infertility treatment. Several suggestions for improving health care are made.

2.1

Introduction

The growing numbers of non-Western migrants in Western Europe have significant
consequences at all levels of society. With respect to healthcare, the increasing ethnic
and cultural heterogeneity is reflected in the growing diversity of illness experiences,
healthcare needs, healthcare-seeking behavior, morbidity and mortality (Baarnhielm
& Ekblad, 2000; Kleinman, 1980, 1988; Richters, 2000; Van der Veen, Schrijvers, &
Redout, 2003). This diversity cannot be attributed solely to the consequences of the
low socio-economic status often held by migrants (Richters, 2000). It is also

Van Rooij, F. B., Van Balen, F., & Hermanns, J. M. A. (2004). A review of Islamic
Middle Eastern migrants: Traditional and religious cultural beliefs about procreation in
the context of infertility treatment. Journal of Reproductive and Infant Psychology, 22(4),
321-331
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influenced by the migrants’ cultural background (Kleinman, 1980, 1988; Richters,
2000; Shadid, 1993; Tseng & Strettzer, 1997). The cultural background of a people –
defined as their norms, values and ideas – influences the way they experience a problem or disease, present complaints or problems, and behave, as well as the possibilities they discern to overcome their problems (Kleinman, 1980, 1988; Tseng &
Strettzer, 1997). Migrants have a special cultural position because they are confronted
with at least two cultural frameworks: their culture of origin and the dominant culture
of the country of immigration. Their own cultural framework is defined by their acculturation processes (e.g., Kamperman, Komproe, & De Jong, 2003a). Knowledge of
migrants’ cultural frameworks is important to optimize the healthcare they are given
(Richters, 2000; Shadid, 1993).
The current paper focuses on the way in which cultural and religious factors relating to Turkish and Arabian Islamic migrants (hereafter called Middle Eastern migrants), who are living in Western countries, might have an impact on treatment
issues concerned with infertility. With respect to fertility problems, Van Balen and
Inhorn (Van Balen & Inhorn) noted that cultural background influences the way people experience their fertility problems, the consequences of fertility problems and
their healthcare-seeking behavior. In this respect, two cultural aspects that influence
each other in a variety of ways are frequently mentioned, namely traditional and religious cultural beliefs about procreation (Inhorn, 1996a, 1996b, 2003a, 2003b; Inhorn
& Buss, 1994; Meirow & Schenker, 1997; Schenker, 2000; Serour, El Ghar, & Mansour, 1990; Serour, 1998, 2001) and the cultural position of women, men and children
(Daar & Merali, 2001; Inhorn & Van Balen, 2002; Kagitcibasi, 1982; Kagitcibasi &
Sunar, 1997; Yuksel, 1995; Yuksel, Siemann, & Kentenich, 1996a).
Anthropological and ethical studies in the Middle East have shown that there are
tradition- and religion- based implicit and explicit assumptions on procreation that
differ from the Western biomedical model (Beller-Hann, 1999; Delaney, 1991;
Gailly, 1993; Inhorn, 1996b, 2003c; Loizos & Heady, 1999) or do not allow all the
optional treatments offered by Western biomedical systems (e.g., Inhorn, 1996a,
2003b; Meirow & Schenker, 1997; Schenker, 2000; Serour, 1998, 2001; Serour et al.,
1990) The patriarchal nature of Middle Eastern societies plays an important role in
10
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these beliefs about procreation and in how infertility problems are experienced
(Delaney, 1991; Inhorn, 1996b).
In this paper we examine - on the basis of a literature review - these cultural and
religious beliefs concerning procreation and discuss the possible influence of these
beliefs on treatment issues relating to infertile Middle Eastern migrants in Western
Europe. In describing these beliefs we build mainly on the work of Delaney (1986,
1987, 1991), who studied procreative folk theories in a rural Anatolian Turkish village in the 1980s, and of Inhorn (e.g., 1996a, 1996b, 2003a, 2003b), who conducted
extensive ethnographic studies on infertile men and women and medical physicians in
Egypt during the 1980s and 1990s. To place these non-biomedical Middle Eastern beliefs in the proper context, this paper begins with a short history of the development
of the Western biomedical model.

2.2

The development of the Western biomedical model

Written theories on procreation date from the fourth century BC. These theories on
procreation were based on reasoning and on observations made without special tools.
Aristotle (384-322 BC) and Hippocrates (460-370 BC) can be seen as the founders of
monogenetic and bigenetic procreation theories. Aristotle based his theory on embryological research. In De Generatio Animalium he described the male contribution
to procreation as providing the seed that turns the menstrual blood into a new person
(Darmon, 1977; Riddle, 1997; Stonehouse, 1999; Van der Waals, 1987). Hippocrates,
however, stated that both the woman and the man contributed in a generative way to
the development of the embryo (Darmon, 1977; Riddle, 1997). A paradigm shift was
brought about by the work of William Harvey (1578-1657) who stated that all life
starts from an egg. He was convinced that after being fertilized by male seed the egg
would become a fetus. He named this process of gradual fetal development ‘epigenesis’ (Riddle, 1997).
Malpighi (1628-1694) objected to Harvey’s idea of epigenesis. He stated that animalcules exist prior to fertilization (Riddle, 1997). This theory is also called the preformation doctrine (Stonehouse, 1999; Van der Waals, 1987). Although some
11
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preformation theorists thought that the egg contained the animalcules - preformed
miniscule embryos - other scientists stated that the semen contained the animalcules
(Stonehouse, 1999). This last view was strengthened in 1677 when Antonie van
Leeuwenhoek (1632-1723) believed he saw animalcules in sperm through the microscope he had invented. The importance of semen was confirmed by Spallanzani
(1729-1799). Spallanzani proved that spermatozoa were necessary to procreate (Van
der Waals, 1987). New discoveries in the 19th century – such as the discovery of the
mammalian ovum in 1827 by Von Baer – confirmed the epigenesis doctrine. Although these discoveries demonstrated that the maternal contribution to procreation
amounts to more than merely carrying and nurturing a child, Stonehouse (1999) stated
that some scientists (e.g., Brooks, 1883) found it difficult to accept the maternal generative contribution and were not willing to propagate this new knowledge. Today,
the equal maternal and paternal generative contribution to procreation is regarded in
the West and by biomedical institutions all over the world to be the only true model.

2.3

Traditional beliefs about procreation in the Middle East

During the Middle Ages, we see that there were adherents to both the Aristotelian
idea of the one-seed doctrine and the Hippocratic two–seeds doctrine, not only in
Europe, but also in the Middle East (Elgood, 1970; Weisser, 1983). Although not
much is known about the further development of these procreation beliefs, studies on
the history of medicine show that during the Ottoman Empire, medicine was influenced by a variety of different traditions (Aksel, 1944; Murphey, 1992). These included Central Asian and Shamanistic folk traditions, Seljukids and Byzantines
traditions, Hellenistic medicine, Romanized Galenic medicine and the scientific traditions of Middle Eastern and Arab Islamic medicine (Murphey, 1992). At the end of
the 17th century, Ottoman medicine gradually turned towards the West, leading to exchanges of doctors and to the translation of Western books. The increasing contacts
with Western Europe during the 19th century resulted in the establishment of European biomedicine when the West was still discussing how procreation occurred
12
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(Aksel, 1944; Inhorn, 2003b). Nowadays, the Western biomedical model concerning
procreation is common ground within the medical world around the Mediterranean.
However, various other explanations about procreation are still prevalent among the
Middle Eastern population (Beller-Hann, 1999; Delaney, 1991; Gailly, 1993). Along
with the biomedical model, several models, quite similar to previous Western beliefs,
exist that do not acknowledge the equal male and female generative contribution to
procreation. They emphasize, to various degrees, the greater importance of the male
contribution compared to that of the female (Inhorn, 1996b; Inhorn, 2003b). The existing unequal male and female generative procreation theories in the Middle East can
be divided into monogenetic patriarchal preformation models, and mixtures of these
models and the Western biomedical model. Monogenetic patriarchal preformation
models are also known as seed and soil theories, according to which the male places
the seed into the ‘soil’ of the female. The male seed contains preformed minuscule
embryos, or ‘animalcules’. The soil of the mother is her nurturing uterus, whereby she
influences the physical development of the fetus but does not contribute to the generative aspects of the fetus (Gailly, 1993).
There are several examples of mixtures of the biomedical model and patriarchal
monogenetic preformation models. Delaney (1991) mentioned an example where the
biomedical knowledge that men, too, can be sterile had been translated into the fact
that sometimes the seed is alive and sometimes it is dead. Inhorn (Inhorn, 1996b)
mentioned a model that contains limited female generative contribution. The mother
produces eggs, which mix with the male sperm during conception. However, the eggs
have less power than the sperm as regards the development of the fetus. Both types of
non-biomedical procreation models are found in rural populations in Turkey and in
lower class rural and urban populations in Egypt (Inhorn, 2003b).
Several factors may have contributed to the continuing existence of nonbiomedical procreation models (monogenetic patriarchal preformation models and
‘mixed’ models) in the Middle East. Four factors will be discussed here, namely the
cultural organization of kinship; Islam; Turkish and Middle-Eastern educational systems; and media access in the Middle East.
The cultural organization of kinship is one of the factors both Delaney (1986,
1991) and Inhorn (Inhorn, 1996b, 2003b) linked to the seed and soil doctrine. With
13
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respect to kinship, Delaney – and other anthropologists – argued that procreation beliefs implicitly contain beliefs about how people are related to each other. The seed
and soil doctrine implies a strong emphasis on patrilineal relatedness and thereby influences kinship structure within a society and thus gender roles (Delaney, 1991). Indeed, a strong patrilineal and patrilocal organization of kinship has been confirmed by
several studies in the Middle East (Duben, 1982; Schiffauer, 1987). The patrilineal
and patrilocal organization of kinship is a strong aspect of Middle Eastern cultures
and might therefore enforce the continuation of patriarchal procreation theories.
The notion of patrilineal lineage is also typical of Islam, the second link Delaney
(1991) made. She linked the seed and soil doctrine to the foundation of Islam, and
suggested that monotheism implies a monogenetic rather than a polygenetic view on
the creation of mankind: ”God created the first man and created in men the means of
transmitting life” (Delaney, 1991). However, not all scientists agree with the suggestion that Islam propounds and encourages a monogenetic procreation doctrine (e.g.,
Hussain, 1999; Sholkamy, 1999). According to their interpretation, Islam postulates
equal paternal and maternal generative contribution to procreation. Whichever interpretation is right, monogenetic interpretations of the Koran and the patriarchal nature
of Islam may contribute to the continuity of the seed and soil doctrine.
In addition to the possibly reciprocal influence of patrilineal kinship, Islam and the
seed and soil doctrine, other aspects that could influence the maintenance of the seed
and soil doctrine are the educational systems and the access to media in the Middle
East. With respect to reproductive knowledge, it seems that educational systems in
the Middle East, to a greater or lesser degree, fall short on two aspects: the provision
of reproductive and/or sexual education and the inclusion of all people in their educational settings (Inhorn, 2003b; Yuksel, 1995; Our bodies ourselves, 2003). It is likely
that having no reproductive or sexual education means that not all children learn
about reproduction and reproductive organs according to the biomedical model. Illiterate people have no access at all to written information. Additionally, in some rural
areas in the Middle East access to health information through the media is poor (e.g.,
television, newspapers). With no information available about the biomedical model
through education or media, it is no wonder that other models persist.
14
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2.4

Middle Eastern migrants, procreation and infertility

We have no clear evidence for the existence of non-biomedical models about procreation among Middle Eastern migrants with fertility problems. Some migrants
adopt the host countries beliefs and second generation migrants are influenced by the
host countries educational systems. However, many migrants from Middle Eastern
countries do not show a rapid adaptation to Western beliefs and attitudes regarding
procreation, sexuality, and family roles. There are several indications that nonbiomedical models exist among a number of Middle Eastern migrants. The first indication is that several studies (David, Borde, & Kentenich, 2000) have suggested that
many migrants know little about bodily functions according to the biomedical model.
A further indication is the fact that women are blamed for infertility (Yuksel, 1995;
Yuksel et al., 1996a; Yuksel, Siemann, & Kentenich, 1996b). Several studies on infertility in the Middle East showed that women are blamed for not conceiving
(Delaney, 1991; Guz et al., 2003; Inhorn, 2003b). Both Delaney (1991) and Inhorn
(2003b) emphasized that although seed and soil doctrines and mixed models confer
more importance to the male contribution and might even hold the men responsible
for creating the child, not conceiving is thought to be the woman’s fault. Men are seen
as fertile as long as they are able to ejaculate. The production of an ejaculate is seen
as proof of the existence of animalcules and of men’s ability to give life. Virility is
seen as fertility. This assumed direct link between fertility and the ejaculate implies
that when a man is able to ejaculate but the woman does not conceive, the problems
derive from the nurturing and carrying ability of the woman. The female body rejects
the seed. This might be because of remaining impurities in the womb (temporary), not
having enough clean blood to feed the fetus (temporary or long term) or because the
woman is barren (which means there is something wrong with her insides) (longterm) (Delaney, 1991). Yuksel et al. (1996a, 1996b) found that even if infertile Turkish migrant men are told about their infertility almost half of them deny or do not accept this.
A third indication of the existence of non-biomedical beliefs concerning procreation derives from the continuing influx of new Middle Eastern migrants coming to
live in the West. These new migrants bring their own beliefs and knowledge with
15
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them, and it is likely that some of them have cultural beliefs concerning procreation
that differ from the biomedical one. A confrontation with biomedical knowledge in
healthcare settings in Western countries might not directly replace original beliefs.
Delaney (1991) suggested that biomedical knowledge about conception is “filtered
through the net of their own beliefs” (Delaney, 1991, p.53). Other possible influences
are the continuing existence of patrilineal and patrilocal structures of kinship in migration situations (Nauck & Kohlmann, 1999) and the maintenance of Islam as the
major religion.
Both the continuing existence of patrilineal and patrilocal structures and the enduring importance of Islam also influence the importance of having children. Islam
strongly supports having children (Beller-Hann, 1999; Husain, 2000). According to
Beller-Hann (1999) getting married and having children is even seen as the “only accepted course of life” (Beller-Hann, 1999, p.118). Also, increasing social and economic wealth affects the reasons of having children. While the economic and material
importance of children becomes less important, and therefore the number of children
decreases, psychologically or individually motivated reasons for having children increase (Kagitcibasi, 1997). However, social reasons and a general pronatalist society,
which do not accept childlessness as a lifestyle or a choice, remain important reasons
for having children among Middle Eastern migrants (Yuksel, 1995; Yuksel et al.,
1996a, 1996b). Because of the continuing importance of social reasons and pronatalist
social norms, couples who voluntarily or involuntarily remain childless are subject to
much social pressure to have children from both inside and outside the family.
As having children within Middle Eastern migrant communities is both much expected and also linked with a higher status, both men and women experience a psychological burden when pregnancy does not occur: their desire to have a child
remains unfulfilled; they do not meet the socially desired expectation of a couple with
children and they do not obtain the higher status given to parents. Importantly, there
are gender specific consequences. These consequences are related to the assumed
causes of fertility problems. Blaming the woman for not being able to conceive
strongly intensifies the psychological burden of these women (Guz et al., 2003). For
men the additional burden derives from the fact that having children is also a public
16
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expression of their sexual virility, which leads to social recognition of their masculinity and thereby legitimizes their sense of honor. Not having children therefore affects
their feeling of honor (Delaney, 1991; Gilmore, 1987a, 1987b; Rodriquez Mosquera,
Manstead, & Fischer, 2002). The men’s psychological burden is also influenced by
the fact that they are not able to continue the patrilineal family line.

2.5

Middle Eastern migrants and biomedical infertility treatment

Beliefs about procreation may not only influence the causes people accept and the
psychological burden infertile couples experience, but may also affect attitudes towards infertility treatment. No studies have so far focused on attitudes of Middle
Eastern migrants towards, and underlying reasons for, Artificial Reproductive Technologies (ARTs). Therefore we can only speculate about attitudes towards ARTs.
In general men who experience infertility as a situation caused by women might be
less involved in infertility examinations and treatments as they do not consider themselves as a possible cause. With respect to male examinations, they may also not understand the necessity of physical and semen investigations. Therefore their attitudes
towards these examinations can be negative and they may not be willingly to cooperate. Furthermore, they may feel offended as fertility is linked with virility. A proposed examination may be interpreted as casting doubt on their virility and their true
masculinity. Women who hold monogenetic patriarchal beliefs might not understand
the necessity of examinations, except those dealing with the uterus, as they might not
have any knowledge of eggs, ovary, ovarian tubes or ovulation.
With respect to artificial reproductive technologies (ARTs), seed-and-soil doctrines
restrict the number of acceptable and comprehensible ARTs. Treatment options for
male fertility problems (e.g., MESA, TESA or sperm donation) may not be considered as an option as nothing can be wrong with the seed. Treatments focused on eggs,
ovary and/or ovarian tubes (e.g., IVF, tubal operations, hormones to stimulate the
ovarian cycle, donor egg) will not be understood. The only remaining remedies within
the boundaries of the patriarchal monogenetic procreation doctrine are treatments related to the uterus (e.g., IUI, treatment of endometriosis).
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While non-biomedical procreation beliefs may limit the use of ARTs because of
the lack of biomedical knowledge, Islamic beliefs concerning procreation may also
restrict ARTs use because of ideological beliefs. In the Muslim world qualified scholars of religious law, assisted by technical experts, discuss bioethics and the use of
ARTs according to the Islamic law, or Shariah, which is based on primary (Quran,
Sunna, Hadith, Igmaah, Kias) and secondary sources. As ARTs are recent developments, they are not mentioned in the primary sources of the Shariah (Daar & Al Khitamy, 2001; Inhorn, 2003a; Schenker, 2000; Serour, 1996, 1998). However, the
primary sources do mention the importance of marriage, and procreation and emphasize the lines of genealogy, whose purity is of prime importance in Islam (Serour,
1998; Meirow & Schenker, 1997; Daar & Al Khitamy, 2001). Based on these values
the most important regulation, or fatwa, within the Sunni branch of Islam, is that
ARTs involving a third party, whether he or she provides sperm, an egg, an embryo
or an uterus, are not acceptable (Serour, 1996, 1998). Although some fatwas within
the Shi’a branch of Islam contradict the Sunni stance, the majority of the fatwas agree
with the prohibition on third party donation (Inhorn, 2003a; Jafarzadeh, 2000). Islamic religious beliefs concerning procreation therefore could have a strong impact on
ARTs use.
In a large study on Turkish migrants with fertility problems in Berlin, 80% of
Turkish migrants with fertility problems were indeed unwilling to undergo insemination with donor seed (AID) (David, Yuksel, & Kentenich, 1998; Kentenich, Gacinski,
& Yuksel, 2001; Yuksel, 1995; Yuksel et al., 1996a, 1996b). In this respect no differences were found regarding Germans with fertility problems. However, the last group
might have had different reasons for their negative attitudes towards AID. Western infertility studies have shown that infertile couples are reluctant to use AID, because of
the absence of a genetic link between father and child and the possible social emotional problems for both the fathers and the children (Brewaeys & Van Balen, 1997).
As the Berlin study had not studied the motivations, the question remains unanswered
whether indeed cultural and religious beliefs play a role in the negative attitude of
Middle Eastern migrants towards AID.
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2.6

Conclusion and Discussion

Through a literature study, we have given an overview of existing beliefs about
procreation in the Middle East and shown that these beliefs are almost similar to biomedical beliefs in Western Europe more than a century ago. We have discussed the
possibility that these beliefs are maintained in migration settings. Although no studies
exist on the cultural beliefs of Middle Eastern migrants concerning procreation, indirect evidence supports the existence of these beliefs among Middle Eastern migrants
in Western Europe. We focused on the possible impact of these non-biomedical beliefs about procreation on how infertility problems and infertility treatment issues are
experienced, in order to alert health care providers to potential problems that these
migrants may face when seeking infertility treatment. However, as no studies exist on
the procreational beliefs of Middle Eastern migrants, and few studies exist on their infertility problems, our account of the impact of these beliefs is limited. We are not
able to understand several issues, such as how Middle Eastern migrants with nonbiomedical procreation theories receive and adapt biomedical knowledge. Further research is needed to provide the missing answers.
Nevertheless, we would like to make some recommendations to clinicians working
with infertile Middle Eastern migrant patients. Although some clinicians are aware of
the cultural background of migrants and adapt their care giving to these patients, several studies have shown that a lack of knowledge about migrants’ cultural frameworks
still exists among healthcare providers (e.g., Olthuis & Van Heteren, 2003; Yebei,
2000).
To optimize the healthcare given to infertile Middle Eastern migrant couples, clinicians should be aware of the possible impact of non-biomedical beliefs concerning
procreation, both on treatment issues and on the specific psycho-cultural stress associated with childlessness. Furthermore, they may need to adapt the content of their interaction with the patient. Taking into account the possibility that their patients hold
non-biomedical procreation beliefs, we recommend healthcare providers should verify whether their patients know how conception takes place according to the biomedical model. If not, clinicians could spend time on explaining how conception takes
place, paying special attention to the male and female contributions, and to fetal de19
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velopment. It might be necessary to come back to this during the different stages of
infertility treatment. Explaining the biomedical procreation model may enhance male
participation in examinations as well as faith in therapy, as the importance and meaning of several types of examination and treatment would be better understood. A
fuller understanding of procreation might also help to invalidate the direct link between fertility and virility and might also reduce the unjustified blaming and stigmatization of women. However, stigmatization of women and linking virility with fertility
is not merely an issue between the patients, it might also be necessary to inform the
broader community by, for instance, offering leaflets, education through community
workers or through the media.
Islamic religious beliefs about the use of ARTs may influence the attitudes towards
ARTs and restrict the number of treatment options. We think it is important that physicians should be aware of these fatwas, and their consequences, for a better understanding of their patients. However, we want to stress that physicians still have to
offer and discuss all the available treatments: all patients have the right to make their
own decisions. Some patients may follow the Islamic regulations, while others may
decide to use these treatments for reasons they consider more important.
The main focus of this paper was non-biomedical procreation beliefs of infertile
Middle Eastern migrants in Western European societies, and in particular the effects
of these beliefs on treatment issues. However, in several non-Western cultures beliefs
exist that are comparable to those held by some Middle Eastern migrants, or at least
beliefs that fundamentally differ from the modern Western biomedical model (Gerrits,
1997; Inhorn & Van Balen, 2002; Sundby, 1997). In many Western European countries, rapidly growing numbers of third-world ethnic groups are establishing themselves and founding new migrant cultures, in which beliefs about procreation and
conception that are originally quite different to those of the host culture have to be attuned in some way to modern Western medicine. It is important that healthcare providers are knowledgeable about these different cultural beliefs regarding procreation
and treatment and that they handle these beliefs with respect.
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Migrants and the meaning of parenthood:
involuntarily childless Turkish migrants in the
Netherlands *

Parenthood motives of infertile Turkish migrant men and women in the Netherlands are compared with those of infertile Dutch men and women. Additionally,
the question of whether the importance of various parenthood motives of Turkish
migrants are related to the degree of adaptation to the Dutch culture was investigated. Questionnaires were administered to 58 involuntarily childless Turkish
migrant men and women and 162 involuntarily childless Dutch men and women.
Individual parenthood motives were most important to both Turkish migrant and
Dutch men and women. While social motives were quite important to Turkish migrants, they were unimportant to Dutch men and women. Four aspects of adaptation (norms and values, social integration, skills, absence of feelings of loss
related to migration) were negatively related to the importance of social parenthood motives for Turkish migrant women. For Turkish migrant men two aspects
of adaptation (traditions and absence of loss) were negatively related to the importance of social parenthood motives. Turkish migrant and Dutch men and
women differ in the importance of social motives. However, Turkish migrants who
are more adapted to the Dutch culture give less importance to social parenthood
motives.

3.1

Introduction

The desire to have a child is a universal phenomenon. However, the reasons
why people want to have a child differ. Studies regarding the parenthood motives
of people show a wide variety in motives, and the importance people attach to

*

Van Rooij, F. B., Van Balen, F., & Hermanns, J. M. A. (2006). Migrants and the
meaning of parenthood: involuntary childless Turkish migrants in the Netherlands.
Human Reproduction, 21(7), 1832-1838.
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these motives (Van Balen & Inhorn, 2002). In their description of the differences
in parenthood motives around the world, Van Balen and Inhorn (2002) divide the
diverse reasons into two types: social parenthood motives and individual parenthood motives. Social motives include social power reasons (having children gives
status or adult identity), continuation motives (the desire for immortality through
one’s own children, continuation of family name and human survival), social
pressure motives (implicit and explicit expectations to have children) and economical reasons (the contribution children can have to the family survival by labor and by taking care of their parents). Individual motives are related to the child
(the joy and feelings of luck children bring and the unique relationship with the
child), and also to the partner. Motives concerning the biological urge and having
children as life or family fulfillment also belong to the individual cluster. While
individual motives generally appear to be universally present in all cultures, differences across cultures exist regarding social motives (Van Balen & Inhorn,
2002). As shown in several studies, these differences can be related to variation in
national cultural variables (such as degree of pronatalist social norms, position of
men and women, family structure), religion, economic welfare and demographic
variables (e.g., Aghajanian, 1988; Colpin, De Munter, & Vandemeulebroecke,
1998; Jacobs, 1995; Kagitcibasi & Ataca, 2005; Miller, 1994; Newton, Hearn,
Yuzpe, & Houle, 1992; Schenker, 2000; Trommsdorff, Kim, & Nauck, 2005; Van
Balen & Inhorn, 2002). However, little is known about parenthood motives of
people with a non-Western background living in a Western society (henceforth
called migrants). In this study a specific group of migrants (involuntarily childless
Turkish migrants in the Netherlands) is studied as a step towards understanding
the relationship of parenthood motives with the relative influence of the culture of
origin and the culture of the country of residence. The parenthood motives of involuntarily childless men and women are generally easier to study because they
often have more manifest reasons to desire a child than fertile people, while their
parenthood motives do not differ from the general population (Van Balen &
Trimbos-Kemper, 1995). Therefore we have chosen this group for our study.
Previous studies in Turkey and in the Netherlands about parenthood motives
revealed differences in parenthood motives in the Turkish and the Dutch culture.
Studies about the desire for a child and the value of children in Turkey show, besides the great importance of individual parenthood motives, the high social importance of having children (Ataca & Sunar, 1999; Kagitcibasi & Ataca, 2005).
22

Migrants and the meaning of parenthood

Having children is the social norm, functions for men as a proof of manhood and
provides status for both men and women (Hortacsu, 1999; Sahinoglu Pelin, 1997;
Unalan, 1997). Turkish men and women also marry relatively early and have
children relatively early in their marriage (Ataca, Kagitcibasi, & Diri, 2005). This
pronatalist feature of the Turkish society might be related to the strong emphasis
within Islam, the dominant religion in Turkey, on procreation, and to traditional
patriarchal cultural beliefs regarding procreation (Beller-Hann, 1999; Schenker,
2000; Van Rooij, Van Balen, & Hermanns, 2004). Turkish migrants in the Netherlands, however, are confronted with a new culture, a different religion and more
economical welfare. Their parenthood motives might be influenced by the Dutch
culture. In the Dutch culture individual motives are the most important motives,
while social motives are far less important. Besides, there are differences regarding parenthood motivations between men and women. For example, having children as a life-fulfillment is more important to Dutch women than to Dutch men
(Bos, Van Balen, & Van den Boom, 2003; Van Balen & Trimbos-Kemper, 1995).
Although the confrontation with a Western culture might influence the cultural
framework of migrants in several directions (e.g., Berry, 1998; Berry et al., 1989),
we focused on adaptation, which means adopting the host culture and active participation in that host culture. In this article we investigated the role of adaptation
to the Dutch culture with regard to the parenthood motives of involuntarily childless Turkish migrants in the Netherlands. We supposed that a greater adaptation
to the Dutch culture is related to fewer differences in their parenthood motives
with those of Dutch men and women. We first addressed the question of whether
there are differences between Turkish migrant men and women on the one hand
and Dutch men and women on the other hand. Also differences between women
and men in both groups with respect to parenthood motives were examined. Secondly, we analyzed how parenthood motives of Turkish migrants were related to
their adaptation to the Dutch culture to answer our hypothesis.

3.2

Materials and Methods

3.2.1

Recruitment

Infertile Turkish migrants, who were involuntarily childless in their current relationship, and living in the Netherlands, were recruited both inside and outside
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the Dutch medical system. A total of 58 respondents were recruited (23 couples, 1
man and 11 women). Thirty respondents were recruited through hospitals. In the
hospitals a member of the medical team functioned as a contact person for the researchers and organized the recruitment of patients in their hospitals. We asked
the contact person to provide all patients who met the inclusion criteria with an
information letter in Dutch and Turkish during their hospital visits. After reading
the letter they asked patients to sign an informed consent form, as to whether they
were willing to participate or not. Although hospitals were asked to report both
the number of patients willing to participate and the number of patients not willing to participate, not all hospitals reported the numbers of the latter group. It is
our impression that due to other priorities medical staff often failed to provide patients with information about our study. Therefore no exact response rates can be
given. However, the few hospitals that did mention the negative responses, reported that a majority of patients did not want to participate. According to the
medical staff of these hospitals reasons given by non-participating patients were
that they were too busy, too emotional and the subject too private. These reasons
also applied to the non-participating partners of subjects. Additionally, some
partners were not included in the study as they had a different ethnic background.
Medical staff suggested that feelings of guilt, shame and unwilling partners were
reasons not to participate. The other 28 respondents were recruited through other
entries, mainly through advertisements on the website of the Dutch Patient Association for people with fertility problems (Freya), through advertisements in Turkish-Dutch magazines and through Turkish migrant community workers. As these
entries mainly depend on the active actions of the subjects themselves, no response rates can be given.
Due to the absence of national population data about the prevalence of infertility among Turkish migrants, we do not know whether our sample is representative or not. However, we have tried to enhance the representativeness by
recruitment through different entries (medical and non-medical entries), located in
all different areas were Turkish migrants live in the Netherlands. It was expected
that the Turkish migrants would be significantly younger than the Dutch men and
women, as in the general population the average age of Turkish migrants when
marrying and the average age of Turkish migrant females when having their first
child are significantly lower than among Dutch women (Distelbrink & Loozen,
2005; Garssen, Nicolaas, & Sprangers, 2005). Consequently, Turkish migrant
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women dealing with fertility problems might also be younger than Dutch women
(see also Gacinski, Yuksel, & Kentenich, 2002). Additionally, it was expected
that the Turkish migrant group would have lower education than the Dutch, as the
general Dutch population is more highly educated than the Turkish migrants in
the Netherlands (Statistics Netherlands, 2004).
As a referent group, a sample collected by Van Balen and Trimbos-Kemper
(1995) in a previous study about the experiences of involuntarily childlessness
among involuntarily childless Dutch men and women was used. Van Balen and
Trimbos-Kemper selected a total of 328 involuntarily childless subjects (164 couples), who had been examined in an academic hospital, from the files of the hospital and asked them by letter to participate in the study. Of these, 216 subjects
(108 couples) were willing to cooperate in the study (66% response rate). The
sample was a good representation of the Dutch population with respect to age, religious denomination, community-character and age differences between husbands and wives. The educational level was a little higher than the educational
level of the general population. The most important reasons mentioned for not
cooperating were that it would be too emotional and the fear of reliving their infertility experiences. For the current study 162 subjects (70 couples and 7 men
and 15 women) were selected according to the same criteria as the Turkish migrant sample (the absence of foster or adoptive children, and a continuing desire
for a child) and to their Dutch background.
3.2.2 Procedure
Subjects of both groups were asked to answer a structured written questionnaire at home. An interviewer was present to help if necessary and if both partners participated, to certify that men and women answered the questionnaire
separately. The Turkish migrant sample was visited by a bilingual Dutch interviewer. They could choose between a Dutch version and a Turkish version of the
questionnaire. To obtain a Turkish version of the questionnaire several steps were
taken. The first step consisted of collecting existing Turkish versions of scales.
All other scales were translated into Turkish and independently translated back
into Dutch. Afterwards, the few differences in translations were resolved by discussion. Furthermore, several experts (medical, Turkish and anthropological) and
laypersons were consulted on the cultural relevance and comprehensibility of the
questionnaire (Van de Vijver & Tanzer, 2004). A preliminary version of the ques25
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tionnaire was piloted, after which no changes were made with respect to the
scales used in this study.

3.2.3

Measures

Parenthood motives. Data concerning the motives subjects have for wanting
children were collected by using the Parenthood Motivation List (PML) (Van
Balen & Trimbos-Kemper, 1995). The PML is a self-report questionnaire and
consists of 18 items, divided equally over six motives: (1) happiness, (2) wellbeing, (3) parenthood, (4) identity, (5) continuity, and (6) social control. The first
three subscales, happiness, well-being and parenthood, include individual motives, while the latter (identity, continuity and social control) fall within the cluster of social motives. Happiness refers to the expected feelings of affection and
joy in the relationship with children (e.g., ‘children make me happy’). Well-being
includes the expected positive effects for the family-relationship and having children as an accomplishment of life (e.g., ‘makes life complete’). Parenthood refers
to the feelings of being a parent and experiencing pregnancy and birth (e.g., ‘to
experience pregnancy and birth’). Identity refers to the desire to have children as
means of achieving adulthood and strengthening identity (e.g., ‘sign of being
grown up’). Continuity refers to the desired affective relationship with grown-up
children and the wish to live on after death through one’s children (e.g., ‘to continue living’). Social control or pressure encompasses implicit or explicit pressure
from outside the couple to procreate (e.g., ‘is expected by others’). Respondents
were asked to indicate on a 3-point Likert-scale (1=not important, 3= very important) how important the mentioned item was to them. The reliability of the subscales in this study ranged from sufficient to good regarding the Turkish migrants
sample (ranging from Į = .63 to. 75), with the exception of the reliability of the
subscale identity (Į = .48). With respect to the Dutch sample, the reliability of the
subscales ranged from sufficient to good for all subscales (ranging from Į = .56 to
.77).
Adaptation to Dutch culture. To determine the adaptation of Turkish migrants
to the Dutch culture an adapted version of the Lowlands Acculturation Scale
(LAS) (Mooren, Knipscheer, Kamperman, Kleber, & Komproe, 2001) was used.
The LAS has been used in research on Turkish migrants in the Netherlands
(Kamperman et al., 2003a; Kamperman, Komproe, & De Jong, 2003b; Trinidad,
Kamperman, & De Jong, 2005) and measures whether respondents are adapted to
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the Dutch culture (1 = not at all adapted to oriented on the Dutch culture; 5 = fully
adapted to the Dutch culture).The LAS includes 5 subscales: (1) norms and values
(5 items, Į = .56), (2) traditions (4 items, Į = .65), (3) loss related to migration (7
items, Į = .82), (4) social integration (4 items, Į = .64) and (5) skills (5 items, Į =
.72). ‘Norms and values’ assesses attitudes towards Dutch morality (e.g., ‘I feel
the Dutch man has little authority within his family’). The second subscale ‘Preserving traditions’ measures daily behavior and cognition (e.g., ‘I consider it important to pass our traditions on to the next generation’). The third subscale (loss
related to migration) assesses the thoughts and attitudes around the issue of loss
related to migration (e.g., ‘My working status is lower than it used to be’). Social
integration focuses on integration into the Dutch society (e.g., ‘Dutch people
make me feel welcome’). The fifth subscale, acquiring new skills, is directed towards the accomplishment of new requirements (e.g., ‘I have fewer career opportunities than Dutch people’).
Socio-demographic variables. Several socio-demographic variables were assessed: age, ethnicity, educational level, urbanity, and migration history. Ethnicity
was measured by place of birth of respondents and their parents. Educational
level was assessed by grouping subjects’ highest completed education into: (1) no
or primary education, and lower theoretical and practical secondary schools; (2)
higher theoretical secondary or middle professional school; (3) higher education
(such as universities) (in line with Statistics Netherlands).

3.2.4

Statistical analyses

To test for differences between the Turkish migrant and the Dutch sample on
parenthood motives two methods of data analysis were used. First, independent
sample t-tests were conducted including all subjects to test for differences in parenthood motives between Turkish migrant men and Dutch men and between
Turkish migrant women and Dutch women. Additionally, if differences between
the two samples were found in age and or educational level, MANCOVA analyses were used, using these differences as covariates. Paired t-tests were used including only couples to test for differences between the sexes in parenthood
motives and in adaptation. The relationship between parenthood motives and adaptation of Turkish migrant men and women to the Dutch culture was assessed by
using Pearson correlation.
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With respect to background variables, independent sample t-tests were used to
test for differences between Turkish migrants and Dutch men and women in age.
Paired t-tests were used including only couples to test for age differences between
the sexes. Differences between Turkish migrants and Dutch men and women in
the educational level were assed by using the Mann-Whitney-U test. Wilcoxon
tests were used to test for gender differences in educational level, including only
couples.

3.2.5

Subjects socio-demographic background

The socio-demographic characteristics of the Turkish migrant and Dutch group
are listed in Table 3.1. The Turkish migrant sample included 58 respondents (23
couples, 1 men and 11 women). Turkish migrant men were significantly older
than their wives. Turkish migrant women and men did not differ in their educational level. The majority of the Turkish migrant men and women were born in
Turkey (82 %), 16 % were born in the Netherlands. One person was born as a
Turkish migrant, but raised in Turkey. Almost half of the people born in Turkey
came to the Netherlands because of their marriage (45 %). Thirty-eight percent
came to the Netherlands with their families or to be reunited with their families. A
few people had other reasons to migrate to the Netherlands (economical reasons,
curiosity etc.) (17 %) The average duration of living in the Netherlands for both
men and women was 17 years (SD = 10.62). All Turkish migrants visited Dutch
hospitals because of fertility problems.
The Dutch sample consisted of 162 respondents (70 couples, 7 men and 15
women). Dutch men were significantly older than Dutch women. There was no
significant difference between the educational levels of Dutch men and women.
As expected, both Dutch male and female respondents were significantly older
than the Turkish migrant respondents. Contrary to our expectations, there was no
significant difference between the educational level of Dutch men and women.
All participants from both samples visited hospitals due to fertility problems.
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Table 3.1 Socio-demographic characteristics of subjects
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3.3

Results

3.3.1

Parenthood motives

Comparisons between the Turkish migrant sample and the Dutch sample revealed that all social parenthood motives - identity, continuity and social control were more important to both Turkish migrant men and women than to Dutch men
and women (see Table 3.2). No differences existed concerning the importance of
the parenthood motive happiness between Turkish migrant men and Dutch men
and between Turkish migrant women and Dutch women. Differences were found
in the importance of the parenthood motive well-being. Well-being was more important to both Turkish migrant men and women, than to Dutch men and women.
The parenthood motive parenthood was more important to Turkish migrant men
than to Dutch men. However, no differences in the importance of the parenthood
motive parenthood were found between Turkish migrant and Dutch women.
Comparisons between the sexes showed a few differences between men and
women on the distinguished motives. Turkish migrant women and men differed
significantly on the importance of continuation in their desire for a child. Having
children for continuation reasons was significantly more important for Turkish
migrant men than for Turkish migrant women. Dutch couples only differed from
each other in the emphasis they gave to parenthood as a life-fulfillment, Dutch
women giving higher rates than Dutch men. The hierarchy of motives, however,
is similar for both the Dutch and the Turkish migrant male and female groups.
As significant differences were found between the two samples in age (Dutch
being older than Turkish migrant men and women), additional analyses were
conducted using age as a covariate. However, after controlling for age, all differences between Turkish migrant men and Dutch men and between Turkish migrant
women and Dutch women in parenthood motives remained significant.
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3.3.2

Cultural adaptation

The degree of cultural adaptation of Turkish migrant men and women to the Dutch
culture is shown in Table 3.3. Both men and women were moderately adapted to the
Dutch culture with respect to feelings of loss related to their migration, were quite
well adapted to the Dutch culture regarding their skills to participate in the Dutch society, were quite well adapted with respect to social integration and were just slightly
adapted to the Dutch culture with regard to traditions. Turkish migrant men and
women differed with respect to their norms and values, women adapting slightly more
to Dutch norms and values than men. No differences between the sexes were found
on the subscales social integration, traditions, skills and loss.
Table 3.3 Adaptation to the Dutch culture of Turkish migrant men and women
Women

Men

Women vs

(N= 32)

(N= 24)

Men

M (SD)

M (SD)

t

Norms and Values

3.21 (0.73)

2.91 (0.68)

2.61*

Social integration

3.54 (0.78)

3.55 (0.65)

-0.15

Traditions

2.20 (0.75)

2.17 (0.88)

-0.64

Skills

3.71 (0.97)

3.62 (0.78)

-0.02

No feelings of loss

3.01 (0.89)

3.11 (0.82)

-1.34

Note.
1= Not at all adapted to the Dutch culture; 5= Fully adapted to the Dutch culture
*p < .05; **p < .0 1; ***p < .001

3.3.3

Relationship between adaptation and parenthood motives

For Turkish migrant women a significant negative correlation existed between the
subscale norms and values and the parenthood motives of well-being, identity, continuity, and social control. Other significant negative correlations were found between
the subscale social integration and the motive parenthood, between the subscale skills
and the motive identity, and between the subscale loss and the motive identity. For
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Turkish migrant men a significant positive correlation was found between the subscale skills and the motive well-being. Significant negative correlations for Turkish
migrant men were found between the subscales feelings of loss related to migration
and the motives parenthood, identity, social control and continuity. Other significant
negative correlations existed between the subscales traditions and the motives wellbeing, parenthood and continuity (see Table 3.4).
Table 3.4 Correlation between parenthood motives and adaptation to the Dutch culture (LAS) (onetailed)
Happi-

Well-

Parent-

ness

being

hood

Identity

Continuity

Social
control

Turkish

Norms and values

-.01

-.45**

-.10

-.37*

-.56***

-.34*

migrant

Social integration

-.03

-.24

-.39*

-.17

-.27

-.08

women

Traditions

-.12

-.09

-.06

-.17

-.19

-.03

(N =

Skills

-.19

.13

-.07

-.33*

-.02

.03

32)

No feelings of loss

-.18

-.07

-.13

-.31*

-.27

.08

Turkish

Norms and values

-.27

-.02

-.34

.03

-.33

-.14

migrant

Social integration

.05

-.01

-.25

.25

-.25

-.05

men

Traditions

-.20

-.39*

-.36*

-.18

-.35*

-.27

(N =

Skills

-.20

.42*

.17

.10

.25

.24

24)

No feelings of loss
.12 -.24
-.37*
-.42*
-.43*
-.55**
Note.
Parenthood motives: 1= not important at all; 3= very important; LAS: 1= Not at all adapted to the
Dutch culture; 5= Fully adapted to the Dutch culture
*p < .05; ** p < .0 1; *** p < .001

3.4

Discussion

This study compares the parenthood motives of involuntarily childless Turkish migrant men and women and those of involuntarily childless Dutch men and women.
Furthermore, its purpose was to examine the relation between adaptation to Dutch
culture and parenthood motives. The results of this study show that, in the desire for a
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child, individual motives are the most important parenthood motives for both involuntarily childless Turkish migrant and Dutch men and women. However, while social
motives are of little importance to Dutch, these motives play a quite important to very
important role for Turkish migrant men and women. Conforming with our expectations the infertile Turkish migrants were younger than the infertile Dutch men and
women, due to marrying earlier and trying to have children early in their marriage.
Therefore, we conducted additional analyses controlling for age. However, the differences between the two samples remained significant when age was controlled for.
The continuing importance of social parenthood motives for Turkish migrants might
be the consequence of the continuation of several factors influencing social parenthood motives: the pronatalist characteristic of the Turkish culture, Islam and the patriarchal feature of the Turkish culture. Yuksel and colleagues (Gacinski et al., 2002;
Yuksel, 1995; Yuksel et al., 1996a, 1996b) reported an ongoing pronatalist culture
within the Turkish migrant community. This might also be valid for the Netherlands.
Additionally, Islam remained the most important religion among Turkish migrants in
the Netherlands (Statistics Netherlands, 2005). Nauck and Kohlmann (1999) observed
that the patrilineal feature of the Turkish society is continuing among Turkish migrants in Germany. This might also be the case among Turkish migrants in the Netherlands and might account for the findings that the continuation of family name and
family line is more important to Turkish migrant men than to Turkish migrant
women. No differences in this respect were found between Dutch men and women.
This is in accordance with the findings of other Dutch studies (e.g., Bos et al., 2003).
The equal importance of the motives parenthood and identity to Turkish migrant
women and men suggests that within the Turkish migrant society men and women are
both guided to parenthood. The existence of individual as well as social parenthood
motives among Turkish migrants is in line with findings in Turkey (Ataca et al.,
2005; Kagitcibasi & Ataca, 2005). Nevertheless, relationships were found between
the importance of certain parenthood motives and adaptation to the Dutch culture. As
our findings regarding the Turkish migrants are based on a limited sample size our results have to be interpreted with caution. We, therefore, first focus on these subscales
of adaptation that show significant relationships with more than one type of parent34
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hood motive. These aspects are for Turkish migrant men traditions and no feelings of
loss. For Turkish migrant women these aspects are norms and values. All social motives are less important to Turkish migrant men, if they experience fewer feelings of
loss related to migration. One of the social aspects, having children for continuation
reasons, also becomes less important to Turkish migrant men, if less importance is
given to Turkish traditions. For Turkish migrant men, less importance to preserving
Turkish traditions and fewer feelings of loss also correspond with less weight to the
individual motive parenthood. Traditions also correspond with less importance to the
individual parenthood motive well-being. Hence, if Turkish migrant men adapt to the
Dutch culture in terms of traditions and feeling at home, their parenthood motives
also become more similar to the parenthood motives of Dutch men. For Turkish migrant women the adaptation to the Dutch norms and values related negatively to identity, continuity, social control and well-being. These same parenthood motives were
found to be more important to Turkish migrant women than to Dutch women. Consequently, if Turkish migrant women adapt to Dutch norms and values, their parenthood
motives become more similar to the parenthood motives of Dutch women. For Turkish migrant women, aspects of adaptation that only had a relationship with one type of
parenthood motives were skills, feelings of loss and social integration. When Turkish
migrant women have more skills to participate in the Dutch culture and feel less loss
related to their migration, having children is also less important for their own identity.
The more socially integrated the Turkish migrant women are, the less important the
motive parenthood is. As no differences were found between Turkish migrant women
and Dutch women on the importance of the motive parenthood, this finding does not
correspond with our expectations and is difficult to explain. Regarding Turkish migrant men, more skills to participate in the Dutch culture are related to a higher importance of the motive well-being. As Turkish migrant men already gave significantly
more importance to the parenthood motive well-being, this finding is difficult to explain and might be a chance finding.
Possible limitations to this study are, first, that the data of the two samples were
collected in different decades. However, within Dutch society the economical welfare
and the cultural beliefs regarding procreation, factors that supposedly influence social
and individual motives, have remained relatively stable over the last two decades.
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Additionally, some other studies about the parenthood motives of infertile people in
Western cultures show similar findings to the results of our Dutch sample (e.g.,
Bollebakker, 2003; Colpin et al., 1998; Langdridge, Connolly & Sheeran, 2000; Van
Balen & Inhorn, 2002). Another issue is the representativeness of our samples. As
mentioned earlier there are no population data about the prevalence of infertility
among Turkish migrants. However, our sample included Turkish migrants from almost all areas where Turkish migrants live in the Netherlands, included Turkish migrants with educational backgrounds ranging from no educational at all to university
education and included both non-Dutch-speaking and Dutch-speaking Turkish migrants. Nonetheless, the Turkish migrant sample was more educated than the general
Turkish migrant population (Statistics Netherlands, 2005). This was also the case for
the Dutch sample. The higher levels of education among research participants are a
common finding and might be the consequence of the use of written material for recruitment and data-collection (see also Bostrom et al., 1993; Hoffman, Burke,
Helzlsouer, & Comstock, 1998; Picavet, 2001). A further limitation might be response-set biases. Cross-cultural differences may result in extreme response styles
and acquiescence response styles (e.g., Cheung & Rensvold, 2000; Phalet &
Verkuyten, 2001; Van de Vijver & Tanzer, 2004). Additionally, the answers given by
Turkish respondents might be influenced by the presence of a Dutch researcher.
In conclusion, our results indicate that the parenthood motives of Turkish migrants
and Dutch men and women differ in that social motives are more important to Turkish migrants than to the indigenous Dutch. However, these differences are less if people are more culturally adapted to the Dutch culture. Thus, parenthood motives appear
to be dynamic and are influenced by the surrounding culture.
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The experience of involuntarily childless Turkish
migrants in the Netherlands: a qualitative study

The consequences of involuntary childlessness are influenced by culture in several
ways. This study explores the experiences and responses of infertile Turkish migrants
in the Netherlands. Twenty in-depth interviews were conducted with childless Turkish
migrants in the Netherlands (11 couples and 9 women). Interviews were transcribed
verbatim and were analyzed using interpretative phenomenological analysis (IPA).
The respondents’ experiences were clustered around six superordinate themes: effects
on self; effects on the relationship with the partner; effects on the relationship with
others; disclosure; coping; and the future. Most transcripts reveal that involuntary
childlessness has a profound negative influence on multiple aspects of the lives of the
respondents. The strong pronatalist ideology, misconceptions about infertility and
treatment, and migration related aspects like language difficulties, appear to play a
role in the negative experiences of Turkish migrants. Respondents reported several
ways to cope to some extent with these negative experiences. These are discussed
here.

4.1

Introduction

Involuntary childlessness affects the lives of people in all societies. However, studies into the socio-psychological aspects of involuntary childlessness (henceforth ‘infertility’) reveal a variety of meanings and responses across cultures (Inhorn & Van
Balen, 2002). In Western Europe – a region that has become increasingly culturally
diverse due to the influx of non-Western migrants since the 1960s – research has only
recently begun to pay attention to the experiences of infertile migrants (Van Rooij,
Van Rooij, F.B., Van Balen, F. & Hermanns, J.M.A. (under review). Qualitative Health
Research.
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Van Balen, & Hermanns, 2007). With respect to Turkish migrants, who form one of
the largest minority groups in Europe and are the focus of the present study, a number
of explorative quantitative studies have been conducted (e.g., Kentenich & Yuksel,
1997; Van Rooij, Van Balen, & Hermanns, 2006; Van Rooij et al., 2007). The main
focus of these studies has been the differences between infertile Turkish migrant couples and infertile indigenous couples. A number of differences are reported. Turkish
migrants tend to be younger than Western couples when first confronted with fertility
problems ( Kentenich & Yuksel, 1997; Van Rooij et al., 2007). They also feel more
social pressure to have children than do indiginous Western people (Gacinski et al.,
2002; Schmid et al., 2004a, 2004b; Van Rooij et al., 2006). There are indications that
this social pressure leads Turkish migrants to start infertility treatment sooner than indigenous couples (Scholtz, Bartholomaeus, Grimmer, Kentenich, & Obladen, 1999).
Furthermore, differences in social pressure are also reflected in differences in parenthood motives: while infertile Western indigenous couples mainly have individual
parenthood motives and give hardly any importance to social parenthood motives, infertile Turkish migrants have both social and individual parenthood motives (Van
Rooij et al., 2006). Muslim migrant women (predominantly with a Turkish and Middle Eastern background) also report a greater need to conceal their childlessness than
do Austrian women (Schmid et al., 2004b). Yuksel (1995) found that more than half
of the infertile Turkish migrants in Germany do not disclose their infertility problems
to others. A possible consequence of the described dissimilarities between Turkish
migrants and indigenous couples is the finding that infertile Turkish migrants (particularly women) report higher levels of emotional distress than do infertile indigenous couples (Kentenich & Yuksel, 1997; Schmid et al., 2004a; Van Rooij et al.,
2007).
In summary, comparative quantitative studies suggest that the social norm to have
children is stronger in Turkish migrant communities than it is in the indigenous Western cultures of the countries of residence. It also appears that infertility has a more
profound impact on the lives of infertile Turkish migrants. However, there is still a
need for more understanding of the perceptions and the meanings and values concerning involuntary childlessness. Furthermore, little is known about possible variations
within the Turkish migrant community regarding these aspects.
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The aim of this study is to explore how Turkish migrants in the Netherlands make
sense of the experiences of childlessness and how this influences their lives. Furthermore, the objective of this study is to highlight possible divergences among involuntarily childless Turkish migrants. Therefore, this study employed qualitative rather
than quantitative research methods (Peddie & Van Teijlingen, 2005). The qualitative
method was considered especially suited, as it allows respondents to introduce new
and unexpected topics that subsequently can be explored (Berg, 1994; Smith &
Osborn, 2004).

4.2

Methods

4.2.1

Ethical approval

The University of Amsterdam approved of the proposed study procedures. Furthermore, ethical approval was obtained from the medical ethical committees of the
participating hospitals. All participants received written information about the project
both in Dutch and in Turkish and gave written consent to join the study. Furthermore,
participants were assured of anonymity and confidentiality.

4.2.2

Participants and Recruitment

Thirty-one respondents (11 couples, 9 women) participated in the current study.
They were recruited from a wider sample of participants in a quantitative study (Van
Rooij et al., 2006, 2007). Details regarding the recruitment of this first sample of
Turkish migrants have been extensively reported (Van Rooij et al., 2006, 2007).
Briefly, 56 persons (23 couples, 1 man, 11 women) who were involuntarily childless
in their current relationship participated in the quantitative study. These respondents
were recruited both within the biomedical system (hospitals; 52%) and outside it
(Internet, Turkish (migrant) media, leaflets, snowball method; 48%). In the current
study, seven couples and five women entered the study through biomedical entries,
four couples and four women through other entries. Eight men did not join the study
for various practical and emotional reasons, like having difficulties with talking about
infertility.
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The age of the participating women ranged from 21 to 43 years (M= 28.60, SD =
5.48) and that of the men from 22 to 49 years (M= 33.40; SD =8.40). Twenty-five
percent of the women and 0 % of the men had a low educational level (no or primary
education, or lower theoretical and practical secondary school), 55% of the women
and 60% of the men had an intermediate educational level (higher theoretical secondary or middle professional school), and 20% of the women and 40% of the men had
completed higher education. The mean duration of the respondents’ awareness of
their fertility problem was 48.01 months (SD=53.94) for women and 24.67 months
(SD=27.69) for men. In ten cases (five couples, four women) the fertility problem was
attributed to female factors, in four cases (three couples, one woman) to male factors
and in another four cases (two couples, two women) to both male and female factors.
In two cases (one couple, one woman) the reasons for infertility were unexplained.

4.2.3

Data collection

Data were collected by means of in-depth interviews. The interview schedule comprised: an introduction; a time path related to the respondents’ reproductive lives,
starting from the moment they first discussed having children with their partners till
the moment of the interview; and various topics based on the existing cross-cultural
literature on infertility and reproduction. The topics were: influence on life; the future; differences between men and women; coping; and disclosure. Other topics related to infertility that were brought up by the respondents during the interviews were
also discussed.
All interviews were conducted in the respondents’ homes in their preferred language (Dutch or Turkish). Although the authors acknowledge the possible influence
of the researcher identity in terms of gender, age, class and ethnicity on the production of accounts (Andersen, 1993), due to practical reasons all interviews were conducted by the first author (a Dutch female with knowledge of the Turkish language).
The initial research design was to interview couples together. There were several
reasons for this decision. First of all, involuntary childlessness is a joint problem
(Sandelowski, Holditch-Davis, & Harris, 1992; Verdurmen, 1997). Furthermore,
partners can help each other to remind things, can supplement each others accounts
and may correct each other (Allan, 1980). Besides, a higher response rate was ex40
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pected, especially of men (Sandelowski et al., 1992). Nevertheless, in several cases
the husbands were not willing to join the study. It was decided to include the single
respondent interviews. First because also the interviews with the women provide information on the couple level and about the influence of involuntary childlessness on
the lives of husbands and wives. Second, including these interviews might increase
the diversity of the data and the range of information, as couples who do not want to
have the interview together, might be different from other couples in several respects,
for instance less cooperating as a couple regarding their involuntary childlessness.
A total of 20 interviews were conducted, comprising 20 cases. The interviews were
audiotaped and transcribed verbatim. In two cases the interview could not be audiotaped; notes were therefore taken during the interview and further elaborated immediately after the interview. As the description of these interviews also contained rich
information, the interviews were included in this study. All but one of the respondents
gave permission to cite them. The length of the interview ranged from an hour till 3.5
hours.

4.2.4

Analyses

Interpretative phenomenological analysis (IPA) (Smith & Osborn, 2004) was used
to analyze the experiences of the participating infertile Turkish migrants. It has been
suggested that the IPA approach is particularly useful in exploring issues that are relatively new and possibly sensitive (Chapman & Smith, 2002). The IPA approach facilitates a detailed exploration of a respondent’s subjective perception of an
experience and his/her account of that experience (the phenomenon), as well as an interpretation of his/her thoughts and feelings about what is being discussed (Smith &
Osborn, 2004). As IPA is an interpretative methodology, the outcomes of the analyses
depend partly on the researcher’s reference system. In order to increase transparency
and to maximize the internal coherence and consistency of the analyses, the first author conducted the analyses; the second author then checked whether the superordinate themes and sub-themes were grounded in the transcripts. Verbatim extracts from
the transcripts are given in the results section to support the findings. After every citation, the gender of the respondent and the number of the interview are indicated. All
transcripts were entered in MAXqda 2 (Verbi Software, 2005), a computer program
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used to structure qualitative data. In conformity with IPA, the analysis started with a
selection of a very extensive transcript. This transcript was thoroughly read. Annotations were made about interesting remarks related to our research question. The transcript was then reread and themes with a higher level of abstraction were formed. The
emerging themes were listed and studied to see whether there were any connections
between them. Themes that did connect were grouped into higher-order themes,
which were rechecked against the primary transcript. Hereafter, the second transcript
was analyzed. This transcript was coded according to the final themes of the first
transcript. However, in line with IPA, the possibility to add new themes was kept
open in order to take account of possible divergences in the data. Furthermore, it was
possible that the existing themes would evolve due to the new transcripts. Similar
procedures were followed until the last transcript had been analyzed using the interpretative process. Finally, a table of all themes was drawn up and all transcripts were
reviewed using these superordinate themes (Smith & Osborn, 2004).
Following the recommendation of Sandelowski (2001) concerning operationally
defined verbal counting, in the results section the word ‘few’ is used if a certain
theme or finding emerged in 1–3 transcripts, ‘some’ if such emerged in 4–7 transcripts, ‘several’ if such emerged in 8–10 transcripts, ‘many’ if such emerged in 11–
14 transcripts, and ‘most’ and ‘majority’ if such emerged in 15 or more transcripts
(see also Dyer, Abrahams, Mokoena, & van der Spuy, 2004). These adjectives
should, however, not be interpreted as generalizations to a larger population.

4.3

Findings

Six superordinate themes emerged from the narratives of the respondents: 1) effects on self, 2) effects on the relationship with the partner, 3) effects on the relationship with others, 4) disclosure, 5) coping, 6) the future. These themes are described
below.
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4.3.1

Effects on self

The majority of the respondents verbalized changes related to their own person as a
consequence of their infertility. Three aspects were distinguished: (i) emotions, (ii)
health and (iii) self-image.
With respect to changes in emotions (i), there were many commonalities between the narratives. In the majority of the cases, the respondents expressed intense
negative emotions, mainly in the sphere of depression:
‘Inside I’m broken’ (Ƃ, 14).
‘Then suddenly I realized [that it would be difficult to have children]. I felt
really bad. My husband was [feeling] even worse’ (Ƃ, 17).
The shock of realizing that having children would be difficult was also mentioned in
several other cases:
‘And then my world collapsed, because, what would I have to do now? I
didn’t expect something like this’ (Ƃ, 8).
Some couples were already aware that having children without medical assistance
would be difficult due to various medical reasons. Most of them emphasized that
when they were told that having children would be difficult, they were not really affected, as at the time they were not thinking about having children. However, this
changed when they wanted to have a baby:
‘And I remember that my general practitioner said, that it also would be,
also would be if, that it would be more difficult to have children, he said
then. But, then, yes, then I was not at all busy with that. Yes, “So what?” I
thought then. Yes, looking back, I thought, Jesus, that’s stupid, that I didn’t,
that I didn’t go after it, I thought’ (Ƃ, 5).
Many respondents also mentioned that they brooded about their infertility:
43

The experience of involuntarily childless Turkish migrants in the Netherlands

‘You can’t share it with others. You can’t tell your worries to anyone. If you
want to tell them, they don’t understand. So each time you keep it inside
yourself’ (Ƃ, 10).
Issues related to acceptance (of childlessness, having fertility problems, needing
medical assistance) and loneliness were mentioned several times. Feelings of emotional pain, anxiety, stress, shame, guilt and jealousy were also mentioned in some
transcripts. Several women, but none of the men, mentioned a negative influence on
their physical health (ii). This was mainly due to the side effects of the medication
women they were taking or had taken. However, a few of the women mentioned
physical complaints as a psychosomatic reaction to their infertility:
‘In the end, I could no longer walk, I felt so bad’(Ƃ, 10).
Negative changes related to the self-image (iii) were mentioned in several transcripts:
‘When I didn’t become pregnant, I felt handicapped, like I didn’t have an
arm, have a leg’ (Ƃ, 4).
Besides feeling handicapped (some cases), feelings of inferiority to fertile people
(some cases) and the feeling of not being a ‘real’ woman or man (some cases) were
mentioned:
‘It’s like, like, your maleness is, like, harmed. That’s how you feel. Like
you’re not a man. Not a real guy’ (ƃ, 10).

4.3.2

Effects on the relationship with the partner

The effects of infertility on the partner relationship were mentioned in the majority
of the transcripts. Seven sub-themes emerged in those transcripts: i) differences between partners, ii) changes in patterns, iii) sexuality, iv) love, v) communication, vi)
arguments, vii) considering divorce as a partial solution.
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Many transcripts revealed that there was a distinct difference within couples in
how affected they were by their infertility (i). In all but one of these cases it was mentioned that the women were more affected by the infertility than the men were. The
respondents related these differences to dissimilarities in strength of the desire to have
a child, character, confidence in a successful outcome, and in being the one undergoing treatment. Both positive consequences (e.g., support, the situation being put into
perspective) and negative consequences (e.g., feeling lonely, feeling unsupported by
the partner, distrust) of these differences within couples appeared in the transcripts.
Some respondents mentioned that the patterns in their relationships had changed
due to their infertility (ii). The following illustrates this change:
‘She puts pressure on me, she wants me to give her all my time. Leave late
for work, come home early, don’t go anywhere at the weekend, don’t visit
friends, stay at home. This is firstly because of something in herself, how she
is made. Second, the fact that we have not produced a child brought this all
out’ (ƃ, 4).
Other examples of changes in patterns were: change in the division of domestic work
as the woman was feeling too ill, one of the partners seeking distraction elsewhere,
and staying at home more often.
Several stories indicated that fertility problems had a negative influence on the
sexual relationships within couples (iii). The most mentioned reason was that people
had to have sex in their fertile period or because they had to undergo examinations
(e.g., post-coital tests). However, also stress and the feeling that sex was ‘useless’
were mentioned.
Some respondents said that their fertility problem influenced their love for each
other (iv). However, while some emphasized that their love had become less as a consequence of their infertility, a few other couples mention that their infertility had had
a positive influence on their relationship. The positive effects mentioned were: feeling
more responsible for each other, a stronger relationship and feeling more united.
In several cases the communication between partners was influenced by their infertility (v). In some cases, partners found it hard to talk about their fertility problem,
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mainly because they did not want to distress their consort. They were especially careful when their fertility problem was attributed to their partner:
‘I couldn’t talk calmly with my husband, because some things would hurt
him a lot’ (Ƃ, 10).
In this particular case, they also not discuss their infertility in their home because they
wanted to keep it secret from his family, with whom they lived. In some cases, the
communication about infertility was negatively influenced by limited Dutch or Turkish language skills due to migration to the Netherlands or due to growing up in the
Netherlands, respectively. This limited language skills resulted for instance in difficulties in finding the right biomedical words in Turkish to translate or talk about their
infertility:
‘But it does not always work, sometimes you can’t translate. Sometimes I do
not understand him if he translates from Dutch to Turkish, sometimes he uses
very different words. Then I ask him all the time, what it is it for instance’
(Ƃ, 19).
Another example of the negative influence of limited language skills were distrusted
translations by their partners:
‘I also did not trust my husband, because I thought that he was hiding things,
some things. If he speaks to a doctor, he speaks really fast, I can’t understand
that. If I ask him, then if the doctors, for example, talks for an hour, he tells
me in ten minutes. Then I think if it takes an hour, it can’t be told in ten minutes, there has to be something behind that’ (Ƃ, 4).
Furthermore, one woman mentioned that during her first marriage her partner deliberately mistranslated important information. As she did not know any Dutch at that
time, she depended on the translations of her husband. However, when examination
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results were discussed in the hospital, he did not translate to her that he was having
fertility problems.
In some cases, the fertility problem caused tension and arguments between partners
(vi). Various reasons were given for the arguments: the side effects of fertility drugs,
distress about infertility, feeling isolated. The impact of these arguments differed
strongly between the couples. In the cases of side effects, the impact of the quarrels
was low:
‘Yes, I’m peevish sometimes [they both laugh]. That he thinks, what did I do
wrong this time? … But he also knows that it’s a side effect, that’s why he
can ignore it. He doesn’t go on about or do something that will make it
worse. But it’s not nice for you’ (Ƃ, 7).
However, in a few cases arguments related to infertility had a more serious impact,
resulting in partners considering relationship therapy, and seriously considering divorce or attempted suicide:
‘We quarreled, we made noises, we shouted, yelled, often she became depressed, even went as far as taking medicines’ (ƃ, 4).
In a few other cases, divorce was discussed as a possible option to give the partners
the possibility to have children (vii).

4.3.3

Effects on the relationship with others

In the majority of the transcripts respondents mention the influence of their infertility on their relationship with others, in terms of reactions of others directly related to
their infertility and in terms of their own behavior. In most cases, the reactions of others to the respondents’ childlessness play an important role. The following subthemes were distinguished: questions (i), pressure (ii), gossip (iii) and stigma (iv).
The majority were asked a lot of questions (i). Members of the family and the familyin-law often asked questions, as did friends and less close acquaintances. The questions ranged from ‘No children yet?’ (Ƃ, 7) to more intrusive ones:
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‘Of course, then they ask what happened, what did you do, which medicines
do you use, and then, do you have a sexual problem? What they think of,
they ask’ (Ƃ, 4).
It was explicitly mentioned in a few transcripts that women are asked more questions
than men:
‘His family, they didn’t ask my husband, but me. Because they’re ashamed
of my husband, because they lived far away for years, they didn’t ask him.
And in Turkey, Turkish people, you can’t ask men there. A mother, an older
sister might ask, but the family of my husband are not that kind of people.
They asked me’ (Ƃ, 4).
Furthermore, in some cases it seems more common for women than for men to ask
questions:
‘But my father never said anything to me. Generally, I normally have my
mother as a communication line. That’s common in every Turkish family’
(Ƃ, 9).
Although in a few transcripts respondents mentioned that questions do not bother
them, in most cases questions were perceived as annoying, difficult and/or unpleasant. The following citation illustrate this:
‘”Oh, I thought you had children”. A bit like. And then immediately they ask
a second question, “Are you seeing a doctor?”, you know. Yes, and then I
have the feeling, well, I only met this woman once, I really don’t want to tell
my life history of eight, seven years. I won’t tell her. Maybe I’ll never see
her again, why should I tell her? It also takes much of my energy and emotions, doesn’t it? I also suffer from telling my story every time, so to speak. I
prefer to talk about other things, like soap operas for instance’ (Ƃ, 9).
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Many respondents also experienced these questions as pressure (ii) to become pregnant:
‘Those around you also put pressure on you, “Where’s your child, where’s
your child?”’ (Ƃ, 4).
Besides direct questions, several respondents were also aware of the gossip (iii) that
not having children gives rise to, especially in the Turkish community:
‘But talking about gossip, because there are a lot of Turkish people here, especially in [name of neighborhood], everybody knows each other automatically, the good things the bad things, if you go or not, everybody knows each
other. In the street it’s “Oh look, look, poor girl, she can’t become pregnant!”
and so on. That’s something that bothers me, but I don’t want them to talk
about me outside. So my family did not tell others’ (Ƃ, 1).
In a few cases, respondents were not only afraid of or were expecting gossip, but had
actually heard other people talking about them:
‘Then a lady behind me said: “Is that her child?” Two ladies were talking. “Is
that her child?” she said. The other said: “It’s a pity, she can’t have children.”
That really affected me. We’d only been married a couple of years. It wasn’t
yet ten or eleven years. We’d only been married three or four years’ (Ƃ, 10).
The above two accounts also exemplify that they are stigmatized (iv) – that is, seen
by others as ‘a poor girl’ or ‘someone to ‘pity’ – because they can’t have children.
This was mentioned many times. Respondents said that other people labeled them as,
for example, pathetic, not fully male or female, not belonging or different, and not
able to say anything about children.
‘Well, it, yes, it is… in our culture, yes I call it culture, it’s nothing to do
with Islam, it’s seen totally differently. Between people. Like, “Why can’t
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they have children?” They won’t comfort you, but look at you in a different
way’ (Ƃ, 15).
In many cases, respondents related the questions, pressure, gossip and stigmatizing to
the fact that in the Turkish migrant culture, having children is a part of marriage and
is expected within a few years after getting married:
‘It’s generally obvious. You marry, and after a year or two, there will be
children, as a matter of course. It’s self-evident in our culture’ (Ƃ, 9).
One of the accounts illustrates that they also internalized this pronatalist norm:
‘But with Turkish youth, with Turkish families, the following is logical: if
you’re married, then after say three to five years, or two years or one year,
whatever, you start to think about having a child. That’s logical, and we also
followed that logic, we also thought like that’ (ƃ, 19).
In many transcripts respondents mentioned that their own behavior towards
others changed due to their infertility. A few women mentioned that they were not in
the mood to see their family as often as they did before:
‘You know, they expect me to come over, to chat with them, to be sociable.
But then I say, I can’t be sociable, leave me alone’ (Ƃ, 2).
Also the relationship with friends was mentioned in some transcripts as being affected
by their infertility. Although one man saw his friends more often because they distracted him from the fertility problem, the other transcripts revealed a more negative
influence of infertility on the relationship with friends: they did not feel like seeing
their friends, wanted to avoid questions or felt excluded. Especially, the relationships
with people with children who did have children was mentioned as a complicated relationship in several transcripts:
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‘Yes. Then, my eyes are on that. Then I become emotional and I see my husband finally pat my back and say, come on, it will be okay – one day. Yes.
But, yes, deep in his heart it also hurts [interviewer: he also finds it difficult
to see pregnant people?] Yes, because his own wife isn’t’ (Ƃ, 15).

4.3.4

Disclosure

Decisions related to disclosure are closely linked to the previous theme. Issues related to the decisions about disclosure play an important role in the majority of the
transcripts. The following subthemes were distinguished: i) to whom respondents disclose their infertility, ii) what they disclose and iii) excuses and deception. Just a few
of the couples were open to everybody about their infertility, their treatments and the
causes of their infertility. Most couples, however, were very selective about to whom
they disclosed their infertility (i):
‘We told it to our immediate circle. . . . My parents, my husband’s parents,
brothers, sisters and a couple of friends know. Real close friends. Besides
them, nobody knows’ (Ƃ, 12).
In some cases, however, respondents said that they were hiding their fertility problem
from their parents because they did not want to hurt them. Additionally, in a few
cases respondents were afraid that their parents or their parents-in-law would pressure
them to divorce. In some cases, respondents had disclosed their infertility to their employers, as they had to ask for time off to visit the hospital. Of the couples who did
disclose their infertility to certain others, some were selective about what they said
(ii): they did not give exact information about causes or treatment. The reasons given
for not providing exact information were related to existing misconceptions about
treatment and the lack of biomedical knowledge about infertility among others:
‘Because some people, especially older people, they don’t know what IVF is,
or they think that it’s from different seed. And then you don’t explain fully,
or you don’t waste your time on it’ (Ƃ, 9).
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In a few cases, respondents lied about to whom their fertility problem could be attributed, transferring the cause of the infertility from the man to the woman:
‘They [her parents] think it could be attributed to me. And actually I want
them to think like that. … Yes, in our culture it’s worse for a man than for a
woman. For a woman, they can accept it, but if it’s a man… Okay, I do think
differently about it, but other people don’t’ (Ƃ, 14).
‘Especially. Look. Especially there are still people who, who don’t know
what they’re talking about, and they really say stupid things. And yet you
feel they’re talking about you? . . . . You go to the coffee house; only men go
there. Well, look, all kind of subjects are discussed, sport, everything, then
they also talk about…that. Yes about, about a man, who, I don’t know, can’t
have children. They won’t say. They. They immediately think, that he
doesn’t have genitals. They think something like that. Or that it’s far too
small’ (ƃ, 10).
A few women also mentioned that taking the responsibility for the fertility problem
would also protect them from being accused of adultery when they do become pregnant.
For many couples infertility led to the concealing of an important part of their lives
from certain others. Many couples kept quiet about their infertility, while several others made up stories and told lies (iii) when asked about their childlessness:
‘Yes, in the beginning, right in the beginning, I told them, “No, we don't
think about it. First he’s got to find a job” and things like that. And then, I
told them, yes, you know a bit, ignore it. Erm, led them on to a different subject. “Yes, in the future. We’re not thinking about whether or not we want
children” and that kind of things. But at a certain moment. Yes’ (Ƃ, 9).
In a few cases, respondents said that they do not like to lie:
‘You don’t want that, because I don’t like to lie’ (Ƃ, 15).
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4.3.5

Coping

Throughout the transcripts, eigth themes were distinguished that helped the respondents to deal with their infertility: (i) hope and confidence, (ii) faith, (iii) support
from others, (iv) patient solidarity, (v) media, (vi) distraction, (vii) proactive attitude,
(viii) other sources.
Statements of hope and confidence (i) in a positive outcome – namely a biologically related child – run through the majority of the transcripts:
‘That, that feeling that some day it will happen. I think, that hope, you just
hold onto it’ (Ƃ, 12).
Nevertheless, in several cases also moments of despair and a lack of hope were mentioned.
Additionally, several transcripts revealed a high level of trust in technological developments in the medical world and in the medical world itself. One man put it as
follows:
‘And I don’t believe the following: that there won’t be a solution. Why? . . . .
The technology is improving every day, surely they will come up with something’ (ƃ, 19).
Another aspect that helped many of the respondents to cope with their infertility is
support from others (ii). The most mentioned sources of support were: partners (in
many cases), family (many cases), doctors (many cases), friends (many cases), work
(some cases), psychologists (a few cases) and neighbors (a few cases). Besides support from persons, in several cases respondents also felt supported by their faith (iii):
‘I believe and therefore I still have hope’ (Ƃ, 6).
Also having contact with or knowing about other people who have fertility problems
was a source of support in many cases (iv):
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‘That’s quite useful, that’s a positive thing, the feeling that you’re not the
only one’ (Ƃ, 12).
In many cases, respondents referred to the growing interest in fertility problems on
the part of the Turkish media (v), especially Turkish television. This provided them
and others in the Turkish and Turkish migrant community with knowledge about infertility:
‘It was not normal that. But now you hear about it daily. Those doctors...
Those doctors are all on television, so’ (Ƃ, 18).
Some respondents mentioned seeking distraction (vi) as a way of getting their fertility
problem temporally off their minds. Furthermore, in some cases respondents said that
they felt supported by a proactive attitude (vii):
‘Yes, we got our referral immediately. I think I, said that instead of six
months, we’d been trying for eight, nine months. . . . Actually, I’d already
made an appointment with the gynecologist. This is, yes, perhaps it’s the
Turkish way’ (Ƃ, 16).
Other less often mentioned sources of support (viii) were, for example, the idea that it
could be worse, the idea that it would be treatable, knowing the cause, the idea that at
least they had tried everything, and the fact that postponing parenthood is common in
the Dutch culture.

4.3.6

The future

With respect to the influence of infertility on ideas about the future life of the respondents, it appeared from the transcripts that several couples did not consider or
discuss a future different from their original plan, that is, a future with a child who is
biologically related to both partners. The reasons given were: confidence and hope
that they would have a child, confidence in medical possibilities and technical developments, only thinking about the present, and too afraid to think about the future
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During the interview the following themes emerged when discussing their future: i)
life without children, ii) life with adopted children, iii) life with partly biologically related children, iv) work and schooling/education, v) lacking of a goal in life.
Two couples in this sample had already decided to continue their lives without
children (i). Both gave priority to their own health above having a child. In many
other cases the possibility of a future without a child was mentioned. In many cases it
was mentioned that marriage and life amount to more than having children:
‘I didn’t marry to have a child’ (ƃ, 1).
‘He told me a couple of times that if it doesn’t work, we’ll stay together and
we’ll be happy together, and that sort of things’ (Ƃ, 12).
Interestingly, men more often brought this up. Not wanting to have children after a
certain age was mentioned in some cases. In a few cases, respondents mentioned that
they did not want to have to undergo treatment after treatment. Furthermore, in a few
cases remaining childless was mentioned as something that, in the end, one has to accept:
‘I have. I have the feeling that it will be alright. Yes, and if not, so, it’s something that God wants, then we’ll accept it. I mean, what else can we do?’ (Ƃ,
14).
In many cases, one or both partners had considered adoption (ii). However, only a
few couples seriously considered it and agreed that adoption was a possibility for
their future. Regarding a child who is only partly biologically related (iii), only a few
couples agreed on gamete donation (namely egg donation) as a possible treatment to
obtain a future life with a child, and none of them saw inter-familial adoption as a
feasible option.
A few couples mentioned that they focused more on work and schooling (iv) because they did not have children. In some transcripts, not having children was equated
with lacking a goal in life (v):
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‘But it also influences your outlook on life. For example, more like, what use
is it to save money? Sometimes we talk about it, and then I say “Yes, but
what’s the point?”’ (Ƃ, 12).

4.4

Discussion

This study investigated the experiences of 20 involuntarily childless Turkish migrant couples in the Netherlands. The experiences of the Turkish migrants concerning
their infertility were clustered around six superordinate themes: effects on self; effects
on the relationship with the partner; effects on the relationship with others; disclosure;
coping; and the future. These superordinate themes correspond with dominant themes
in the literature on other involuntarily childless samples (both Western and nonWestern) (e.g., Dyer et al., 2004; Greil, 1997). However, the extent to which the
themes played a role in the experiences of the involuntarily childless Turkish migrants in this study reflect certain characteristics of the Turkish migrant culture that
distinguish their experiences from those of other involuntarily childless couples (particularly Western couples). The characteristics, or underlying aspects, that come to
the front most in the narratives are: the strong pronatalism, misconceptions about infertility, and specific migration related aspects.

4.4.1

Pronatalism

In this study, the existing pronatalist social norm in the Turkish migrant culture
plaid an important role. A majority of the respondents referred either implicitly or explicitly to the social norm to have children who are biologically related to both partners. This pronatalist social norm appears to be even stronger than the pronatalism
mentioned in studies among Western couples (e.g., Miall, 1994). Interestingly, none
of the respondents explicitly referred to the religious duty of Muslims (Islam is the
main religion among Turkish migrants) to procreate, which has been put forward as
an important contributor in other studies (e.g., Gunay, Cetinkaya, Nacar, & Aydin,
2005; Schmid et al., 2004a, 2004b). In the present study, the strong pronatalist social
norm appears to give rise to a large number of questions related to their childlessness
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from a wide variety of people, and a relatively high degree of pressure (both from in
and outside the family and the family-in-law) to conform to this social norm. There
are some indications that women are asked more questions about their childlessness
than men are, which might intensify the negative experiences of Turkish migrant
women. Fear to be pressured by their families to get divorced if they disclosed their
partners’ infertility was mentioned now and then. Their fears are supported by several
studies about infertility in Turkey (Gulseren et al., 2006; Guz et al., 2003).
Failing to conform to the strong pronatalist social norm, probably led to gossip
about and the stigmatization of a sizeable proportion of this sample. The influences of
a strong pronatalist ideology on a high degree of stigmatization of childless couples
has also been reported among previous studies among Turkish migrants outside the
Netherlands (e.g., Kentenich & Yuksel, 1997; Schmid et al., 2004a), other nonWestern migrants (e.g., Culley & Hudson, 2006) and non-Western couples (e.g., Daar
& Merali, 2001; Inhorn & Van Balen, 2002). In this study the stigma of childlessness
was gendered to some extent (see also Culley & Hudson, 2006). For women, the
stigma tends to be associated with not being a mother and being responsible the infertility, while for men it tends to be associated with virility. In order to reduce gossip
and stigmatization, the majority of the respondents disclosed their fertility problem
only to a very selective group and were also selective in what exactly they told others
about their fertility problem (in line with Schmid et al., 2004b). However, very selective disclosure might not reduce questions and stigmatization: Whiteford and Gonzalez (1995) found that when couples did not tell others about their fertility problems
they also suffered from joking questions regarding, among other things, their sexual
behavior. Moreover, concealing a part of your life and making up stories might also
lead to negative complications, such as having to remember what you said to whom,
causing difficulties by being inconsistent and feeling bad about not telling the truth.
Smart and Wegner (2000) also emphasized the psychological costs of secrecy. Nevertheless, studies about the relationship between disclosure of infertility and distress do
not show unanimous conclusions regarding the direction of the relationship (cf. Slade,
O'Neill, Simpson, & Lashen, 2007; Van Balen & Trimbos Kemper, 1994). In this
study, the pronatalist Turkish migrant culture and the resulting stigmatization seem to
intensify the personal grief arising from the inability to have a child, resulting in in57
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tense emotional distress in those who fail to conform to those norms. This is in line
with findings in other studies (e.g., Slade et al., 2007). Lastly, the high degree of pronatalism is related to constrains for Turkish migrants in their thinking about their future in ways other than with a child who is biologically related to both parents (see
also Gacinski et al., 2002; Kentenich & Yuksel, 1997)
Nevertheless, it is remarkable that most couples in this study were able, to some
extent, to resist the pressure brought about by their surroundings: the majority has
found ways to alleviate their involuntary childlessness, few mentioned divorce, some
mentioned strengthening of the relationship, and many people mentioned that they
would continue their marriage when not being able to have a child. Especially the latter suggest that Turkish migrants are to some extent able to challenge dominant norms
and may resist pressure and stigma (see also Culley & Hudson, 2006).

4.4.2

Misconceptions

A second aspect underlying the experiences of involuntarily childless Turkish migrants seems to be misconceptions about infertility and infertility treatment. In the
present study, misconceptions about infertility and its possible treatments in the wider
Turkish community and the Turkish migrant community, led in particular to selective
disclosure. Most misconceptions that were mentioned concerned men in particular:
men can’t have fertility problems, all male fertility problems being untreatable and infertility being equated with impotence. In the majority of the cases with a male cause
in this study, couples decided to disclose their fertility problem as a female problem
to protect the men from slander about their sexual functioning and sometimes also to
protect the women from being accused of adultery when becoming pregnant, as those
around them were unaware of the treatment possibilities for male fertility problems. It
should, however, be mentioned that disclosing male infertility as female infertility to
protect men from being joked about their sexual functioning is not a typical Turkish
mechanism; it has also been observed in other, Western and non-Western studies
(e.g., Inhorn, 2003c; Peronace, Boivin, & Schmidt, 2007; Remennick, 2000; Throsby
& Gill, 2004; Webb & Daniluk, 1999). Suggesting that also within the Western world
male infertility is still associated with impotence.
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Possible reasons for the existence of misconceptions among a part of the Turkish
migrants and Turkish people, are that people who have grown up in Turkey might
have had little opportunity to acquire knowledge about bodily functions, infertility
and infertility treatments, as this is not included in the educational system (Gacinski
et al., 2002).

4.4.3

Migration related aspects

A third type of characteristics of Turkish migrants that seem to be influencing their
experiences, is directly related to their migrant status and might therefore also be applicable to other migrant groups. First of all, the contact with the Turkish culture in
Turkey is seems omnipresent among most Turkish migrants. For example, the Turkish migrants in this study mention reactions of Turkish people in Turkey and are
watching Turkish television. Furthermore, the influx of new Turkish migrants due to
marriages is still very high (Hooghiemstra, 2003). Therefore, improving knowledge
about infertility and infertility treatments should come as well from Dutch sources as
from Turkish sources. There are indications that Turkish migrants are acquiring more
knowledge about infertility as they become better informed about reproductive issues
during their stay in the Netherlands. For example, the Dutch educational system addresses reproductive issues, and a variety of other information on reproduction is
readily available in Dutch society. Fortunately, the Turkish media have been paying
increasing attention to infertility which might also result in fewer misconceptions
among Turkish people and Turkish migrants.
The present study also found another interesting contributing migrant-related aspect: the role of deficiencies in language skills in the communication with the partner
about their infertility. In consultations with doctors, it is common that one partner
translates everything for the other partner if only one of them is able to understand
Dutch. However, this study showed that not all Turkish migrants are able to translate
everything resulting in miscommunications due to a limited knowledge of the language of origin: mastering medical vocabulary is not the same as mastering communications about daily issues. This might also influence their daily communication
about their infertility. Furthermore, this study also indicates that sometimes translations are distrusted by partners or that partners are intentionally withholding informa59
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tion from their partners. Health care workers should be alert to these possible problems. Identical information folders in both languages would help to overcome these
problems to some extent.
Limitations of this study should be mentioned. Firstly, the sample was obtained
through double self-selection (Smith, 1999): people first agreed to participate in the
questionnaire study and later decided to also participate in the interview study. As the
personal demands on respondents were high in both studies, the sample obviously
comprised respondents who were rather more motivated to discuss their experiences.
The respondents also had a relatively high educational level compared to the total
Turkish migrant sample in the Netherlands, as they were recruited from a sample with
a high level of education (Van Rooij et al., 2007). Both factors might have caused a
less diverse sample than the existing diversity in the Turkish migrant community at
large, and therefore might represent only a subset of the experiences that exist in the
Turkish migrant community. Besides, couples where male fertility problems play a
role are relatively underrepresented. Furthermore, a different researcher identity
might have yield somewhat different accounts, but might also have led to less people
joining the study: a number of our respondents mentioned that they were less worried
that the interviewer would know other people they know, and this encourages them to
join the study and to speak more frankly (in line with Elam & Fenton, 2003). Next,
the accounts of couples interviewed together might differ from the accounts of
women interviewed alone. Nevertheless, sensitive issues like negative effects on the
relationship with partners were mentioned in both couple interviews and single interviews.
In conclusion, though not all infertile Turkish migrants are equally affected, involuntary childlessness is a very problematic experience for most infertile Turkish migrants, strongly influencing their current life as well as their future. Pronatalism,
misconceptions about infertility and its treatments, and migrant related aspects like
deficiencies in mutual language, appear to be important cultural aspects influencing
the experiences of involuntarily childless Turkish migrants.
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Emotional distress and infertility: Turkish
migrant couples compared to Dutch couples and
couples in Western Turkey

The present study investigates cultural differences in the effects of infertility on
emotional distress. The study compares emotional distress among infertile people
in three samples: Turkish migrants (n=58), Turkish people living in Western Turkey (n=46), and Dutch (n=199). Participants answered structured questionnaires
on self-image, blame-guilt, sexual problems, depression, anxiety, and angerhostility. Separate analyses were conducted for men and women. In general, the
levels of emotional distress were higher for infertile Turkish migrant women and
infertile Turkish women than they were for infertile Dutch women. Turkish migrant women reported more self-image problems and fewer feelings of blameguilt than did Turkish women. Among men, Turkish migrant men showed the
highest overall levels of emotional distress, and Dutch men showed the lowest.
Our results indicate that the experience of infertility among Turkish migrants is
more similar to those of Turkish people than it is to that of Dutch people, especially among women. The importance of having children in the different cultures
may offer a possible explanation for these findings.

5.1

Introduction

Until a decade ago, studies concerning the psychological and social consequences of infertility were conducted primarily within Western Europe and other
Western societies (Brkovich & Fisher, 1998; Greil, 1997). Extensive research has
shown that the experience of fertility problems within these societies is stressful
and poses a threat to self-esteem. The reported levels of emotional distress, however, seldom exceed the clinical threshold. Furthermore, these studies suggest that

Van Rooij, F. B., Van Balen, F., & Hermanns, J. M. A. (2007). Emotional distress
and infertility: Turkish migrant couples compared to Dutch couples and couples in
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infertile Western women are more affected by infertility than Western men are
(Dunkel-Schetter & Lobel, 1991; Greil, 1997; Wright et al., 1991).
In the last decade, the psychological and social dimensions of infertility have
also started to gain attention within non-Western societies, including Africa, Asia,
and the Middle East (Dyer et al., 2005; Fido & Zahid, 2004; Gulseren et al., 2006;
Guz et al., 2003; Ozkan & Baysal, 2006; Widge, 2005). Initial comparisons between studies in Western and non-Western societies indicate that levels of emotional distress among infertile people (particularly women) living in non-Western
societies are higher than they are among infertile people with Western backgrounds (Daar & Merali, 2001; Van Balen & Bos, 2004; Van Balen & Inhorn,
2002). The increased levels of emotional distress might be a result of the more
severe consequences of infertility due to differences in the socio-cultural meanings of reproductive failure. Examples of relevant socio-cultural consequences include serious social stigmatization (social compromising of infertile people by
others (Goffman, 1963) and exclusion, marital or social violence, forced divorce,
and increased occurrence of co-wives (Daar & Merali, 2001; Guz et al., 2003;
Van Balen & Gerrits, 2001; Van Balen & Inhorn, 2002; Van Rooij, Van Balen, &
Hermanns, 2004). Considerable variation in these aspects exists in non-Western
societies, however, due to differences in moral and legal rules, traditional and religious customs, degree of pronatalism, kinship systems, and family and marital
ties (Daar & Merali, 2001; Van Balen & Gerrits, 2001; Van Balen & Inhorn,
2002; Van Rooij et al., 2004).
More recently, a number of studies have focused on emotional distress among
infertile non-Western migrants living in Western cultures (Ahmed, 2005; Culley,
Rapport, Katbamna, Johnson, & Hudson, 2004; Kentenich & Yuksel, 1997;
Schmid et al., 2004a, 2004b). Results of these studies suggest that infertile nonWestern migrants living in Western societies report more emotional distress than
do infertile Western couples (Ahmed, 2005; Kentenich & Yuksel, 1997; Schmid
et al., 2004a, 2004b). To the best of our knowledge, however, no studies have
been published that compare the emotional distress levels of infertile migrants living in Western societies to those of infertile residents of the countries of origin of
these migrant groups. It is possible that the levels of infertility-related distress do
indeed differ across these contexts, as the meaning of infertility might change
when living as a migrant in a country with a different main culture (Berry, 1997).
On the one hand, it might be that the meaning of infertility among migrants might
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become more similar to Western perceptions of infertility, resulting in lower infertility-related distress. On the other hand migrants might hold on to more traditional values and beliefs (Gacinski et al., 2002) than people in the existing
country of origin, possibly resulting in higher levels of emotional distress.
In this paper, we explore the emotional distress of infertile Turkish migrant
men and women living in the Netherlands in comparison to that of Dutch infertile
men and women in the Netherlands, and of Turkish infertile men and women living in Western Turkey. Knowledge of these levels of emotional distress and of
the cultural aspects of fertility problems might be especially useful to clinicians
and other people working with infertile men and women. With 365,000 people,
Turkish migrants comprise one of the largest migrant communities in the Netherlands (Statistics Netherlands, 2007). This community can be characterized as pronatalist, meaning that having children is the social norm and contributes to adult
identity (Van Rooij, Van Balen, & Hermanns, 2006). Childlessness is more visible and less easily concealed among Turkish migrants than it is among the native
Dutch population, as voluntarily childlessness practically does not exist within the
Turkish migrant community. As a result of this, involuntarily childless Turkish
migrants might be more stigmatized (Crocker, 2005) and feel more social pressure (Van Rooij et al., 2006) than involuntarily childless Dutch men and women
do. These experiences, among others, might lead to higher levels of emotional
distress. Furthermore, Turkish migrants are likely to be confronted with infertility
and infertility-related distress at a relatively younger age than their Dutch counterparts are, as they tend to start having children at a relatively early age (24.6
years and 29.6 years, respectively) (Distelbrink & Loozen, 2005; Garssen et al.,
2005; SCP/WODC/CBS, 2005). Additionally, there are some indications that
Turkish migrants also begin infertility treatment after a shorter period of being infertile, due to pressure of their social environment (Scholtz et al., 1999). The
dominant culture in Turkey can also be characterized as a pronatalist culture.
Childlessness is seen as a deficit and social pressure to have children is common
(Ataca et al., 2005; Gulseren et al., 2006; Guz et al., 2003; Van Rooij et al.,
2004). The levels of emotional distress among Turkish infertile men and women
are therefore more likely to resemble those of infertile Turkish migrants in the
Netherlands than they are to resemble those of native infertile Dutch. The average
age of Turkish infertile men and women might also be younger than that of native
infertile Dutch.
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We consider the following aspects of emotional distress: self-image, sense of
guilt and blame, sexual problems, depression, anxiety, and anger-hostility. We
also establish and compare the percentage of people with considerable levels of
emotional distress in each group.

5.2

Methods

5.2.1

Recruitment

Three samples were used in this study. The first sample included infertile Turkish migrants (men and women) in the Netherlands. The second sample included
Turkish infertile men and women from Western Turkey (hereafter, infertile Turkish men and women). The third sample, which consisted of native Dutch infertility patients (men and women), was investigated using data that had been collected
in a previous study (Van Balen & Trimbos Kemper, 1993). The inclusion criteria
for all samples were that they had to be involuntarily childless in their current relationships and were not living together with children born in previous relationships.
Turkish migrant infertility patients were recruited throughout the Netherlands,
both within and outside the Dutch medical system. Fifty-eight Turkish migrants
(23 couples, 1 man, and 11 women) participated in this study. Twenty-eight
(48%) were recruited outside the Dutch medical establishment, and thirty (52%)
were recruited through hospitals. Nevertheless, all had visited hospitals because
of their fertility problems. A member of the medical team in the participating
hospitals functioned as a contact person and coordinated the recruitment. We
asked the contact person to distribute a bilingual (Dutch and Turkish) information
letter to all infertility patients of Turkish background during their hospital visits.
Patients were asked to indicate their willingness (or unwillingness) to cooperate
with the study on an informed consent form. No response rates can be determined, as only a few hospitals reported the numbers of patients who chose not to
participate.
The sample of infertile Turkish men and women in Turkey was also recruited
both within and outside the medical system. During meetings about infertility in
Istanbul, which were organized jointly by the Turkish Patient Support group for
infertile people (CIDER), several hospitals and the municipality, visitors were
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asked to join the study and to complete a questionnaire during the meeting. These
meetings were open to all interested people. In addition, people who attended a
CIDER-organized visit to two hospitals in Istanbul were informed about the study
during their appointments and were asked to complete the questionnaire during
their visit to the hospital. Visitors to both the meetings and the hospitals were living in the Marmara region or adjoining areas in Western Turkey. Forty-six Turkish people (13 couples, 7 men, and 13 women) completed the entire questionnaire
and were thus included in the study.
The third group, the Dutch sample, had been recruited for an earlier study by
sending letters to infertile couples who had visited an academic hospital for examination purposes in the preceding years and who were still childless. Sixty-six
percent (108) of these couples were willing to participate in the original study
(Van Balen & Trimbos Kemper, 1993). For the current study, 199 patients (94
couples, 4 men, and 7 women) were selected from the original sample. The inclusion criteria were as follows: Dutch background and the absence of foster children.

5.2.2

Procedure

Participants in all three samples completed structured written questionnaires (in
Dutch or Turkish) under the supervision of an interviewer. The interviewer was
present to help if necessary and to certify that men and women answered the
questionnaire separately when both partners participated. Participants in the
Dutch and Turkish migrant samples were visited in their homes by a Dutch or a
bilingual Dutch interviewer, as appropriate. The Turkish sample completed the
Turkish questionnaire during the meetings or during their hospital visits, in the
presence of a Turkish-speaking interviewer.
The Turkish version of the questionnaire was developed as follows: first, existing Turkish versions of the scales were collected. Second, the remaining scales
were translated into Turkish and independently translated back. The few differences in translations were settled by discussion between the translators. Additionally, several experts (medical, Turkish, and anthropological) and laypeople were
consulted on the cultural relevance and comprehensibility of the questionnaire
(Van de Vijver & Tanzer, 2004). A pilot study tested a preliminary version of the
questionnaire, but no changes were necessary regarding the measures that are
used in this study.
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5.2.3

Measures

Emotional distress. The Infertility Questionnaire (IFQ) (Bernstein, Potts, &
Mattox, 1985a; Dutch version by Van Balen & Trimbos-Kemper, 1993) is an infertility-specific questionnaire consisting of the following three subscales: i) Selfimage (Į=.75 in this study for the total sample; Į=.77 for the Turkish migrant
samples, Į=.74 for the Dutch samples and Į=.71 for the Turkish samples; 8 items;
e.g., ‘I feel I will be incomplete as a man/woman if we cannot have children’); ii)
Sense of guilt and blame (Į=.69 in the current study for the total sample; Į=.46
for the Turkish migrant samples, Į=.62 for the Dutch samples and Į=.74 for the
Turkish samples; 5 items; e.g., ‘The way my partner behaves makes me feel
guilty about our fertility problems’); and iii) Sexual problems (Į=.71 in the current study for the total sample; Į=.50 for the Turkish migrant samples, Į=.71 for
the Dutch samples and Į=.53 for the Turkish samples; 8 items; e.g., ‘I feel sex is
a duty, not a pleasure’). Responses were rated on a 5-point scale (1=fully disagree, 5=fully agree). The IFQ has not been used before among Turkish migrant
samples and among Turkish samples.
Three subscales of the Symptom Checklist (SCL-90-R, a general distress
measure) were used to assess i) depression (Į=.93 in this study for the total sample; Į=.94 for the Turkish migrant samples, Į=.96 for the Dutch samples and
Į=.93 for the Turkish samples; 16 items; e.g., ‘crying easily’), ii) anxiety (Į=.91
in this study for the total sample; Į=.90 for the Turkish migrant samples, Į=.90
for the Dutch samples and Į=.93 for the Turkish samples; 10 items; e.g., ‘nervous
or shaking inside’), iii) anger-hostility (Į=.87 in this study for the total sample;
Į=.89 for the Turkish migrant samples, Į=.78 for the Dutch samples and Į=.91
for the Turkish samples; 6 items; e.g., ‘shouting or throwing things’). Each symptom was scored on a 5-point scale (1=not at all; 5=extremely). The validity scores
of both the Dutch (Arrindell & Ettema, 1986; Ettema & Arrindell, 2003) and the
Turkish versions (Gökler, 1978) were good (Arrindell & Ettema, 1986; Dag,
1991, 2000; Ettema & Arrindell, 2003).
Socio-demographic variables. The following socio-demographic variables
were assessed: ethnicity, educational level, age, duration of awareness of infertility (months), and attribution of infertility (as reported by the participants). Ethnicity was assessed by the country of birth of the participants and of their parents.
Participants were defined as Turkish migrants if they were living in the Netherlands and they or one or both of their parents had been born in Turkey. Educa66
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tional level was assessed by grouping the participants’ highest completed education into the following categories: 1) no or primary education, and lower theoretical and practical secondary school; 2) higher theoretical secondary or middle
professional school; 3) education on a higher professional or academic level (according to Statistics Netherlands). Attribution of infertility was assessed by asking the participants if their infertility was caused by problems of the woman, the
man or both, or whether the cause of their infertility was unexplained.

5.2.4

Description of participants

The number of participants, educational level, age, duration of awareness of infertility, and attribution of infertility of all groups are presented in Table 5.1.
Educational level. Dutch women, Turkish women, and Turkish migrant women
did not differ significantly in educational level, nor were there differences among
the educational levels of Dutch, Turkish, and Turkish migrant men.
Age. Significant age differences were found among the women of the various
samples, F(2,158)=16.98, p<.001. As expected, the infertile Turkish migrant
women were significantly younger than the infertile Dutch women were (p<.001).
The average age of the infertile Turkish migrant women, however, was also lower
than that of the infertile Turkish women (p<.05). The men from the different
samples also differed in age, F(2,139)=6.19, p<.01. In conformity to our expectations, infertile Turkish migrant men were significantly younger than the infertile
Dutch men were (p<.01).
Duration of awareness of infertility. The average duration of awareness of infertility differed across the female samples, F(2, 153)=3.53, p<.05. The period of
awareness of infertility was shorter for Turkish migrant women than it was for
Dutch women (p<.05). No differences in the period of awareness of infertility existed between the women of the Turkish and the Dutch samples or between the
women of the Turkish and the Turkish migrant samples. Men differed in the duration of awareness of their fertility problems, F(2, 127)=5.12, p<.01. Turkish migrant men were significantly shorter aware of their fertility problems than either
the Turkish men (p<.05) or the Dutch men (p<.05) had been. No differences were
found between the infertile Turkish men and the infertile Dutch men.
Attribution of infertility. Dutch women, Turkish women, and Turkish migrant
women did not report significant differences in attribution of infertility. There
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were also no differences in the attribution of the fertility problems among Dutch,
Turkish, and Turkish migrant men.
Table 5.1 Number, age, educational level, duration of awareness of infertility (months) and attribution of infertility among Turkish migrant, Turkish, and Dutch men and women
Women

Men

Turk-

Turk-

ish mi-

ish

Dutch

F/X²

Turkish

Turkish

Dutch

F/X²

migrant

grant
N

34

26

101

Age

29.26

33.00

34.89

(6.73)

(5.09)

(4.03)

M(SD)
Educational

16.98***

24

20

98

33.46

35.60

37.92

(7.78)

(5.16)

(5.38)

0.16

6.19**
2.15

level
Low

32%

44%

41%

33%

21%

33%

Intermediate

53%

32%

41%

42%

32%

35%

High

15%

24%

19%

19%

47%

32%

Duration of

50.51

77.95

75.22

37.16

89.24

73.72

awareness of

(54.64)

(57.66)

(44.97)

(39.07)

(63.64)

(53.65)

3.53*

5.12**

infertility in
months
M(SD)
Attribution of

0.98

3.88

infertility
Woman

53%

31%

47%

58%

25%

38%

Man

12%

27%

15%

17%

35%

23%

Man-Woman

15%

27%

15%

8 %

15%

9 %

Unexplained

21%

15%

23%

17%

25%

30%

Note.
* p <.05; ** p <.01; *** p <.001

5.2.5

Analyses

Differences between the samples were expected a priori, with respect to the
younger age of Turkish migrants and the shorter period of awareness of their infertility, as compared to the age and duration of awareness of infertility Dutch
men and women have. These differences were indeed found with respect to our
samples. Consequently, these differences can be more or less seen as characteristics of the populations. To test for differences between the three samples regard68
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ing the IFQ and SCL-90-R, therefore, first of all, multivariate analyses of variance (MANOVA) were performed for women and men separately. When Pillai’s
Trace criterion was significant, univariate ANOVA was used to identify the dependent variable upon which the groups differed from each other, followed by
post-hoc analyses to determine how the groups differed. When univariate
ANOVA showed significant differences between the groups, these analyses were
followed by ANCOVA, adjusting for age and duration of awareness of infertility.
Educational level and attribution of infertility were not included as a covariate, as
no differences were found among the groups.
In order to identify the clinically relevant levels of anxiety, depression and anger-hostility, the percentage of participants scoring higher than the mean of the
Dutch norm for the psychiatric outpatient population was assessed for all samples, as no norm scores are available for Turkish migrants or Turkish men and
women. Scores on the IFQ (self-image, blame-guilt, and sexual problems) that
exceeded 3.1 were taken to indicate distress (Bernstein et al., 1985a; Bernstein,
Potts, & Mattox, 1985b). These analyses were followed by Chi-square analyses to
test for differences between the groups in the percentages of participants with
clinically significant levels of emotional distress.

5.3

Results

5.3.1

Comparison between the three groups

Significant differences were found among the three groups of men and the
three groups of women (Pillai’s trace: p<.001 and p<.001, respectively). The univariate analyses, post-hoc analyses, and descriptive results of the emotionaldistress levels of infertile Turkish migrant, Turkish, and Dutch men and women
are presented in Table 5.2.
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Table 5.2 Emotional distress among infertile Turkish migrant, Turkish, and Dutch men and
women (mean and standard deviation)
Women

Men

Turkish

Turkish

Dutch

Turkish

Turkish

Dutch

migrant

(Tw)

(Dw)

F-value

migrant

(Tm)

(Dm)

(Tmw)

(N= 26)

(N= 98)

(Tmm)

(N=20)

(N= 95)

(N= 34)

M (SD)

M (SD)

(N= 23)

M (SD)

M (SD)

2.46

2.47

2.33

(0.67)

(0.72)

(0.54)

2.10

2.37

1.60

(0.79)

(0.97)

(0.57)

2.72

2.68

2.30

(0.36)

(0.58)

(0.58)

13.83***,c

1.62

1.57

1.37

(0.59)

(0.58)

(0.41)

6.08**,c

1.45

1.40

1.36

(0.59)

(0.48)

(0.54)

1.55

1.53

1.29

(0.66)

(0.58)

(0.39)

M (SD)

F-value

M (SD)

IFQ
Self-image

3.05

2.64

2.64

(0.72)

(0.65)

(0.77)

Blame-

2.24

2.82

1.82

Guilt

(0.69)

(0.93)

(0.78)

Sexual

2.90

2.98

2.46

problems

(0.62)

(0.68)

(0.69)

2.64

2.31

1.77

3.69*,a
15.28***,b

8.92

***,c

0.59
11.60***,d
8.22***,d

SCL-90-R
Depression

(1.00)

(1.05)

(0.77)

Anxiety

2.20

2.18

1.72

(0.88)

(1.07)

(0.72)

Anger-

2.21

2.18

1.46

Hostility

(1.05)

(1.14)

(0.56)

16.23***,c

4.26*,e

0.39
4.18*,e

Note.
IFQ: 1= fully disagree; 5= fully agree; SCL-90-R: 1 = not at all; 5 = extremely
ª Tmw>Dw; b Tmw<Tw, Tmw>Dw, Tw>Dw; c Tmw>Dw, Tw>Dw; d Tmm>Dm, Tm>Dm; e
Tmm >Dm
*p < .05; ** p < .01; *** p < .001

Self-image. Significant differences were found among the women with regard to
the reported effect of infertility on self-image. The self-image of Turkish migrant
women was more negatively affected by infertility than was that of Dutch
women. No significant differences in self-image were found between Turkish and
Dutch women or between Turkish migrant women and Turkish women. The difference between Turkish migrant women and Dutch women remained after adjusting for age and duration of awareness of infertility, F(2,148)=5.60, p<.01. No
70

Emotional distress and infertility

differences were found between the three samples with regard to the effect of infertility on the self-image of men.
Blame-guilt. Turkish migrant women had significantly more feelings of blame
and guilt related to infertility than Dutch women had, but significantly fewer than
Turkish women had. These differences remained after adjusting for age and duration of awareness of infertility, F(2,147)=15.53, p<.001. For men, significant differences in the reported levels of blame-guilt were found among the groups. Both
Turkish migrant men and Turkish men reported significantly more feelings of
blame or guilt than Dutch men did. No differences were found between Turkish
migrant men and Turkish men. The differences between the men of the Dutch
sample and those of the other two samples remained after adjusting for age and
duration of awareness of infertility, F(2,126)=13.76, p<.001.
Sexual problems. Turkish migrant women and Turkish women reported more
problems with sexuality due to their fertility problems than Dutch women did. No
difference was found between Turkish migrant women and Turkish women. The
differences between the women of the Dutch sample and those of the other two
samples remained after adjusting for age and duration of awareness of infertility,
F(2,147)=5.16, p<.01. Both Turkish migrant men and Turkish men reported more
sexual problems because of their fertility problems than Dutch men did. No differences were found between Turkish migrant men and Turkish men. The differences between the men of the Dutch sample and those of the other two samples
remained after adjusting for age and duration of awareness of infertility,
F(2,125)=6.91, p<.01.
Depression. Turkish migrant women reported significantly higher levels of depression than Dutch women did, but these levels were no higher than those of
Turkish women were. Turkish women also reported significantly higher levels of
depression than Dutch women did. These differences remained after adjusting for
age and duration of awareness of infertility, F(2,143)=11.35, p<.001. Turkish migrant men had significantly more feelings of depression than Dutch men did, but
they did not differ from Turkish men in this respect. No differences were found
between Dutch and Turkish men. After adjusting for age and duration of awareness of infertility, F(2,117)=5.23, p<.01, the difference between Turkish migrant
men and Dutch men remained.
Anxiety. Turkish migrant women reported significantly higher levels of anxiety
than Dutch women did, but their anxiety levels were no higher than those that
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were reported by the Turkish women. The anxiety scores of Turkish women were
also higher than those of the Dutch women were. The difference between Turkish
migrant women and Dutch women remained after adjusting for age and duration
of awareness of infertility, F(2,142)=4.14, p<.05, although the difference between
Turkish women and Dutch women did not. However, none of the covariates contributed significantly to this alteration. No differences were found between the
three groups with regard to the anxiety levels of men.
Anger-hostility. Turkish migrant women reported significantly higher levels of
anger-hostility than Dutch women did, but their scores were no higher than those
of the Turkish women were. Turkish women also had higher scores than the
Dutch women did. After adjusting for age and duration of infertility, the differences between the groups remained, F(2,142)=12.81, p<.001. Turkish migrant
men had significantly more feelings of anger-hostility than Dutch men did, but
they did not differ from Turkish men in this respect. No differences were found
between Turkish and Dutch men with respect to anger-hostility. After adjusting
for age and duration of awareness of infertility, F(2,117)=5.20, p<.01, the difference between Turkish migrant men and Dutch men remained.

5.3.2

Considerable emotional distress

The percentages of men and women whose scores exceeded those of the mean
scores of outpatient psychiatric patients with respect to anxiety, depression, and
anger-hostility are reported in Table 5.3. The table also reports the percentages of
men and women whose IFQ scores (for self-image, blame-guilt, and sexual problems) indicated distress. The percentages of considerably distressed women differed significantly between the groups with respect to all studied aspects (see
Table 5.3).
As compared to Dutch women, significantly more Turkish migrant women reported considerable high levels of depression, Ȥ²(1, N=128)= 15.29, p<.001, anxiety, Ȥ²(1, N=128)=9.03, p<.01, anger-hostility, Ȥ²(1, N=128)=14.40, p<.001, and
sexual problems, Ȥ²(1, N=132)=4.28, p<.05. More Turkish women reported high
levels of depression, Ȥ²(1, N=120)=6.47, p<.05, anxiety, Ȥ²(1, N=119)=6.81,
p<.01, anger-hostility, Ȥ²(1, N=119)=10.08, p<.001, and sexual problems, Ȥ²(1,
N=123)=4.15, p<.05, than Dutch women did. More than twice as many Turkish
migrant women had significant self-image problems, as compared to either
Dutch, Ȥ²(1, N=134)=8.08, p<.01, or Turkish women, Ȥ²(1, N=59)=4.09, p<.05. A
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significantly higher percentage of Turkish women had high feelings of guilt and
blame, as compared to either Turkish migrant women, Ȥ²(1, N=59)=6.35, p<.05 or
Dutch women, Ȥ²(1, N=124)=16.39, p<.001. The percentages of considerably distressed men differed between the groups only with respect to blame-guilt (see Table 5.3). As compared to Dutch men, a significantly higher number of Turkish
migrant men, Ȥ²(1, N=121)=5.69, p<.05 and Turkish men, Ȥ²(1, N=118)=25.61,
p<.001, had feelings of blame and guilt.
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31%
28%

38%
41%
29%
47%

Sexual problems

Depression

Anxiety

Anger-hostility

44%

40%

15%

9%

11%

20%

8%

17.68***,a

10.95

**,a

16.04***,a

6.41

*,a

17.14

***,c

8.68*,b

17%

9%

13%

17%

13%

13%
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* p <.05; ** p <.01; *** p <.001

ªTmw>Dw, Tw>Dw; b Tmw>Dw, Tmw>Tw; cTmw>DW, Tw>Tmw, Tw> Dw; d Tmm>Dm, Tm>Dm

Note.

SCL-90-R

12%

Blame-guilt

40%

50%

24%

25%

5%

10%

30%

35%

21%

8%

6%

2%

10%

2%

13%

5.34

0.36

5.36

5.58

23.90***,d

0.80

(N=95)

(N=20)

(N=23)

square

(N=98)

(N=26)

(N=34)
24%

square
(Dm)

(Tm)

(Tmm)

Chi-

(Dw)

(Tw)

Self-image

IFQ

Pearson Chi-

Dutch

Turkish

Turkish migrant

Pearson

Dutch

Turkish

Turkish migrant

Men

(Tmw)

Women

Table 5.3 Percentages of considerable distress of infertile women and men and comparison (F2)
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5. 4

Discussion

In this study, the emotional distress of Turkish infertile migrants was compared to
the emotional distress of infertile men and women in the country of residence (the
Netherlands) and the country of origin (Turkey). Before discussing and interpreting
the results, it is important to mention the limitations of the study. First, the samples
were recruited in different ways and in different periods. Both the Turkish and Turkish migrant samples were recruited within and outside the medical system, while the
Dutch sample was recruited only within the medical system. Nonetheless, all of the
participants in the three samples had contacted the medical system because of their
fertility problems. With respect to the different periods of the research, results of extensive research in Western cultures have remained quite similar during the most recent decades (Anderson, Sharpe, Rattray, & Irvine, 2003; Brkovich & Fisher, 1998;
Dunkel-Schetter & Lobel, 1991; Greil, 1997; Van Balen, 2002). Furthermore, the
relatively small sizes of the Turkish migrant and the Turkish samples require caution
when interpreting and generalizing the findings. Moreover, the Turkish migrant sample was not matched with the Turkish sample. Therefore, there are possible differences with respect to region of origin, which might have an influence. However, as
the majority of the Turkish participants did grow up in other parts of Turkey than
Western Turkey, we assume that the Turkish migrant sample and the Turkish sample
are quite comparable. Additionally, the education levels of all samples in this study
were higher than those of their respective general populations (OECD, 2004; Statistics Netherlands, 2005). This difference, however, is a common finding in quantitative research (Bostrom et al., 1993; Hoffman et al., 1998; Picavet, 2001).
With respect to the instruments that were used in the study, it is important to note
that the scores on the SCL-90-R might reflect the effects of other stressors in addition
to infertility, which might have differed among the three samples. A possible stressor
for Turkish migrants is stress brought about by living in a country with a different
host culture (Bengi-Arslan, Verhulst, & Crijnen, 2002; Berry & Sam, 1997; Phalet &
Verkuyten, 2001). The IFQ scale, however, which explicitly assesses the influence of
infertility, reveals an overall pattern that is similar to the pattern that emerges from
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the results on the SCL-90-R, with regard to the differences and directions of these differences among the three samples. This suggests at least some relationship between
the higher scores on the SCL-90-R and fertility problems. Nevertheless, the reliability
of some subscales of the IFQ was low or just sufficient.
The results of this study show that the levels of emotional distress among infertile
Turkish migrant women are generally more similar to those of infertile Turkish
women than they are to those of the infertile Dutch women in our study. Both infertile
Turkish migrant women and infertile Turkish women reported higher levels of emotional distress than infertile Dutch women did. Turkish migrant men seemed slightly
more similar to Turkish men than they were to Dutch men, but these differences were
less consistent, and no differences were found among the samples regarding anxiety
and self-image. In general, Turkish migrant men reported the highest levels of emotional distress, and Dutch men reported the lowest. In this respect, the levels of emotional distress of both the Turkish migrant group and Turkish group correspond to
previously identified levels of emotional distress in non-Western cultures (Dyer et al.,
2005; Fido & Zahid, 2004). With respect to infertile Turkish women, the findings of
this study are keeping in line with the findings of Ozkan and Baysal (2006). The social importance of having children might account for the raised emotional stress
among Turkish migrants and among Turkish men and women. Also, other Turkish
studies reported a relationship between the levels of emotional distress and social
pressure among infertile Turkish women (Gulseren et al., 2006; Guz et al., 2003).
Our expectation that Turkish migrants and Turkish people would be younger than
Dutch patients was confirmed only with respect to Turkish migrants. The absence of
an age difference between the Turkish and Dutch samples might be the consequence
of a difference between the medical systems of the two countries. For example, at the
time of recruitment, infertile people in Turkey were required to pay for their treatment
themselves. This might have caused them to delay seeking treatment in biomedical
settings. Regardless of the possible causes, however, analyses of variance using age
and duration of awareness of infertility as covariates showed that these variables did
not contribute significantly to the differences in levels of emotional distress.
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A few differences were also found between the infertile Turkish migrants and the
infertile Turkish samples. Turkish migrant women differed from Turkish women in
that the self-image of Turkish migrant women was more negatively affected by their
infertility than was that of Turkish women. This difference is difficult to explain and
might be a consequence of chance due to the small sample sizes. Another difference
was found with respect to feelings of blame and guilt related to infertility. Blameguilt feelings were less important to Turkish migrant women than they were to Turkish women. In addition, the number of people with considerable feelings of guilt and
blame was higher for Turkish women than it was for Turkish migrant women. A possible explanation is that Turkish migrants have become better informed about reproductive issues during their stay in the Netherlands. For example, the Dutch
educational system addresses reproductive issues, and a variety of other information
on reproduction is readily available in Dutch society. In Turkey, on the other hand,
reproductive issues are seldom included in the educational system (Van Rooij et al.,
2004).
In conclusion, the levels of emotional distress among infertile Turkish migrants
and infertile Turkish people (particularly among women) are high, as compared to
those of infertile Dutch. We therefore stress the importance of taking these high levels
of emotional distress into account by clinicians, general practitioners, nurses, and
other people who work with infertile Turkish migrants and with infertile Turkish people. Additionally, it would be helpful to increase the biomedical knowledge concerning reproduction among both Turkish migrants and the Turkish population, in order to
reduce the feelings of blame and guilt.
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6

Infertile Turkish migrants: help-seeking behavior and
decision-making

Help-seeking behavior, decision-making processes and acceptance of treatments involving a third party were investigated among involuntarily childless Turkish migrants in the Netherlands. Thirty-five couples (23 couples, 1 man, 11 women) were
recruited within and outside biomedical services to participate in a structured questionnaire study. Twenty of the couples (11 couples, 9 women) also participated in a
qualitative interview study about their decision-making processes regarding biomedical help. These processes were classified according to a typology developed by Verdurmen (1997): the ‘follow the doctor’, ‘step by step’, ‘taking control’ and ‘setting
limits’ types. Findings show that all couples sought biomedical help in the Netherlands, and nearly half also used infertility services in Turkey. About half of the couples also used non-biomedical help. Other options like interfamilial adoption,
adoption, fostering or pursuing other life goals were hardly considered. The most observed type was the ‘taking control’ type, followed by the ‘step by step’ type. Most
couples were active in their help-seeking, sought help relatively early and set few limits (except on treatments involving a third party, as a result of religious and other motives such as desiring a genetic link).

6.1

Introduction

Infertility – defined as the inability to become pregnant after a year of trying to
conceive a child through regular intercourse – affects a considerable part of the world
population (Boivin et al., 2007). Particularly involuntary childlessness is usually a
distressing experience and has far-reaching psychological and social consequences
(Greil, 1997; Van Balen & Inhorn, 2002). This is especially relevant in developing
Van Rooij, F.B., Van Balen, F. & Hermanns, J.M.A. (under review). Journal for Psychosomatic Obstetrics and Gynaecology.
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countries, where involuntary childlessness often leads to serious stigmatization and
marital or social violence, and often has legal, economic or religious consequences
(Van Balen & Inhorn, 2002). Also for non-Western migrants in Western countries
there are indications that involuntary childlessness has greater psychological and social consequences than it does for Western couples (Van Rooij et al., 2007).
Infertility experiences often extend over a rather long period, during which various
possibilities emerge. Infertile couples may choose more than one possibility, either in
parallel or in succession (Van Balen, Verdurmen, & Ketting, 1997). The decisionmaking process regarding infertility is special in several ways. For most people, the
desire to have a child is a very essential desire (Dyer, van der Spuy, Maritz, &
Mokoena, 2008). Nevertheless, one of the options is not to seek treatment or to stop at
a certain point and try to learn to live with the infertility problem (Van Balen & Verdurmen, 1999). Furthermore, infertility and the resulting involuntary childlessness involve both partners. The decision-making process regarding handling infertility is
more likely to be a joint process (Verdurmen, 1997).
Based on qualitative interviews with infertile Dutch couples regarding their helpseeking behavior and decision-making processes within the biomedical system, Verdurmen distinguished four types of infertile couples: the ‘setting limits’, ‘taking control’, ‘step by step’ and ‘follow the doctor’ types (1997). Couples of the first type are
most skeptical regarding medical help, they set limits beforehand and seriously consider possible steps (like not having IVF). The taking control type couples are more
positive towards medical help, are actively involved in the decision-making, take initiatives and may set limits after a while. The step by step type couples are less active,
await the decisions of the physicians and then consider them. The follow the doctor
type couples will do anything the doctor proposes, as ‘the doctor knows best’. They
are positive towards seeking help and do not initiate possibilities themselves. In the
study by Verdurmen, eight (29%) belonged to the setting limits type, eight (29%) to
the taking control type, four (14%) to the step by step type, and eight (29%) to the follow the doctor type.
There are indications that the help-seeking behavior of involuntarily childless couples differs across cultures, due to differences in explanatory models of infertility, dif80
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ferences in the cultural meaning of procreation and parenthood, differences in the
availability and accessibility of infertility services, and religious regulations (Inhorn
& Van Balen, 2002). With the exception of a few studies (Culley et al., 2004; Eggert,
Li, & Sundquist, in press, Available online 19 September 2007; Yebei, 2000), little
attention has been paid to the help-seeking behavior of non-Western migrants in
Western Europe. Also in the Netherlands, where 11% of the current population is of
non-Western origin, little attention has been paid to involuntarily childless couples of
non-Western origin (Statistics Netherlands, 2007).
The current study highlights the help-seeking behavior of one of the largest nonWestern migrant communities in the Netherlands: Turkish migrants (Statistics Netherlands, 2007). The help-seeking of infertile Turkish migrants is of particular interest
for several reasons. First, it provides an insight into infertile migrants’ access to and
use of biomedical infertility services (Dutch infertility services do not routinely collect data about the ethnic background of patients) (Evenblij et al., 2004). Second,
there are indications that Turkish migrants differ from the indigenous Dutch regarding
the choices they make (Kentenich & Yuksel, 1997). Turkish migrants may perceive
fewer possibilities than do the indigenous Dutch regarding biomedical treatments, as
Sunni Islam does not allow artificial reproductive technologies (ARTs) involving a
third party. Also adoption is prohibited (Inhorn, 2006; Meirow & Schenker, 1997;
Serour, 1996), although it is legal in Turkey. The degree to which Turkish migrants
are aware of these fatwa’s and adhere to them might vary (e.g., Isikoglu et al., 2006).
Several studies suggest that interfamilial adoption is also an option among Turkish
migrants (Gacinski et al., 2002). Furthermore, Turkish migrants might be more motivated to seek help than indigenous people are, as procreation is highly encouraged by
both the Turkish community and the dominant religion, Sunni Islam (Husain, 2000;
Statistics Netherlands, 2007; Van Rooij et al., 2006). Having children might therefore
be not only of personal but also of social importance. Third, early studies indicate that
the behavior of Turkish migrants differs from that of indigenous Western European
couples in terms of decision-making processes and how long they wait before seeking
help. Gacinsky and colleagues found that Turkish migrants in Germany are very willing to take any treatment and do not set limits (Gacinski et al., 2002). Therefore, the
numbers of Turkish migrants belonging to the setting limits type might be lower than
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among infertile indigenous Dutch couples. It could also be expected that Turkish migrants take a more active stance than do the indigenous Dutch, as Turkish migrants
might be accustomed to the Turkish medical system, which has a more, active, customer-centered, attitude to infertility treatment and focuses more on the desires of the
patients than the Dutch medical system does (Hunault et al., 2004; Karaman, 2005).
We hypothesize that there are fewer follow the doctor types than among indigenous
Dutch couples. Finally, there are indications that Turkish migrants might seek help after a shorter period of infertility than is the case with indigenous Western European
couples (Scholtz et al., 1999).
The first part of this study provides an insight into the initial thoughts about overcoming infertility, the willingness to have certain treatments and the actual helpseeking behavior of Turkish migrants. The second part focuses on the four types of
treatment-seeking (Verdurmen, 1997) and on the timing of seeking help.

6.2

Methods

6.2.1 Part 1
6.2.1.1 Recruitment
Infertile Turkish migrants in the Netherlands who were involuntarily childless in
their current relationship were recruited from both inside and outside the Dutch medical system. In total, 35 couples participated in the study; in 23 cases both partners participated, in one case only the man participated and in 11 cases only the woman
participated. Eighteen couples were recruited through hospitals by a member of the
medical team. He or she distributed a Dutch and Turkish information letter to all infertile Turkish migrant patients. Patients indicated their willingness or unwillingness
to participate in the study on an informed consent form. As only a few hospitals reported the numbers of patients who chose not to participate, no response rates can be
determined; however, the few hospitals that did mention the negative responses indicate that a majority of patients did not want to participate. The other 17 couples were
recruited through other means, mainly through advertisements on the website of the
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Dutch patient association for people with fertility problems (Freya), through advertisements in Turkish-Dutch magazines and via Turkish migrant community workers.

6.2.1.2 Procedure
Participants completed a structured written questionnaire (in Dutch or Turkish) under the supervision of an interviewer. The interviewer was present to help, if necessary, and to certify that the partners answered the questionnaire separately when both
participated. To obtain the Turkish version of the questionnaire, questions were translated into Turkish and independently back-translated. Additionally, several experts
(medical, Turkish and anthropological) and laypeople were consulted on the cultural
relevance and comprehensibility of the questionnaire (Van de Vijver & Tanzer,
2004). A preliminary version of the questionnaire was tested during a pilot study, but
no changes to the questions were necessary.

6.2.1.3 Instruments
Initial thoughts about overcoming infertility were measured by asking ‘When you
discovered that you did not become pregnant, did you have the feeling that this problem was solvable?’ (1= I believed we couldn’t do anything about it ; 2= I believed
there would be little chance; 3= I believed there would be some chance; 4= I believed
there would be a good chance; 5= Yes, I was convinced). They were also asked about
what kind of help they thought about seeking (1= biomedical treatment; 2= nonbiomedical treatment; 3= other).
Willingness to use biomedical treatment involving a third party was measured by
asking ‘Would you use the following treatments to obtain a child?’ (1= no; 2= yes; 3=
don’t know). The following treatments were presented: artificial insemination with
donor seed (AID), egg donation, surrogate mother with couple’s sperm and egg, and
surrogate mother with couple’s sperm and surrogate mothers’ egg. If people indicated
‘no’ or ‘don’t know’, they were asked to clarify their answer. The answers to the open
questions were grouped into four categories: religious, emotional, genetic and other
reasons.
Help-seeking history. The following aspects were assessed: chosen options (biomedical help, non-biomedical help, adoption, interfamilial adoption, fostering, pursu83
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ing other life goals); steps used within biomedical system (GP, specialist, examinations, treatments); country in which help was sought. If they were using infertility
services in Turkey they were asked to indicate their reasons for doing so. Helpseeking history is reported at couple level.
Socio-demographic variables. The following socio-demographic variables were assessed: ethnicity, age, educational level, religion, religiosity, residence, duration of
awareness of infertility (months), and attribution of infertility (to man, woman, both
or unexplained; as reported by the participants), place of birth, place of upbringing,
reasons for migration to the Netherlands, duration of stay in the Netherlands. Ethnicity was assessed by the country of birth of the participants and of their parents. Participants were defined as Turkish migrants if they were living in the Netherlands and
they or one or both of their parents had been born in Turkey. Educational level was
assessed by grouping the participants’ highest level of completed education into three
categories: low (no or primary education, and lower academic or lower vocational
secondary school), intermediate (higher academic secondary or middle-level vocational school) and high (education on a higher academic or vocational level). Religiosity was assessed by the question ‘How important is your religion in your daily life?’
(1= very important; 5= not at all).

6.2.1.4 Analyses
Descriptive analyses were conducted using SPSS. Wilcoxon matched-pairs signedranks test was used to assess the differences between partners regarding willingness
to use treatments involving a third party.

6.2.1.5 Demographic background
The socio-demographic characteristics of the Turkish migrants regarding age, education, religion, urbanization and infertility history are given in Table 6.1. No differences were found between women and men regarding the attributed cause of the
infertility.
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Table 6.1 Socio-demographic characteristics of participants

M (SD)
Low
Intermediate
High
Religion:
Islam - Sunni
Islam - Alevi
Islam - other
None
Importance of religion
M (SD)
Residence:
Large cities
Small cities
Villages
Awareness of infertility (months) M (SD)
Attributed cause of infertility:
Female
Male
Female and male
Unexplained
Born and predominantly raised in: the Netherlands
Turkey
Other
Raised in Turkey in:
Large cities
Small cities
Villages
Cities and villages
Migration reasons:
Together with family
or family reunion
or family reunion
Marriage
Economic
Other
Length of stay in the Netherlands:<10 years
>10 years
Age
Education:

Women (N=34)

Men (N=24)

29.26 (6.73)
32%
53%
15%
80%
6%
6%
9%
2.19 (0.54)
71%
24%
6%
50.51 (54.64)
53%
12%
15%
21%
15%
85%

33.46 (7.78)
33%
42%
25%
83%
0%
4%
13%
2.10 (0.44)
68%
25%
8%
37.16 (39.07)
61%
17%
9%
13%
17%
78%
5%
45%
30%
20%
5%

52%
19%
26%
4%
46%
41%
7%
46%
54%

15%
50%
15%
20%
55%
45%
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6.2.2

Part two

6.2.2.1 Recruitment
Thirty-one respondents (11 couples, 9 women) from the first sample agreed to participate in the in-depth interview study. For various practical and other reasons (e.g.,
‘Too hard to talk about it’), nine men did not participate.

6.2.2.2 Procedure
Data were collected by means of in-depth interviews. The interview schedule comprised: an introduction; a time path related to the respondents’ reproductive lives,
starting from when they first discussed having children with their partners until the
time of the interview; and their help-seeking behavior (chosen options, steps, timing).
A total of 20 interviews were conducted, comprising 20 cases. The interviews were
audiotaped and transcribed verbatim. In two cases the interviews could not be audiotaped; notes were therefore taken during the interviews and further elaborated immediately afterwards. All interviews were conducted by the first author in the
respondents’ homes in their preferred language (Dutch or Turkish). When both partners participated, they were interviewed together (Van Rooij, Van Balen, & Hermanns, submitted for publication).

6.2.2.3 Analyses
All transcripts were entered in MAXqda 2007 (Verbi Software, 2005), a computer
program used to structure qualitative data.
Timing of seeking biomedical help. This was calculated on the basis of the couples’
information regarding when they actively started to try to conceive and when they
first sought biomedical help.
Typology. To typify the biomedical help-seeking behavior of the couples according
to the typology of Verdurmen (1997), the transcripts were first coded on four dimensions that constitute the types: active involvement, thinking about how far to go in order to become pregnant, reflecting on steps, and obviousness of steps. Subsequently,
each couple/case was classified as one of the distinguished types: setting limits, tak86
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ing control, step by step, and follow the doctor types. Intercoder reliability was sufficient (ț=.67).

6.2.2.4 Demographic background
The men and women in the subgroup did not differ from the men and women in the
whole sample regarding age, religiosity, duration of infertility, place of birth or migration reasons. However, there were significantly fewer low educated men,
ȋ²=18.14, p<.01, fewer men who grew up in villages, ȋ²= 9.60, p<.05, and fewer
women who reported unexplained infertility, ȋ²=5.66, p<.05.

6.2

Results

6.2.1

Initial thoughts regarding overcoming infertility

Both men and women believed that they had a good chance to overcome their fertility problems when they were first confronted with them (respectively, M=4.25,
SD=.94, and M=4.12, SD=1.05). All women (100%) and almost all men (96%)
thought that biomedical treatment would be the best solution for their fertility problems. A minority of women (19%) and men (17%) also believed that non-biomedical
treatment would solve their problem.

6.2.2

Willingness to use biomedical treatments involving a third party

The willingness to, if necessary, use several biomedical treatments is reported
separately for Turkish migrant men and women in Table 6.2. No significant differences were found between women and their partners in the percentages willing or
unwilling to use such treatments (donated eggs, donated sperm, surrogacy). Reasons
for answering ‘no’ or ‘don’t know’ were clustered around four types of motives: religious, genetic, emotional and other. The frequencies of these motives are presented in
Table 6.2.
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Table 6.2 Treatments involving a third party: willingness and motives regarding doubts or rejection
(more than one motive possible)
AID

Egg donation

Surrogacy: cou-

Surrogacy:

ple’s egg/sperm

other’s egg
and
own sperm

Willingness
Women

Yes

21%

27%

17%

7%

(N=29-32)

Don’t know

7%

13%

17%

17%

No

72%

60%

67%

77%

Men

Yes

5%

20%

35%

20%

(N=20)

Don’t know

0%

5%

20%

10%

No

95%

75%

45%

70%

Women

Religious

39%

24%

23%

20%

(N=13-17)

Emotional

23%

12%

46%

26%

Genetic

31%

41%

31%

60%

Other

23%

24%

23%

13%

Men

Religious

63%

29%

17%

13%

(N=6-8)

Emotional

13%

43%

50%

0%

Motives

Genetic

13%

29%

17%

13%

Other

25%

29%

50%

75%

6.2.3 Help-seeking history
Biomedical treatment. All couples had accessed the Dutch biomedical system because
of their fertility problems. The majority (97%) first went to their GPs; a minority directly contacted their specialists as they were already consulting them for related
problems. In the end, all couples consulted specialists and had examinations because
of their infertility (with the exception of two men). All but one couple were having
treatment or had completed treatment for their infertility. One couple was on a wait88
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ing list. Five couples had stopped having treatments (three definitely and two temporarily). Of all couples, 43% had also consulted infertility specialists in Turkey. Four
types of reasons were given: give it a try, information in own language, second opinion, better or faster medical help.
Non-biomedical treatment. In addition to biomedical care, 49% of the couples had
also used at least once some sort of non-biomedical treatment. Of these couples, 56%
had consulted a homeopathic doctor or acupuncturist in the Netherlands or Turkey;
38% had consulted a religious healer in the Netherlands or Turkey; 31% wore a religious amulet (muska) related to their involuntary childlessness; 31% had visited hot
springs because of their infertility; and 50% had visited tombs. Two couples had used
all five non-biomedical options, two couples had used three options, five couples had
used two options and eight couples had used one option.
Adoption, interfamilial adoption, surrogacy and pursuing other life goals. Of the
three couples that had stopped having treatment, one couple had decided in favor of
adoption. At the time of the data collection, the couple were on a waiting list to adopt
a child. The other two couples had chosen to focus on other life goals. None had
opted for surrogacy or interfamilial adoption.
Timing of seeking biomedical help (N=20 couples). Three couples had sought biomedical help directly after deciding to have a child as they had been aware of their infertility. One couple had sought help three months after having a miscarriage. Of the
remaining 16 couples, eight had sought help within 6 months after actively trying for
a child, five within 7-12 months and three waited 13-36 months.
Help-seeking typology (N=20 couples). The majority (13 couples) were classified as
the taking control type; six couples were classified as the step by step type; one was
classified as the setting limits type; and none belonged to the follow the doctor type.

6.4

Discussion

This study examined the help-seeking behavior of involuntarily childless Turkish
migrants in the Netherlands. All respondents counted on overcoming their infertility
by means of biomedical treatment. The biomedical option also appears to be the most
common option in studies among other populations (Van Balen et al., 1997). How89
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ever, it is expected that the number of participants choosing other options increases
over time when the duration of infertility becomes longer and they do not succeed in
having a child through biomedical treatment (Gunay et al., 2005; Van Balen et al.,
1997).
All couples in this study, including those recruited from outside the biomedical
services, had sought biomedical help in the Netherlands. This indicates that Turkish
migrants know how to seek biomedical help and that the Dutch biomedical system is
accessible to Turkish migrants. In this, it is helpful that the Dutch national health insurance system covers several infertility treatments (Eggert et al., in press, Available
online 19 September 2007). However, monitoring and registration of ethnicity by the
biomedical services is recommended in order to establish whether these findings are
generalizable to the whole Turkish migrant community. Such registrations would also
provide insight into the utilization of treatment among other ethnic groups.
The results of this study also suggest that more Turkish migrants than indigenous
Dutch seek biomedical help. In a study by van Balen and colleagues, 86% of Dutch
couples sought medical treatment (Van Balen et al., 1997). This might be explained
by the higher degree of pronatalism within the Turkish migrant community, the
higher social importance of having children in that community (Van Rooij et al.,
2006) and the pressure from their community to seek biomedical help (Bunting &
Boivin, 2007; Scholtz et al., 1999). Also, Islam – which is of importance to the majority of this sample – is not obstructive regarding seeking help (Husain, 2000). The
above aspects might also partially explain the early start in seeking help. However,
the early start might also indicate possible misconceptions about how long it normally
takes to become pregnant. It is important to explore this further, as interventions
could be developed to overcome this possible misconception.
In line with findings among Turkish migrants in Germany (Gacinski et al., 2002), a
substantial part of the sample had also used the biomedical system in Turkey. Three
of the motives given for doing so appear to be important to discuss: information in
own mother tongue, second opinion, and better or faster medical help. Regarding the
first, although Turkish migrants do access Dutch medical systems, there are often linguistic barriers between Turkish migrants and their physicians, resulting in insuffi90

Help-seeking behavior and decision-making

cient information. Studies among other medical disciplines report that communication
problems might have a number of negative consequences, like increased chances of
non-compliance, feelings of fear and despair, problems in achieving rapport, and dissatisfaction (Flores, 2005; Meeuwesen, Bruijnzeels, Harmsen, & Bernsen, 2006;
Schouten & Meeuwesen, 2006). Motives like second opinion and better or faster
medical help imply that people have their doubts or are not satisfied with the Dutch
system. These doubts might be caused by, for example, differences between the
Dutch and the Turkish medical system.
In line with expectations, few setting limits types and no follow the doctor types
were found among the subsample of Turkish migrants. Most couples exhibited the
taking control pattern (showing initiatives, looking up information, searching for
other options). Furthermore, it might well be that the differences between the findings
of this study and the study by Verdurmen and colleagues (1997) can be explained by
the time of recruitment of the respondents (1993 versus 2004/5). It seems plausible
that with the growing access to the Internet, people in general are more likely to seek
information outside the hospitals they visit than was the case a decade ago. In addition, there is a trend towards more customer-oriented care. Furthermore, the general
climate towards more invasive fertility treatments like IVF might have become more
positive, resulting in people setting fewer limits. However, the majority of the Turkish
migrants in this study do set limits regarding the acceptance of gametes donation
and/or a surrogate mother: only a few are willing to use them. There are no differences between husbands and wives regarding this acceptance, and their religion is not
the only reason for them to reject these options: motives in the sphere of emotions, a
missing genetic link between the child and one of the partners, and other motives also
play an important role. The low willingness to use treatments involving gametes donation is also a common finding among non-Islamic people (Kentenich & Yuksel,
1997).
It should be noted that the current study was not population based and was relatively small. Furthermore, the sample is relatively highly educated compared to
the general Turkish migrant population in the Netherlands (Statistics Netherlands,
2007). Gunay and colleagues (2005) found that among infertile Turkish couples in
Turkey, people with a lower level of education were more likely to turn to non91
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biomedical traditional practices besides biomedical practices, than were people with a
higher level of education.
All the Turkish migrants who participated in this study had sought biomedical help
in the Netherlands, and a sizeable number had also done so in Turkey. The moment of
seeking help was relatively short after becoming aware of their fertility problems.
Within infertility services, few of them set limits beforehand regarding treatments
(with the exception of treatments involving a third party) and they do not passively
follow the doctor: the majority are active in their help-seeking.
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Chapter 7 General conclusions and discussion

This thesis explored involuntary childlessness amongst infertile Turkish migrant
couples in the Netherlands. More specifically, this thesis focused on their parenthood
motives, the psycho-social consequences and responses to involuntary childlessness,
their help-seeking behavior and the role that culture and migration play in each of
these factors. Several research methods were employed: a literature review, qualitative in-depth interviews and comparative quantitative methods.
In order to include a diverse sample of Turkish migrants, participants were recruited both within and outside biomedical systems in order to access patients who
were not in treatment. Both Dutch and non-Dutch speaking Turkish migrants were recruited, and women as well as men were included in this research project. In the comparative studies, the involuntarily childless Turkish migrants were compared with
involuntarily childless Dutch couples (Chapter 3) and with both involuntarily childless Dutch couples and with involuntarily childless Turkish couples living in Western
Turkey (Chapter 5). While the data of the Dutch referent group has been collected in
a previous study (Van Balen & Trimbos-Kemper, 1995), data regarding the Turkish
couples and Turkish migrants was collected during this thesis.
The first two studies that make up this thesis examined two aspects that differ
across cultures: parenthood motives and procreation beliefs (Nahar, 2007; Van Balen
& Inhorn, 2002). In Chapter 2 a literature study about non-biomedical procreation beliefs in the Middle East (including Turkey), and their connection with the biomedical
model was presented. Also the existence of non-biomedical procreation beliefs among
Middle Eastern migrants in Western countries and the possible influence of nonbiomedical procreation beliefs on how migrants might perceive biomedical infertility
care were discussed. In Chapter 3 the parenthood motives of infertile Turkish migrant
men and women in the Netherlands were compared with those of infertile Dutch men
and women. The relationship between the importance of various parenthood motives
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of Turkish migrants and the degree of adaptation to Dutch culture was also examined.
It was assumed that non-biomedical procreation beliefs and parenthood motives
would influence help-seeking and the experiences of involuntarily childless couples
(Purewal & Van den Akker, 2007; Van Balen, 2001). The next two studies (Chapter 4
and 5) examined the psychosocial consequences of involuntary childlessness. Chapter 4 presented a qualitative in-depth interview study about the influence of involuntary childlessness on the lives of infertile Turkish migrants. Six aspects of infertility
arose from this study: effects on self, effects on the relationship with the partner, effects on the relationship with others, disclosure, coping, and the future. These themes
were further elaborated and possible underlying factors were discussed. Chapter 5 focused on the differences in emotional distress between Turkish migrant men and
women, Dutch men and women, and Turkish men and women living in WesternTurkey. The last study, Chapter 6, examined the help-seeking behavior of Turkish
migrants, the decision-making process according to the typology of Verdurmen
(1997) and their attitudes towards treatments involving gamete donation and surrogacy.
In this final chapter the results of the conducted studies will be brought together
and discussed. Special attention is given to the influence of culture and the role of
migration and being a migrant. Furthermore, the studies limitations, practical implications and research developments are addressed.

7.1

The role of culture

In this thesis the role of culture in the experiences and help-seeking behavior of
Turkish migrants was examined by focusing on possible underlying aspects that were
expected to differ across cultural contexts (religious and traditional procreation beliefs and parenthood motivations), by comparing Turkish migrants with other involuntarily childless samples (Dutch and or Turkish people living in Western Turkey)
and by studying the narratives of respondents and their references to their culture.
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In the Turkish migrant population beliefs about causes of fertility and infertility are
not always in line with facts that in the indigenous Dutch population are common
knowledge. The literature review shows that there are indications to suspect that
monogenetic patriarchal procreation beliefs (e.g., the fetus develops out of the sperm
of the man) might exist amongst some Turkish migrants in the Netherlands (Chapter
2). A number of the participants in this research project reported that in some parts of
the Turkish migrant community Turkish migrants believe that fertility problems only
concern the woman (Chapter 4), as often occurs in the case of patriarchal monogenetic procreation models (Delaney, 1991; Inhorn, 2003b). Chapter 6 showed that all
Turkish migrants in this sample visited infertility services and had examinations and /
or treatments, suggesting that they are aware to some extent about the biomedical
model. Furthermore, lack of a genetic tie was often given as an argument against using donor gametes, suggesting the existence of biomedical procreation beliefs. Chapter 4 also revealed other misconceptions like the assumed relationship between
infertility and impotency. This appeared to be particularly stigmatizing for men, and
was the reason that some couples disclosed male factor infertility as female factor infertility. Nevertheless, in Western cultures infertility is also still associated with impotence for some people (e.g., Inhorn, 2003c; Peronace et al., 2007; Remennick, 2000;
Throsby & Gill, 2004; Webb & Daniluk, 1999). There were also misunderstandings
about the time it takes to become pregnant: almost all couples visited the doctor
within a year after actively trying for a child (Chapter 6).
While individual parenthood motives were most important to both Turkish migrants and Dutch couples, the parenthood motives of Turkish migrants differed from
those of Dutch couples with respect to social parenthood motives. Social parenthood
motives amongst Turkish migrants were more important than for Dutch couples (quite
important and unimportant, respectively) (Chapter 3). This indicates that within Turkish migrant culture, adult identity is to some extent reached through having children;
there is a strong social norm to have children (i.e. a high degree of pronatalism); and
having children to continue the family line is still important, while this is less applicable to the Dutch culture. The significance of the pronatalist social norm also surfaced in Chapter 4. Many Turkish migrant couples were faced with numerous
questions relating to their involuntary childlessness from a wide variety of people.
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They also received a relatively high degree of pressure to conform to this social norm
and to seek help, and many reported being stigmatized by their childlessness. This
appears to lead to an extremely selective disclosure of their involuntary childlessness
to others. This is in line with findings amongst other studies about involuntarily childless migrant from pronatalist cultures (e.g., Schmidt et al, 2006b; Culley & Hudson,
2006). The findings of Chapter 3 and Chapter 4 reveal that Turkish migrant couples
might experience losses on more domains (both the social and individual domain) and
more consequences than childless Dutch couples. This also appears to be reflected in
the study about emotional distress: Turkish migrant women (and Turkish women) reported more emotional distress, than Dutch women (Chapter 5). However, few differences were found between the men of the three groups. Where there were differences
between the men, Turkish migrant men had the most emotional distress and Dutch
men the lowest. However, the findings suggest that there is less difference between
men than between women across cultures.
The strong pronatalist culture and the resulting pressure and misconceptions about
the duration of becoming pregnant also appeared to lead to early help-seeking and
possibly to the positive attitude towards invasive treatments. Options like adoption
that did not lead to the pronatalist goal of a genetically related child were seldom chosen. The high acceptance of invasive treatments is also found among other migrants
with a strong pronatalist culture (e.g., Culley et al., 2006). In this study, no follow the
doctor types were found amongst Turkish migrants and only one Turkish migrant
couple belonged to the setting limits type. Involuntarily childless Dutch couples,
however, appear to set more limits regarding invasive treatments and more couples
await the doctors to initiate treatments (Verdurmen, 1997).

7.2

The role of migration and being a migrant

This study also aimed to examine the influence of migration and being a migrant
on the experience of and responses to involuntary childlessness. In order to fulfill this
aim, Turkish migrants were compared both with Turkish people living in Turkey and
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with Dutch couples. The process of acculturation was explored and other migrantrelated factors were identified. In general, the Turkish migrants in this study were
moderately adapted to the Dutch culture. Most had the skills to participate to some
extent in Dutch society. It is therefore likely that they might have been educated regarding the biomedical model of procreation and infertility during their stay in the
Netherlands (in line with David et al., 2000). If so, non-biomedical procreation beliefs
and misconceptions about infertility might have been reduced as a consequence of
living in the Netherlands. They have perhaps also learned by visiting biomedical services. This is also supported by the lower levels of feelings of blame and guilt about
the fertility problems among the Turkish migrant sample as compared to Turkish
couples living in Turkey (Chapter 5). Also the importance of social parenthood motives was found to relate to coming into contact with Dutch culture. Migrants who
were more adapted to Dutch culture found social parenthood motives less important
(Chapter 3), possibly resulting in less emotional distress than among Turkish migrants
who are less adapted to Dutch culture.
It is remarkable that only a small number of differences were found in levels of
emotional distress when Turkish migrants were compared with Turkish couples living
in Western Turkey. It might be that if adaptation to Dutch culture continues, significant differences between Turkish migrant couples and Turkish couples become more
apparent. Also, most Turkish migrants in this study appear to maintain strong bonds
with Turkey (contact with family and friends, television etc.): individuals or couples
may have changed their values about having children, but they might still receive
pressure from Turkey and from the wider Turkish migrant community to conceive.
Another possible explanation that might at least partially explain the high levels of
depression, anger-hostility and anxiety found in this study, are that these high levels
reflect other stressors in addition to infertility, which might have differed among the
Turkish migrant and Turkish samples. Possible additional stressors for Turkish migrants are for instance stress brought about by the acculturation processes. The strong
links with Turkey were also apparent in the help-seeking behavior of Turkish migrants and in their perceptions of Dutch infertility services (Chapter 6). All couples
visited infertility services in the Netherlands, however, about half additionally visited
infertility services in Turkey. Whilst the first finding indicates that Turkish migrants
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at least enter the Dutch health care system, the latter suggests that a substantial proportion are also seeking help elsewhere. This may suggest that they do not have access to all relevant information (wanting information in their own language), are not
satisfied or have doubts about the Dutch care they receive (wanting a second opinion,
or faster medical help). Not having access to relevant information appears to be
mainly caused by language problems. Other studies showed that communication
problems due to language problems or due to differences in cultural explanatory
models, expectations and values, might result in a poor mutual understanding, in less
effective communication, in less satisfaction with caregiver, in inappropriate use of
health services and non-compliance (Culley et al., 2006; Meeuwesen et al., 2006; Van
Wieringen, Harmsen, & Bruijnzeels, 2002). The dissatisfaction and doubts of Turkish
migrants about Dutch infertility services might be caused by the fact that the Turkish
medical system and information sources are often faster and more focused on the desire of the patients, than the Dutch infertility services (Dutch and Turkish) (Chapter
6). Being acquainted with and visiting both hospitals in the country they live in and in
the country of origin was also found in other studies about non-Western infertile migrants (see also Culley et al., 2004; Gacinski et al., 2002; Yebei, 2000). Nevertheless,
indigenous Dutch people also sometimes utilize infertility services in other countries.
Reasons for such travel are the availability of certain treatments which are not available in the Netherlands, or are limited, the belief that their chances of pregnancy will
be higher elsewhere, or because Dutch infertility services do not want to treat them:
either because of a very low chance of pregnancy, or because of the high chance of a
spontaneous conception without intervention (Kremer, 2007).
Some participants also mentioned communication problems with their partner due to a limited common biomedical vocabulary (as one of the participants spoke
better Turkish and less Dutch than the other) or due to a dependency on the other for
correct translations (Chapter 4). Culley et al. (2006) found that some patients who
translated for their partners felt that having to both listen, understand and translate
caused them an additional burden.

98

General conclusions and discussion

7.3

Involuntarily childless Turkish migrants: conclusions

The Turkish migrants in this study had multiple motives to become a parent. When
they did not succeed in becoming a parent, the lives of most, but not all, Turkish migrants were deeply affected. In general, involuntary childlessness had a profound and
negative influence on both the individual and the social domain. Turkish migrants felt
grief about their unfulfilled desire to have a child. In addition, their partner relationship was often negatively influenced by their involuntary childlessness, and they were
also confronted with serious social repercussions (questions, pressure, and stigma).
This appeared to result in, amongst other things, a relatively high level of emotional
distress Furthermore, the social repercussions also appeared to influence the biomedical help-seeking pattern of Turkish migrants. This pattern was characterized by an
early start, active involvement, ‘reproductive tourism’ (visiting infertility services in
other countries) and a high acceptance of invasive treatments (with the exception of
donated gametes and surrogacy) in order to reach their ultimate goal: a child that is
genetically related to both parents and carried by the mother. Non-biomedical treatments were only used in complement with biomedical treatments. Options like adoption were seldom chosen. Furthermore, this study showed that most Turkish migrants
show certain resilience; they have found ways to help them to deal with negative experiences (e.g., turning to their faith or seeking distraction) and are to some extent
able to resist the pressure brought about by their surroundings (e.g., few mentioned
divorce and many mentioned continuing their relationship also when not being able to
have a child) (Chapter 4).

7.4

Practical implications

The studies that constitute this thesis provide health care providers with knowledge
about the experiences and background of involuntarily childless Turkish migrants.
For instance, this study showed that health care providers could expect strong negative emotions when Turkish migrants are confronted with their infertility and might
be confronted with a request for a fast medical solution. This should be compre99
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hended in the context of the strong pronatalist social norms and the related strong social pressure and stigmatization. Understanding this might improve the doctor-patient
relationship. In addition, there are several practical implications. First, health care
workers need to be aware of the possible existence of non-biomedical procreation beliefs and limited biomedical knowledge among some Turkish migrants. In response,
health care providers should adapt their information in order that patients can understand possible causes and treatments. Furthermore, explaining how infertility care is
organized in the Netherlands and informing patients in more detail about the likely
timescale of examinations and treatment might lead to less doubts and dissatisfaction
among Turkish migrants. This might also result in less procreative tourism. Also, the
confidential nature of infertility services and trained interpreters should be emphasized.
Next, in this thesis communication problems between health care providers and patients with limited Dutch language skills were identified. In addition, communication
problems between some partners, due to a limited common biomedical vocabulary
were also found. Although these problems diminish when Turkish migrants learn sufficient Dutch, it might in the meantime be useful to use a trained interpreter (in person
or by phone) or develop information booklets that are parallel in Dutch and Turkish
(see also Culley et al, 2006). This might enhance patients’ understanding of examinations, causes, treatment options, and possible side effects. It might also enhance
shared decision making and real informed consent.
Finally, a substantial proportion of the Turkish migrants (especially women) reported serious emotional distress. Also their request for a fast medical solution should
be understood in the context of the large social pressure to have a child. Health care
providers could increase the awareness of the existence of support groups and counseling facilities among their patients, stress the confidential nature of the latter and
support them in accessing these facilities.
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7.5

Limitations

This thesis has some limitations. First, the Turkish migrant sample might not be
representative for the whole Turkish migrant community in the Netherlands. A substantial number of the patients approached in hospitals were reluctant to participate in
this study. Hospitals reported that patients mentioned that the topic was too sensitive,
too emotional or too private, or they were too busy. It is likely that people willing to
participate and discuss their experiences with an outsider differ to some degree from
the non-participating patients. The Turkish migrant sample in this study was also
more highly educated than the general Turkish migrant community (common in quantitative studies; Picavet, 2001). Also relatively more couples with female infertility
than with male infertility participated. This might be because of the strong stigma associated with male infertility. Finally, the study included relatively small sample sizes
and therefore caution should be taken when generalizing the findings.
A second important aspect concerns possible method biases. Possible method biases might be different response styles (e.g., Phalet & Verkuyten, 2001; Van de Vijver & Tanzer, 2004). Also, some of the instruments used have not been validated for
Turkish migrants or Turkish couples (e.g., IFQ and Parenthood Motivation list). The
reliability of some of the subscales of the IFQ were low or just sufficient and no norm
scores were available for the SCL-90-R for the Turkish migrant and Turkish sample.
Furthermore, there might be a bias through differences in administration places
(Turkish migrants and Dutch couples (in their homes) vs Turkish couples (meetings
or in hospitals)), time (Turkish migrants and Turkish couples vs Dutch couples) and
single versus couple interviews. There might have also been an interviewer effect on
answers (Van de Vijver, 2003).

7.6

Further research

The studies in this particular thesis give rise to explore certain issues in future research. Firstly, this thesis indicated that some Turkish migrants perceive problems in
Dutch infertility services. This will be studied more in-depth in a forthcoming article
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about the perceived problems in infertility treatment to Moroccan and Turkish migrants in the Netherlands, based on not yet published data collected during this thesis
and on a recent study conducted by Korfker, van der Pal-de Bruin, Detmar and
Buitendijk (2008) (Van Rooij & Korfker, Forthcoming). Furthermore, this thesis
showed a high number of Turkish migrants with considerable emotional distress. Future research needs to investigate the barriers in accessing counseling. Also, further
research is necessary to explore the influences of being confronted with and making
use of different health care systems on patients and to explore the implications of reproductive tourism for the Dutch health care system (see also Kremer, 2007).
Finally, the last years the interest for the psychosocial sides of involuntary childlessness among non-Western couples living in Western settings has gradually grown in
Western societies, resulting in an increasing number of publications in this field
(Ahmed, 2005; Culley & Hudson, 2006; Culley et al., 2004; Inhorn & Fakih, 2006;
Schmid et al., 2004a, 2004b) and in several international collaborations (Culley, Hudson, & Van Rooij, Forthcoming; Culley & Van Rooij, 2006; Van Rooij et al., 2005).
Within the Netherlands, however, there is still limited attention for infertility amongst
other non-Western migrants. Further research about the experiences of other infertile
non-Western migrants in the Netherlands is necessary to enable health care providers
to better accommodate these patients as well.
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Summary

The desire to have a child is for most people an essential desire. Nevertheless,
some people remain temporary or permanent involuntarily childless. The way people
experience this involuntary childlessness, the psychosocial consequences and the
help-seeking behavior differs to some extent across cultures. Little is known about the
experiences of Non-Western migrants living in a Western culture.
This thesis explored the parenthood motivations and the experience of involuntary
childlessness for Turkish migrants living in the Netherlands. More specifically this
thesis aimed to increase the knowledge about the parenthood motivations to desire a
child, psycho-social consequences and responses related to involuntary childlessness,
help-seeking behavior and the role of culture and migration in these. In addition to
advancing theoretical insights in these areas, this thesis also had a practical purpose:
on the basis of theoretical knowledge of Turkish migrant couples, this project aimed
to enable health care providers to better accommodate their Turkish migrant patients,
taking their needs, background and experiences into account.
For this thesis, 35 involuntarily childless Turkish migrant couples in the Netherlands (23 couples, 1 man, 11 women) were recruited both in and outside biomedical
systems. All participants answered a structured questionnaire in Dutch or in Turkish.
Participants provided, among others, information regarding their socio-demographic
background, acculturation, parenthood motives, emotional distress, help seeking behavior, and their willingness towards certain treatments. Twenty of these couples (11
couples, 9 women) also participated in a qualitative in-depth interview study (in
Dutch or in Turkish) about their help seeking behavior and about the influence of
their involuntary childlessness on their lives. The quantitative data regarding parenthood motives and emotional distress was compared with data from a previous study
about involuntarily childless Dutch couples (Van Balen & Trimbos-Kemper, 1993,
1995) and or data about involuntarily childless Turkish couples living
in Western Turkey (collected within the framework of this thesis).
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Chapter 1 presented the theoretical background and the aims of this thesis, and a
description of the Turkish migrant community in the Netherlands. Additionally, an
outline of the subsequent chapters was provided.
Chapter 2 presented a literature study about the existence of non-biomedical procreation beliefs in the Middle East (including Turkey) (monogenetic patriarchal procreation models, and mixtures of these models with the biomedical model) and about
their connection with the biomedical model. Furthermore, the likelihood that nonbiomedical procreation beliefs exist among a number of Middle Eastern migrants and
the possible influence of these beliefs on how people experience their fertility problems and perceive biomedical infertility care were discussed.
In Chapter 3 the parenthood motives of infertile Turkish migrant men and women
in the Netherlands were compared with those of infertile Dutch men and women.
Also, the relationship between the importance of various parenthood motives of Turkish migrants and the degree of adaptation to the Dutch culture was examined. Questionnaires were administered to 58 involuntarily childless Turkish migrant men and
women and 162 involuntarily childless Dutch men and women (Van Balen & Trimbos-Kemper, 1995). Individual parenthood motives were most important to both
Turkish migrant and Dutch men and women. While social motives were quite important to Turkish migrants, they were unimportant to Dutch men and women. Four aspects of adaptation (norms and values, social integration, skills, absence of feelings of
loss related to migration) were negatively related to the importance of social parenthood motives for Turkish migrant women. For Turkish migrant men two aspects of
adaptation (traditions and absence of loss) were negatively related to the importance
of social parenthood motives. Turkish migrant and Dutch men and women differ in
the importance of social motives. However, Turkish migrants who were more adapted
to the Dutch culture give less importance to social parenthood motives.
Chapter 4 presented a qualitative in-depth interview study about the influence of
involuntary childlessness on the lives of infertile Turkish migrants. This study explored the experiences, psycho-social consequences and responses of infertile Turkish
migrants in the Netherlands. Twenty in-depth interviews were conducted (11 couples
and 9 women). Interviews were transcribed verbatim and were analyzed using inter124
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pretative phenomenological analysis (IPA). The respondents’ experiences were clustered around six super-ordinate themes: effects on self; effects on the relationship
with the partner; effects on the relationship with others; disclosure; coping; and the
future. Most transcripts revealed that involuntary childlessness had a profound negative influence on multiple aspects of the lives of the respondents. The strong pronatalist ideology, misconceptions about infertility and treatment, and migration related
aspects like language difficulties, appear to play a role in the negative experiences of
Turkish migrants. Respondents reported several ways to cope to some extent with
these negative experiences.
In Chapter 5 a study is reported that investigated the emotional distress among involuntarily childless people in three samples: Turkish migrants (n=58), Turkish people living in Western Turkey (n=46), and Dutch (n=199). Participants answered
structured questionnaires on self-image, blame-guilt, sexual problems, depression,
anxiety, and anger-hostility. Separate analyses were conducted for men and women.
In general, the levels of emotional distress were higher for infertile Turkish migrant
women and infertile Turkish women than they were for infertile Dutch women. Turkish migrant women reported more self-image problems and fewer feelings of blameguilt than did Turkish women. Among men, Turkish migrant men showed the highest
overall levels of emotional distress, and Dutch men showed the lowest. The results
indicated that the experience of infertility among Turkish migrants was more similar
to those of Turkish people than it was to that of Dutch people, especially among
women. The importance of having children in the different cultures may offer a possible explanation for these findings.
The last study, Chapter 6, examined the help-seeking behavior of Turkish migrants, decision making process and the attitudes towards treatments involving gametes donation and surrogacy were investigated among involuntarily childless Turkish
migrants in the Netherlands. Thirty-five couples (23 couples, 1 man, 11 women) were
participating in a structured questionnaire study. Twenty of the couples (11 couples, 9
women) also participated in a qualitative interview study about their decision-making
processes regarding biomedical help. These processes were classified according to an
existing typology by Verdurmen (1997): the follow the doctor, step by step, taking
control and setting limits types. Findings show that all couples sought biomedical
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help in the Netherlands. Nearly half also used infertility services in Turkey. Additionally, about half of the couples also used non-biomedical help (for example, homeopathic care or hot springs). Other options like interfamilial adoption, adoption,
fostering or pursuing other life goals were hardly considered. The most observed type
was the taking control type, followed by the step by step type. Most couples were active in their help-seeking, sought help relatively early and set few limits (except on
treatments involving donated gametes or surrogacy, as a result of religious and other
motives such as desiring a genetic link).
In Chapter 7 general conclusions about all studies that made up this thesis were
drawn. Special attention was given to cultural and migration related factors that were
found to influence parenthood motivations and the psycho-social aspects of involuntarily childless Turkish migrants. Examples of relevant cultural factors are: the strong
pronatalist social norm, misconceptions about infertility, and positive climate towards
invasive treatments like IVF. Relevant migration related aspects were for instance,
degree of adaptation to the Dutch culture and language proficiency (also between
partners), contact with different health care systems in the Netherlands and in Turkey
(leading, among others, to doubts) and the contact with both the Turkish migrant and
the Turkish community. Furthermore, limitations, practical implications and research
developments were discussed.
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Het verlangen naar een eigen kind is voor de meeste mensen een essentiële wens.
Niettemin blijven sommigen tijdelijk of permanent ongewenst kinderloos. De wijze
waarop mensen deze ongewenste kinderloosheid ervaren, de psychosociale consequenties en het hulpzoekgedrag verschillen per cultuur. Er is weinig bekend over de
ervaringen van ongewenst kinderloze niet-Westerse paren die in een Westerse cultuur
leven.
Deze dissertatie verkent de ouderschapsmotieven en ervaringen van ongewenst
kinderloze Turkse migranten in Nederland. Meer specifiek heeft deze dissertatie tot
doel de kennis te vergroten over de motieven van ouders om een kind te wensen, de
psychosociale gevolgen en reacties gerelateerd aan ongewenste kinderloosheid, hulpzoekgedrag, en de rol van cultuur en migratie bij bovenstaande aspecten. Daarnaast
heeft deze dissertatie ook een praktisch doel, namelijk op basis van de theoretische
kennis over Turkse migrantenparen, hulpverleners handvatten aan te reiken om hun
Turkse migrantenpatiënten beter van dienst te kunnen zijn.
Voor deze dissertatie zijn zowel binnen als buiten het medisch circuit 35 ongewenst kinderloze Turkse migranten paren in Nederland geworven (23 paren, 1 man,
11 vrouwen). Alle respondenten hebben in het Nederlands of in het Turks een gestructureerde vragenlijst ingevuld. De respondenten gaven, onder andere, informatie
over hun sociaaldemografische achtergrond, acculturatie, ouderschapsmotieven, emotionele stress, hulpzoekgedrag, en bereidheid om bepaalde behandelingen te ondergaan. Twintig van deze paren (11 paren, 9 vrouwen) participeerden ook in een
kwalitatieve studie aan de hand van diepte-interviews (in het Nederlands of in het
Turks) over hun hulpzoekgedrag en over de invloed van ongewenste kinderloosheid
op hun leven.
In verschillende van de studies in deze dissertatie zijn de kwantitatieve data met
betrekking tot Turkse migranten vergeleken met data van een eerdere studie over on-
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gewenst kinderloze Nederlanders (Van Balen & Trimbos-Kemper, 1993, 1995) en
met data met betrekking tot ongewenst kinderloze Turkse paren die in West Turkije
wonen (verzameld in het kader van dit promotieonderzoek).
Hoofdstuk 1 omvat de theoretische achtergrond en de doelen van deze dissertatie,
en beschrijft de Turkse migrantengemeenschap in Nederland. Daarnaast wordt er een
overzicht gegeven van de verschillende hoofdstukken in deze dissertatie.
Hoofdstuk 2 bevat een literatuurstudie over de aanwezigheid van niet-biomedische
voortplantingsideeën in het Midden-Oosten, inclusief Turkije: het monogenetische
patriarchale voortplantingsmodel, mengelingen van dit model met het biomedisch
model, en hun relatie met het biomedisch model. Daarnaast wordt de mogelijkheid
besproken dat deze ideeën ook bij sommige migranten uit het Midden-Oosten bestaan. Ook wordt de mogelijke invloed van deze ideeën op de wijze waarop mensen
vruchtbaarheidsproblemen ervaren en naar biomedische zorg kijken, bediscussieerd.
In Hoofdstuk 3 worden de ouderschapsmotieven van ongewenst kinderloze Turkse
migrantenmannen en -vrouwen in Nederland vergeleken met die van ongewenst kinderloze Nederlandse mannen en vrouwen. Ook wordt de relatie tussen het belang van
de verschillende ouderschapsmotieven van Turkse migranten en de mate van adaptatie aan de Nederlandse cultuur onderzocht. Hiervoor zijn aan 58 ongewenst kinderloze Turkse migrantenmannen en -vrouwen en aan 162 ongewenst kinderloze
Nederlandse mannen en vrouwen vragenlijsten voorgelegd (Van Balen & TrimbosKemper, 1995). Individuele ouderschapsmotieven waren het belangrijkste voor zowel
Turkse migranten als Nederlanders. Sociale motieven, echter, waren voor Turkse migranten redelijk belangrijk, maar onbelangrijk voor Nederlandse mannen en vrouwen.
Voor Turkse migranten vrouwen waren vier aspecten van adaptatie (normen en waarden, sociale integratie, vaardigheden en de afwezigheid van gevoelens van verlies wat
betreft de migratie) negatief gecorreleerd met het belang van sociale ouderschapsmotieven. Voor Turkse migranten mannen waren twee aspecten van adaptatie (traditie en
afwezigheid van gevoelens van verlies) negatief gecorreleerd met het belang van sociale ouderschapsmotieven. Turkse migranten en Nederlandse mannen en vrouwen
verschillen dus over het algemeen wat betreft het belang van sociale ouderschapsmo-
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tieven. Echter, voor Turkse migranten die meer zijn aangepast aan de Nederlandse
cultuur zijn sociale ouderschapsmotieven minder belangrijk.
Hoofdstuk 4 beschrijft een interview studie over de invloed van ongewenste kinderloosheid op de levens van onvruchtbare Turkse migranten. Deze studie verkent de
ervaringen, psychosociale gevolgen en reacties van ongewenst kinderloze Turkse migranten in Nederland. Er werden twintig diepte interviews afgenomen (11 met paren
en 9 met vrouwen). De interviews werden letterlijk getranscribeerd en geanalyseerd
met behulp van interpretatieve fenomenologische analyse. De ervaringen van de respondenten bleken geclusterd te zijn rond zes overkoepelende thema’s: effecten op eigen persoon, effecten op de relatie met de partner, effecten op de relaties met anderen,
‘disclosure’, coping, en de toekomst. De meeste transcripten lieten zien dat ongewenste kinderloosheid een sterke negatieve invloed heeft op meerdere aspecten van
het leven van de respondenten. De sterke pronatalistische ideologie, misvattingen
over onvruchtbaarheid en behandeling en migratiegerelateerde aspecten zoals taalproblemen, lijken een grote rol te spelen in de negatieve ervaringen van Turkse migranten. Respondenten noemden echter ook verschillende strategieën die hen hielpen
om met de problemen om te gaan .
In Hoofdstuk 5 wordt een studie beschreven die emotionele distress in drie groepen
ongewenst kinderloze paren onderzocht: Turkse migranten (n=58), Turken in WestTurkije (n=46), en Nederlanders (n=199). Respondenten beantwoordden een gestructureerde vragenlijst over zelfbeeld, gevoelens van schuld en beschuldiging, seksuele
problemen, depressie, angst en woede-vijandigheid. Er werden aparte analyses gedaan voor mannen en vrouwen. Over het algemeen rapporteerden onvruchtbare Turkse migrantenvrouwen en Turkse vrouwen meer emotionele distress dan Nederlandse
vrouwen. Turkse migrantenvrouwen rapporteerden meer problemen met hun zelfbeeld en minder gevoelens van schuld en beschuldiging dan Turkse vrouwen. Turkse
migrantenmannen rapporteerden over het geheel genomen de hoogste emotionele
stress, Nederlandse mannen de laagste. De resultaten wijzen erop dat de ervaringen
van onvruchtbaarheid onder Turkse migranten meer gelijk is aan die van Turken dan
aan die van Nederlanders, vooral bij vrouwen. De mate waarin het krijgen van kinderen van belang is in de verschillende culturen is een mogelijke verklaring voor deze
bevindingen.
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De laatste studie, Hoofdstuk 6, onderzocht het hulpzoekgedrag, besluitvormingsproces en de houding ten aanzien van behandelingen met behulp van eicel of zaadceldonatie en draagmoederschap onder Turkse migranten in Nederland. Vijfendertig
paren (23 paren, 1 man, 11 vrouwen) deden mee aan een gestructureerde vragenlijst
studie. Twintig van deze paren (11 paren, 9 vrouwen) deden ook mee aan een diepte
studie over besluitvormingsprocessen met betrekking tot biomedische hulp. Deze
processen werden geclassificeerd volgens een bestaande typologie ontwikkeld door
Verdurmen (1997): de volg de dokter, stap voor stap, controlerende en grenzen stellende typen. De resultaten lieten zien dat alle paren biomedische hulp in Nederland
zochten. Bijna de helft maakte ook gebruik van vruchtbaarheidsklinieken in Turkije.
Ongeveer de helft maakte ook gebruik van niet-biomedische hulp (o.a. homeopathische arts, warmwaterbaden). Andere opties zoals adoptie binnen de familie, adoptie,
pleegouderschap of het nastreven van andere levensdoelen werden nauwelijks overwogen. Het contolerende type werd het meest geobserveerd, gevolgd door het stap
voor stap type. De meeste paren waren actief in hun hulpzoekgedrag, zochten relatief
vroeg hulp en stelden weinig grenzen (met uitzondering van behandelingen met behulp van eicel- of zaadceldonatie of draagmoederschap, als gevolg van religieuze en
andere motieven zoals de wens voor een genetische band).
In Hoofdstuk 8 worden algemene conclusies getrokken uit alle studies tezamen. Er
wordt in het bijzonder ingegaan op de culturele en migratiegerelateerde factoren die
ouderschapsmotieven en psychosociale aspecten van ongewenste kinderloosheid beinvloeden. Voorbeelden van relevante culturele factoren waren: een sterke pronatalistische sociale norm, misvattingen met betrekking tot onvruchtbaarheid, en een
positief klimaat ten aanzien van IVF. Relevante migratiegerelateerde factoren waren
bijvoorbeeld: de mate van adaptatie aan de Nederlandse cultuur, taalvaardigheid (ook
tussen partners), contact met verschillende gezondheidszorgsystemen in Nederland en
Turkije en het contact met zowel de Turkse migrantengemeenschap als de Turkse
gemeenschap. Daarnaast worden beperkingen, praktische implicaties en ontwikkelingen in het onderzoek naar vruchtbaarheidsproblemen en etnische minderheden besproken.
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