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INTRODUCTION

Reproductive health has been defined
by Kulier and Campana' as a state of
physical and social well-being in all
matters relating to the reproductive system
at all stages of life. Good reproductive
health implies that peaple (including
immigrants and refugees) are able to have
a satisfying and safe sex life and that they
have capability to reproduce and the
freedom o decide if, when and how often
to do s0. Reproductive health entails more
than just issues pertaining to reproductive
organs; it embraces how social and sexual
behaviours and celationships affect and
create ill-heaith.” The Programme of
Action® adopted at the International
Conference on  Population  and
Development (ICIPDA/PA), held in Cairo
in 1994 defined reproductive health as:

“a state of complete physical, mental
and social well-being and not merely

the absence of disease or infirmity, in
all matters related to the reproductive
svstem and to its functions and process”

It defined reproductive care as:

“the: constellation of methods,
techniques and services that contribute
te reproductive and sexual health and
well-being by preventing and solving
reproductive health problems, which
aleo includes sexual health, the purpose
af which is the enhancement of life and
personal relations and not merely
counseling  and care refated to
reproduction and sexually transmitted
diseases’.

Immigrants and refugees, like most
other people and particularly, because of
their own peculiar circumstances are very
vulnerable to reproductive ill-health as a
result of: (a) restrictions on information
about sexuality, contraception, disease
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prevention, condoms and health CATE;
ibtharmiul traditions such as the ritual of
4 woman having intercourse with a male
relative after death of her hushand, female
genital mutilation, ritual scarification,
tattooing and bloodletting (e} early
marriage; (d) inability to negotiate safe
sexual practices and  rape;  (d)
diserimination against women in
education, employment and social status;
(e} laws that reivforee women'’s economic
dependence on men and reliance on
prostitution, including child prostitution
for economic survival; and ) anomalous
crcumstances occasioned by war, famine,
natural disasters, political pppression,
poverty and displacement

Separation of immigrants and refugees
trom mempers af their family render them
susceptible  to infectious  and
communicable diseases including 511
and HIV/AIDS, Having left their home
countries, and left behind relatives, friends,
passessions, traditional routines and value
systems and abandoned conventional ways
of behaving in their home countries,
immigrants-and refugees face a number of
problems in the host country, They include
inaccessibility of health rare services
{including reproductive health care),
adaptation ta peor ecological prablems,
and job insecurity despite their level oi
education and work skills, learning the
language of the host country, and not
knowing where to seek reproductive
health care services** These circumstances
call for comprehensive reproductive care
services to be availed by immigrants and
retugees, other displaced persons or
populations atfected by canflict op
grounds of equity, justice and human

rights

The situation of ethnic minorities in the
Urited Kingdom verifies this. For instance,
babiies born to Asian women in the United
Kingdom are known to have lower
birthweight than other babies and prenatal
and posinatal mortality rates are generally
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higher amaong Pakistani and  the
Caribbean-born immigrants than in the
general population. In the Eurapean
Unian, difficult pregnancies and
pregrancy related illnésses are common
problems among migrant women.* Yot
these health concerns are hardly addressed
in the host eountries, subjecting the
tmmiagrants therein to face further health
risks. The same situation exists in
Mauritius® generally in Latin America®
and often faces immigrants and refugees
in different settings,®

As provided in the internaticnal
conventions — notably The Universal
Declaration of Human Rights (LUDHE) of
1848, the International Covenant on
Feonomie, Social and Cultyral Rights
(ICESK) adopted in 1966, the Inlernational
Covenant on Civil and Political Hight
(ICCPR), and also adopted in 1966 and the
UN Convention on Migrant Workers and
Members of their Familics (CMWME),
operational from 1990 — immigrants and
retugees are entilled to the same treatment
as that of cibizens of their countries of
immigration. To amplify, Articles 3, 13 and
14 ot the United National Universal
Leclaration of Human Rights, stipulate
that they have the right to freedony from
mhuman or degrading treatment and (he
right to seek and enjoy asylum in ather
countries, Both the [CCPR and the [CESR
touch on the rights of immigrants and
retugees that are often infringed in the
host countries; and the CMWMF largets
especially immigrant workers and
members of their families who constitute
the wvast majority of fareigners in
Botswana, A number of countries
including Betswana might be amoeng them,
sign but thereafter fail to ratify these
international instruments of human rights:
and even when they ratitv the instruments
and pass national legislation, they do not
enforce them. There exists, therefore,
tension between international laws to
protect human rights and national Jaws
and countries’ promation of only the rights
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and welfare of their citizens, Botswana, a
democratic counltry that has no overt
spurts-of violation of human righls 18
expected to conform te these international
instruments of human rights, in particular
the CMWME, given its heavy dependence
on immigrant workers who of necessity
must be accompanied by members of their
families.

Other studics siress that expansion of
the types and places where clicnts can
obtain reproductive health services,
namely public hospitals, clinics and health
posts, private  medical  facilities,
pharmacies, convenience stores, malls ancd
markets, az well as diversifying methods
and reducing cost of the service enhance
access to these services. As found in
Thailand, a woman who has reached the
desired family size is more likely 1o use
contraception if an autlel providing
services is nearby than if the autlet s some
distance away: thus close proximity of a
tamily planning outlet brings a difference
in contraceptive prevalence of aboul 27
percent

Department af Inlernational
Develapment (DFID) aof the United
Kingdom™ has indicated that for
reproductive heallh services to perform
well, they should be: (a) responsive and
accountable to poor and vulnerable people;
{b) appropriate o lacal needs; (o
acceplable o paor women, men, voung
people and specltic vulnerable groups
{such as sex warkers and the immigrants
and refugees): (d) atfacdable) (o) physically
accessible (in ferms of lovation and
opening time); () of high quality {client-
focused, well-managed with skilled,
equipment and supplies necded o offor
best practice); and (g} non-discriminatory
and non-stigmatising, for example the
health providers do not diseriminate the
pror and vulnerable people.

Other studies have identified barriers to
accessing reproductive health services by
immigrant women to include: (1) lack of
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community education about available
services; (i) lack of linguistically-
competent reproductive health services;
(i) usee of male relatives as interpreters:
tiv) male domination and lack of personal
decision-making power; (v} intersection of
domestic violence and gender power
imbalance with access to reproductive
health services; (vi} fear of departation and
detention, (vil) lack of health insurance;
{viii) intlexible health clinic hours; and (ix)
lack of culturally sensitive services,
negative attitudes of front-line health
workers and insensitvity to the unigue
challenges facing immigrant women, 5 A
study of health providers revealed
tanguage, lack of funds, lack of interpreters
and  cost in providing  language
interpritation, in that order, as the barriers
to service provision,”

The theoretical framewaork of thisstudy
is premised on the hHappening in the
inlernational including  the
international instruments for human rights
that have been highlighted earlier. At a
meeting in December 1998, UNAIDS™
underfined the need to review restrictive
immigration laws which in their view limil
effective AIDS prevention, care and
support. as well as the need to review
buman  rights wielations {such  as
discriminatory. policies associated with
HIV sereening) which contribute Lo
immigrants” amd refugees” vulnerability 1o
HIYV infection, The HIV/AIDS agency
contended  that fallure to respect
immigrants’ human rights such as freedom
of movement, asylum. and being
accompanivd by family members, may
have unanticipated effects on the health of
immigrants and the public health in
eeneral. Immigrants, particularly refugecs
and “undocumented fmmigrants’ are often
vulnerable to reproductive ill-health,
including HIV/AIDS and other sexually
transmitted diseases.”  Even  the
achievemen! of three of the cight
Millennium Development Goals (MDGs),
namely reduction of child mortality and

sCCnie,
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of maternal mortality, combating HIV/
AlDS, malaria and other diseases by 2015
is doubtful unless both the local
population and the two groups of
foreigners réceive the same level of health
Care seryice.

[t neglect to access reproductive services
persists, it would constitute a major
obstacle to altainment of the MDGs. It has
also been identified that access to
reproductive health services influences
global security, reduces reproductive
ilinesses and unintended pregnancies in
bath the teenage girls and adult women,
reduces maternal mortality, and gives the
woman an oppoertunity to determine the
number and spacing of her children,
thereby making it possible for her to
participate in work force and contribute to
the development of the economy™

The [CPDAPA (United MNations, 1996,
para. 4.4} makes an even more telling
statement: "Countries should act to
empower wamen and should take steps to
eliminate inequalities between men and
women . byi .., eliminating all practices
that discriminate against women, assisting
women to establish and reahze their rights,
including those that relate to reproductive
and sexual health; ..eliminating violence
against  women; eliminating
discriminatory practices by employers
against women such as those based on
proof of contraceptive use or pregnancy
status. oo "

It recognizes the importance of
impraving the status of women; thereby
enhancing their dedsion-making capacity
at all levels in the sphere of life, and
especially in the area of sexuality and
reproduction,

Az detailed in the international
instruments on human rights, immigrants
and retugees, being part of the societies
in which they live should not be excluded
from these forms of empowerments. Their
access: to reproductive health is a

tundamental human right which should
never be denied to them irrespective of
their immigration status.

While the immigrants and refugees,
being foreigrers; share a ot in common,
they have minor differences. The 193]
Refugee Convention and its 1967 Protocal
restricts the definition of a refugee to:

"a personcihe fsontside s owen courtey,
uho has a well-founded fear of persecution
for reasons of race, religion, nationalify,
siemibership of @ particilar social group or
pofttical vpinion and who s a result of Hiat
fear 15 unable ar wnwilling to return fo this
cotettry or b avail linesell to dls protection”
(1931 Refugee Convention, Article 1A
(2.

With the establishment of the
Organisation of African Unity (OALD), a
new definition that captures the regional
cenditions became necessary, Thus, the
1968 OAL Refugee Convention cxtended
the definition to cover:

“ewery persan; who, owmg fo oexternal
dagyression. occupation, foreien domination
or events seviously disturiong public order
i either part or the whole of s country
of erigin or nationality, o compedled to leave
s plice of hahitual residence in order to
seek refuge i another plece sutsrde his
country af arigin or FJII!||,:'.rr.:E.r.'f‘y”.

Immigrants, on the other hand, are
those who mave partly (and like the
refugees) due to fear of persecution, wars
or conflicts; political repression, generally
directed  at  particular  groups;
environmental hazards (such as drought,
flooding or ather natural disasters) and
partly because of lack of emplovment
ppportunities and rampant unemployment
as well as underemployment in their
countries, They migrate to the countrics
where employment oppertunities are
perceived to exist, while refugees are
forced by circumstances beyond their
conirol o move to the same destinations:
Thus, for immigranls economic redsons
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usually tend to outweigh other reasons for
migration."

Backgromnnd

Botswana has a history of unique
political stability in comparison to other
sub-Saharan African countries, This has
resulted in a high rate of legal immigrants
and refugees into the country during the
past two decades. The Botswana
Population and Housing Census of 2001
reported 60,716 immigrants and rehugees,
which represents appraximately 3% of the
population of the country, an increase of
1.2% trom the 1471 census figure (Republic
of Botswana, 20031 The legal immigrants
consist ]:rr!rn.]rL]Jrr of permanent or
temporary workers and their families,™
while the refugees consist of those who are
fleging trom regional/national while
political or social problems from the
nearh}' countries;, Namibia;, Angola, and
Democratic Republic of Congo (DRC), The
majority of the refugees are held in the
Dukwi Refugee Camp, located 130 km
from Francistown, Botswana's second
largest city, Their movements are highly
restricted for security reasons, which limit
their interaction with the local population;
While some of the immigrants have
employment, and may be able to aftord
health services, although these services can
be difficult to locate, most of refugees are
destitute and qualified only for temporary
and |low-paying jobs, so health services are
not  affordable even if |t can be
identified **

There s ne mention of cbligatlons of
the government for providing health
services for the immigrant and refugees
population in the Botswana's MNational
Health Policy, the Immigration P'olicy, and
the Mational Sexual and Reproductive
Health Mrogramme Framework, [n view of
the high prevalence of HIV/AIDS in
Botswana, South Africa and other sub-
Saharan countries,? 1t is critical that
repraductive health services he as
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atfordable and accessible for this
pepulation as it is for others in Botswana.

The tension analysed in this study is the
contlict  between  availability  of
reproductive health services in Botswana's
health system and the failure of
immigrants and refugees in the country to
access it This is anomalous from the
thearctical standpoint as eligible clients
cften make full use of the available
reproductive health services unless they
lack knowledge of it orissues such as cost
of transport and timing. This study aims
at {a} assessing the extent of availability
of reproductive health services in
Botswana's Health system to immigrants
and refugees; (b) assessing the extent to
which reproductive health services that are
available in Botswana's Health system are
accessible to immigrants and refugees in
the country; and (c) assessing whether
there are differences in availability and
accessibility of reproductive health services
to immigrants and refugees in their home
countries and in Botswana.

METHODOLOGY

This is a cross-sectional study using
both qualitative and quantitative methods
in seeking the wviews of immigrants and
refugees on accessibility of reproductive
health care services from the Botswana
health care systems, The population of
immigrants and refugees was stratified by
23 health districis, The estimated sample
size was allocated to the 23 health districts
{strata) using probability proportional to
sizet (PP5), Having obtained the sample
size for each district, the immigrants and
refugees ta be interviewed from each
health district were selected randomly
until the allocated sample size was
atlaimed.

The study answered the following
questions: (i) Te what extent are
reproductive health services available in
the Botswana’s health care system? (ii}
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accessible are the awvailable
reproductive health services to immigrants
and retugees? (i) How do avaitability and
accessibility of reproductive health services
in Botswana compare with those in the
immigrants’ and rofugess’ home countries?

How

The survey targeted 60,716 legal
immigrants and refugees restding in the
23 health districts of Batswana [n order
to determine an appropriate sample size
for the study, the Creative Research
Systems (2003),™ a sample size calculator
computer package was used, The
programme showed that for a population
of 60,716 fegal immigrants and refugees,
and with 93% confidence (allowing an
eccor of plus orf minus 3%, that the

response of the immigrants and refugees.

sampled will be the same as that from the
entire population, a sample size of 1049
legal immigrants and refugess would be
required for the study, An additional 13%
i this statistically generated sample was
included to cater tor those who in the
aniginal sample may not be located or who
might decline to participate in the study
bringing the sample size to 1205, This
Mmeasura 15 appropriate to ensure that at
no nme will be study sample be less than
the statistically pererated sample size for
the study.

The Instrument used in this study was
a questionnaire. The questionnajre
centained questions an the demuographic
and socto-evonemic characteristics as well
as availability and accessibilily of
reproductive health services by the
immigrants and refugees, Trained Hesearch
Assistants appoinled for fieldwork. and
under supervision contacted respondents
cither at their home or at the workplace.
They explained the purpose and nature of
the study to give the respondents an
apportunity to either accept or decline
participation in the study, For those who
consented, the Research Assistants
administered the English language
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questionnaire, Code numbers were
assigned 1o cach questionnaire as a way
af ensuting contidenbality, However, in
cases where the respondents complained
of nat having time to sit with the Bescarch
Assistant to complete the questionnaires,
the questionnaires were self-administered
and collected later as mutually agreed by
the pacticular respondent and Research
Assistant. The tolal number of immigrants
and refugees that responded was 1,158
{632 male and 335 fernale immigrants and
refugees) giving a response rale of 95.6%,
I'his paper is hased on the responses from
the TIRS immigrants and refugess,

The questionnaire for the study was
tested on a sample of 30 immigrants from
the Liniversity of Botswana for its content
validity and later reviewed by scholars.
The reliability was measured and found
te be adequale (Cranach's alpha = (h89),
respandents included in the pre-test of the
guestionnaire were excluded fram the final
sample for the studw.

The data analysis consists of two parts:
Cross-tabulation of the socio-cconomie and
demographic, availability and accessibility
variables with immigration status: The chi-
square test and correlation analysis were
used by test for dependence of the criteria
of classification,

Results
Background characteristics

Ihe respondents were classified
according  to three demographic
characteristics, namely, gender (male and
temale), educational attainmenl and
marital status, some of lhe Tactors that
affect access Lo reproductive health
sErvices.

A total of 632 (54.9%) male immigrants
and refugees and 536 (45 [%) female
counterparts participated it the study, Chut
of these, two-thirds (67%) were immigrants
while slightly léss than ane-fourth (24%)
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were retugees: Cnly about nine per cent
of the respondents, including shedents, did
not disclose their immigration status, a
proportion small enough to be 1gnored m
the data analvsis.

A phenomenal 94,8 per cent of the
immigrants and refugees had =some
education ranging from primaory Lo
unjiversity, while a lower proportion
(45.1%) of the immigrants and refugees
had poslt secondary education, Only 36
per cent had no formal schoaling, Very fiw
of the immigrants and refugees (6.2%) had
oy eduecational qualifications, while 28.8
per cent had a dearee,

Most of the immigrants and refugees
(61%) were etther married or nsome
consensual union while onky one-third of
them were single. The dominance of
married or in consensuzal union
immigrants” and refugees’ implies: greater
demand for reproductive services.

Availability of reproductive health
L7 g T

Accessibility of the repreductive health
sarvices (including 5TDs and HIV/AIDS)
depends primarily on their availability,
mediated, of course, by national policies,
laws and practices, The immigrants and
refugers were asked to indicate the extent
of their awareness of the availability of
reproductive health services in the
Botswana health system respending on a
five-point seale: L=never (it is not available
at all); 2=sparingly (it is available fram 1%
but below 20% of the time}; 3=sometimes
(it 1= availakle from 20% to 50% of the
timel; 4=maost af the time (it s available
over 5 to 99% of the time); 3=all the
time (i1 is available 1% of the time).
Table 1 summarises the percentage
responses of the immigrants and refugees
for the two extreme positions, namely,
most / all the time and never/sparingly.
The results show that between 25 per cent
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and 45 per cent of the immigrants werc
aware, 81 per cent of the studied
reproductive health services were available
over 5 per cent of the time whereas the
same percentage of the refugees were only
aware that services for antenatal, treatment
of 5T, AIDS counseling, AIDS testing
and programme on contraceptive
availability and use (representing 24% of
the studied repraductive health services)
were available over 50% of the time. Over
one-fifth of the refugees were aware that
most (62%) of the reproductive health
services were pever available,

Application of chi-square lesl suggests
that there |5 a significant association
between the immigrants’ and refugees’
respanses on the extent of availability of
repraductive health care services and
reproductive health services (p<0.03),
Immigrants and rtefugees were
signiticantly and moderately positively
correlated (=469, p=0.05, n=21) in their
apinions onavailability of reproductive
health services most or all the time, and
substantially positively correlated in thelr
view that reproductive heallh services
were never avatlable or available sparingly
(=552, p=0.05, n=11}. In order to measure
internal comsistencies in the opinions of the
sampled groups, most ar all the time were
correlated with those who indicated that
the services were never or sparingly
avallable. Similar measure of internal
consistency was caloulated for the refugees,
The results show substantially negative
correlation (r=-0.574; p<0.05, n=21) for the
immigrant opinions and negatively low
correlation among the refugee respondents
(=0.188; p=0.05, n-21). Thus, while the
two groups, immigrants and refugees tend
to agree on the availability of reproductive
health services in Botswana's health
systerm, within each group there is some
measure of disagreement and this, of
course, 15 expected,



TABLE 1

Awareness of availability of reproductive health services in the Batswana health system
among immigrants and refugees

Aweareness on type of service avallable I rants Hefipess
Mosyall Mever! Mosttall Mpver
thi sparingly tha sprarinphy
time me

Yo W Y it
Amtenatal care E{ 5 (] bER 97
Zelivery {normal) 374 124 24 T
Basic emegenoy obslotic care 267 132 1248 9.6
Emergency: ceesarean section HEA 11.3 131 .3
Emergency: blood transfusion 19,6 {40 7 b
Treatment of aborion complic aion TH.1 204 12.4 2.6
Elertive tinducid] aborion T 14.7 11.4 11.8
Family plannmg 250 LN 242 5
Emergency cortraception 2.7 1153 15.4 21.1
Syndeomic diaghosis of 5T 285 13.2 124 228
Latoratory diagnosis of 5T W15 1.0 TR 228
Treatrment of TS 356 B 146 11.8
AlDS counseling 45,5 B b g
MDEwsting 17.0 144 329 akh
Sequalidumestic violencefragse coninseling g 15,3 15.4 14.5
Mental health connseling n 14,1 il 277
Ceneral surgeny 5.5 105 T2.4 24.9
Gentral treatment for ather ilnesses men, women, children) 29.4 1.8 14.5 228
TEC o human sexiafiny 9.4 13.9 G 26.0
Frogramume invalving men mesesialitg and reprodictive health H1m 2.4 1603 24,2
Peogrammes-on contraceptive availability and use il 4 4.5 214 L

Accessibility of reproductive health
SerUICes

Against the backdrop of the availability
of reproductive health services in the
Botswana’s health system, immigrants and
refugees were asked to state the extent to
which the services were accessible to them
whenever desired, Their responses were
based on five-point scale: T=never (it is not
accessible at all); 2=to some extent (it is
accessible between 1% and 20% of the
time); 3=lo a reasonable extent {it is
accessible over 20% bul less than 50% of
the timel; 4=to a great extont (it is
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accessible over 50% but less than 90% of
the time); and 5=to a very great extent (it
is accessible 90% or more of the time},

Table 2 shows that 38 per cent of all
the available reproductive health services
were aceessible over 5% of the time to a
little over 30 per cent of the immigrants,
while only services in antenatal care, AIDS
counseling and AIDS testing (14% of
available reproductive health services)
were accessible to more than 30 per cent
of the refugees over 50% of the time when
they desired them. Over one in every five
refugees affirmed that services on
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infarmation education and commaunication
(TEC) on human sexuality, programmes
involving men on-sexual and reproductive
health, general treatment for other illnesses
and blood transfusion were never
‘accessible or were accessible to them oniy
o some extent.

There was a very strong agreement
among the immigrants and refugees
(r=0.892, p<0.03, n=21) on the accessibility
of the reproductive health services to a
great or very great extent and substantial
association (r=0.582, p<0.05, n=21) on
whether the reproductive health services

TABLE 2

Accessibility of reproductive health services of Bolswana health system
amaong immigrants and refugees

Type of service atoeasible fremnigrants Refugres CHhers
Tooa great Mewer Tooa greal Mever Tova Mever
of very or o Of Very or to greal or oF 14
preatl SO areat SO wery greal s
oxTent eutend axteni bl exlont cutent
Antenatal care iB4 fa. 4 315 76 266 13.0
Delivery [normal) 178 A1) 277 3.9 3zl 9.1
Basic ermergency abstetric cane 25.1 134 0.7 215 156 234
Comprehensive emerpency obsletne card
Carsdizan section 22l 128 &7 b4 Ih.4 15
Comprehensive pmergency ohsleln care
blood transfusion I 6,8 1A 5.5 273 9.7 4.0
Treatment of abodion complicatiogn 115:2 193 353 4248 134 253
Ehective linducedd sbiortion 124 HOL 5.3 ([N |k 26.0
Family planning 141l 1.5 7.3 fill 281 1.0
Ermempency Contraccplion i e 12:7 3 151 18:2 =
Syndrosme diagnosis of 3105 251 0.5 7 1. 8.8 15k
Lalsarartory diggrosis of 5T B{¢H) 11.5 201 12:1 175 LK
Treatment of 5T 304 1.8 15 25:3 0.8 1.4
AIDS counselling 434 % 3t 1.0 404 1m0
AL testing a7 134 332 2.0 4014 123
Sexualidomestic vinlenoerape counseliing 253 T4 138 B.0 240 13.6
tental health counselling 222 18.2 5.2 15.2 188 20:1
Genaral surory 2604 157 4.8 11 221 18.2
General treatrment for olher illnesses
e, women, cnildren? 324 1E7 10.7 ok 26.0 117
IEC on human sexualay I5.4 17.4 8.0 27.3 17.5 224
Pragramme invalving men in sexuality and
reproductive heallh 245 151 13,5 235 | 227
Fragraimmes on contraceplive
availability and use 25 157 125 228 17.4 19.5
Vol 54, Mo, 1, June 2008 55



were never accessihle or were accessible
to some extent

Factors affecting inaccessibility of
reproductive health serpices

The previous section has underscored
the finding that some immigrants and
refugees are unable to access the desired
reproductive services. To explore the issue
further, the study sought to know from the
immigrants and refugess: the reasons for
inability to access the reproductive health
services. A little over two in every five
refugees indicated their inability to pay tor
thee services due o lack of funds as their
reason compared lo about one in every ten
immigrants who cited the same reason:
Other reasons given for not being able to
aceess reproductive health services, in
descending order, included unavailability

b the services at the clinies or hospitals

whenever needed; reservation of the
services for the local papulation; and
meeting the cost of the services being
viewed as an individoal immigrants or
refugee’s concern.

Reproductive health services in
Botsivana and home coumniry

Te determine how changes in the
mmigrants' and refugees’ social and
eeonomic enviconment may have affecte
their reproductive health demand and
acquisttion, they were asked to compare
availability as well as accessibility of
reproductive health services in Bolswana
with those in their home countries. The
responses were based on “yes”, “no”,
“don’t know”, and “not applicable”,

Tabie 3 summanses the two definitve
respunses with higher percentage of
immigrants than refugees affirming {hat
reproductive health services were more
available and accessibie in their home
countries than in Botswana, A correlation
of the opinions of immigrants and refugees
showed that thers was very little
agreement between them (0273 p=21).
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Ihis is also supported by an analysis of
variance [ANOVAY test which shows
significant differences in the responses of
the immigrants and refugees (p<0.000),

Discussion ann CoNcLusions

This study examined the extent of
access o reproductive health services by
immigrants and refugecs in Botswana
against the recognition of the fact that
access to reproductive heallh services,
including contraception as well as care in
pregnancy and childbirth can lead to; (i)
reduction in a woman's exposure to fatal
abstetric complications; (i) reduction in the
incidence of HIV/AIDS and other sexually
transmitted diseases; (i) empowerment of
women to make informed choices and
decisions that affect their lives; and (iv) i
portends dangerous circuwmstances for
Botswana when a resident in the country,
in this study fmmigrants and refugees, fail
Lo access these Seérvices.

The findings of the study confirm that
while immigrants are aware of the
availability of most reproductive health
services in the Botswana health care
system, the retugees are onlv aware of
services in antenatal care, normal delivery,
treatment of 5TDs, AIDS counseling and
HIV  testing and programme on
contraceptive availability: This finding is in
contrast to those of Purdin et al® that a
wide range of refugee and conflict-affected
sites provide reproductive health services,
Surprisingly too, TEC programme an
human sexuality is hardly available to the
immigrants and refugees. Unlike the
majority of immigrants, refugees fled their
home country due to unbearable socio-
political circumstances and are more
vulnerable to circumstances in Botswana
about which they can do litlle to redress;
they need information on reproductive
hialth services available in the health care
system in Botswana through an [EC
programme that is tailored to thelr needs,
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TABLE 3

Camparison of reproductive services in Botswana and the home country of immigrants and refugees

Immigrants Reiugees (hers
Trpe o sercie accessible Rrspnse
i, A %
Antenstal Carg Yi 2494 177 24.5
My 149 2533 1 8.0
Defivery [normall Y ] 17.3 200
bara 15.4 12.8 16.7
Basic ememency ohsletnc care Yis 20 i4.5 216
") b 2.1 7.7
Comprohiensive TRy nbsleifc Carg:
CARSArCan sevliomn Yok, 222 I3.2 21,6
Mea 15:8 IRT 196
Comprebensive vmcmeney nhstetie cane
bhed teansfusicin Yo 2.7 Mok 216
Mt 167 13.2 16.7
Treatment of abotion complicanon i 21.2 (] 0.7
P 171 A1 216
Elective hinducid! sbarion iy 20.8 138 1A
i 15.3 284 177
Family plarming ¥y 220 1g.2 246
M 15.4 07 15.7
Emurdency contracepticn s 2332 LR 214
iy T M 18 167
Syndromic diagnosis of 5T iy 21.5 14.H Th.b
M 17.4 2498 LR
Labasarimy diagnosis of 5T0s Yk 20,48 183 17
iy =X 3.8 2B
Treatment of ST b Yo R 4.5 230
baia aiy, 2 311 MG
A coumsellng Wi aici) 11 R
Mg 14,3 325 Mk
AIDS testing s 234K Fi.0 3.5
Py 18.6 14,3 194
Saxial/dormestic viplencerape conselling i 124 2 5:5
Piy 151 1014 TGeT
Muntal health coungelling it 2.2 6.9 21,6
i) 164 A | 4.7
General sugery Y 243 154 255
My 151 284 F2.8
Caneral treatment for ather lnesses
It wiarnen, childen) i 200 13.9 g
M6 L& 3 225 16,7
IEC o harman sesaality ¥es: ATN 14,4 326
[l 14,8 HhH 47
Proagramme involving rmon nosesaality and
reproductive Tiealth i 221 Thde 233
ey 15.7 298 137
Frogrammmies on contraceptive availabality znd use Yoy 19.8 4.5 745
tin 17.7 419 157

Mot applisable” and “Don’l ko™ resporses fave been amitied for
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The revelation from the study that
while aver 30 per cent of the immigrants
have access to aboul 38 per cent of the
reproductive health services available in
the Botswana's health care system, only 14
per cent of the available reproductive
health services can be accessed by the
same percentage of refugees, does not
augur well far the foreigners. Indeed;
confinement of most refugees in Dukwi
refugee camp far away from both
Francistown and Gaborone, where the
services are more readily available,
cempromises their access to these services.
Such a large concentration of foreigners
From different countries and in the country
due to different ciccumstances perhaps
need better access 1o services than
immigrants, some of whom can even
affard to pay for the services. Expansion
of different health-delivery points in the
health system hierarchy, where users or
clients can obtain the services and
diversification of the services and
reduction in cost of these services is likely
to improve access to these services in the
country, There is, therefore, a need to
increase gccess to reproductive health
services both at the Dukwi camp and in
the neighbouring villages where retugees
interact with other people-immigrants and
the lacals,

The study also has shown that a
significant majority of the refugess and a
lesser proportion of the Immigrants were
unable lu acvess services to meet thesr
reproductive bealth needs due to lack of
funds to meet the cost of the services. This
result corroborates that of a previous
sudy.” Cucho and Ama" found that over
41 per cent of the immigrants and refugees
were unemploved while some others who
were employed had taken up poorer
paving jobs that the locals shunned. The
foreigners’ meager earnings incapacitated
them from meeting the cost of
reproductive health needs.™ On another
plane, as refugees in the camp are usually
not allowed to seek employment or leave
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the camps for security reasons, they have
na opportunity to engage in paid
employment, hence they exclusively rely
on the only reproductive health services
extended to them in the camp.

The findings that availability and
accessibility of repraductive health services
were belter in the immigrant and worse
in refugee home country than in Botswana
gquestions the pelicy stance of the country
of migration, which is known to have
better services than most of the
immigrants’ countries of origin. This
finding is not surprising because most of
the refugees live on camps where
reproductive Tealth services are made
more readily available and provided
through the joint Government/UNHCR
health programme. Thus, while refugees
are-served collectively given their status,
immigrants have to fend for themselves,
It is time that the immigrants and réfugees
exert their rights which is enshrined in the
international instrument of human rights,
which Botswaria has signed and ratified,
Perhaps this s also an issue that should
be incorporated in Botswana's international
relations agreements with the immigrant
and refugee country of immigration. As
immigrants provide invaluable service in
diverse arcas of development in Botswana,
they deserve bonevolence from the oLy
of their service to the country’s democracy
and its ability to sustain its health system,

The findings indicate low accessibility
of elective (induced) abortion which
retlects Botswana’s view on abortion as
illegal and the services can only be availed
in the case where pregnancy would
invelve risk to'life of the pregnant woman
or there is substantial risk of serious
mental or physical abnormality o the
child.

This article has shown that inspite of
Botswana’s huge investments in the health
care programmes, only the citizens have
benefited from it as foreigners become
increasingly marginalized, despite their
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inability to meet their desired reproductive
health needs, The findings call attention to
the Covernment of Botswana to factor in
the national health policy and programme
the shortcomings of immigrants and
refugees not accessing the available
reproductive health services i the country,
Focial and economic changes and changes
in sexual behaviour due lo relocation and
social status affect reproductive health in
general, and especially among women
Sinee cost of abtaining reproductive health
services seems Lo be a major hindrance {o
immigrants and refugees accessing their
desired services, the Government of
Botswana could introduce a reasonably
subsidized health prnvis:mn to immigrants
and refugecs. In addition; the Government
of Botswana should prevail on the private
sector, which the vast majority of SETVITLE
immigrant workers to complement the
provision of these services through tax
rebates and other incentives thereby
reducing the cost ard enabling the service
consumers 40 have better access 2

The study has also noted that refugees
are more disadvantaged than immigrants,
althowgh they of necessity, require seevices
given their traumatized background in the
countries of origin and their vulnerability
to reproductive health problems in the
camp. It may be advisable for the
Government of Botswana to expand access
to reproductive health services through
well-equipped  outlets where  the
immigrants and retugees live, that could
be a priatity drea for the Government of
Botswana-UNHCE collaboration in the
near future, Another service requiring
expansion and intensification is the [EC
programmes  tailered to meet the
reproductive needs of immigrants and
refugeins.

Legally arwd to underscore its adherance
to Intermational instruments of humian and
minority rights that it has signed and
probably ratified, the Government of
Botswana needs to have immigrants’ and

Vol 54, No, 1, lune 2008

refugees’ reproductive services embedded
in the national health system: Numerous
interactions between locals and foreigners
in the country, which give rise to Intimate
sexual relationships, pregnancies and
intermarriages, interrogate the wisdom of
partial provision of services to citizens,
rather than {a the two interacting groups.
It compromises the desire to contain
reproductive health challenges such as
HIV/AIDS, which threaten to radically
alter the country’s demographic future and
constrain its socic-economic development,
including the possibility of denving the
country the realization of the principal
objectives of Vision 2016 and the MDCs
For a country which has been receiving
Increasing numbers of immigrants and
refugees, among them sex workers,
provision af reproductive health services
ter locals anly does not augur well for the
health status of all imhabitants of the
country, Its admission of immigrants and
refugees has to take due cognizance of the
international instruments governing
human rights in general, the rights of
immigranty and their families and
refugees, and those in refugee-like
circumstances.

That the international community has
wdentified sexual and reproductive health
as a component of the MDBCs to be
achieved by 2015 underscores the need for
the findings of this study o be accorded
attention o wariows circles within
Botswana and in the country relations with
other countries as well as dew]apment
partners: The Millennium Project (MIP)
lask: Force on Child Health and Matermal
Health submission calls for universal
aceess to reproductive and sexual services
through the primary health care systems,
A denial of access to reproductive health
services of any group of people,
particilarly immigrants and refugees,
violates the above recommendations, the
Crelhi Declaration on Maternal and Child
Health (20053 and The ICPD Warld
Leaders Statement (200537t which
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Botswana has acceded. Clearly. an
expanded access o reproductive heaith
programmes in Botswana both by the local
population and by immigrants and
refugees will play a more critical role in
improving the quality of life for
individuals and their entire communitivs,
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