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Context: Transcultural skills are especially useful for those involved in the
perinatal period, when parents and babies must adapt to one another in a setting
of migration a long a focus of transcultural clinical practice.

Objective: The aim of this article is to provide useful transcultural skills for any
health care worker (e.g., psychologists, child psychiatrists, midwives, family
doctors, pediatricians, specialized child-care attendants, and social workers) who
provide care or support to families during the perinatal period. It highlights the
cultural aspects requiring attention in relation to representations of pregnancy,
children’s needs, obstetric complications, and postnatal problems. Taking into
account the impact of culture on clinical evaluation and treatment can enable
professionals to distinguish what involves cultural representations of pregnancy,
babies, and sometimes of disease from what is associated with interaction
disorders or maternal psychopathology.

Methods: After explaining the relevance of transcultural clinical practices to
provide migrant mothers with better support, we describe 9 themes useful to
explore from a transcultural perspective. This choice is based on the transcultural
clinical practice in our specialized department.

Results: The description of these 9 themes is intended to aid in their pragmatic
application and is illustrated with short clinical vignettes for specific concepts.
We describe situations that are extreme but often encountered in liaison
transcultural clinical practice for maternity wards: perinatal mourning with cultural
coding, mediation in refusal of care, cultural misunderstandings, situations
of complex trauma and of multiple contextual vulnerabilities, and difficulties
associated with acculturation.

Discussion: The transcultural levers described here make it possible to limit cultural
misunderstandings and to promote the therapeutic alliance. It presupposes the
professionals will concomitantly analyze their cultural countertransference and
acquire both the knowledge and know-how needed to understand the elements
of cultural, political, and social issues needed to develop clinical finesse.

Conclusion: This combined theoretical-clinical article is intended to
be pedagogical. It provides guidelines for conducting transcultural child psychiatry/
psychological interviews in the perinatal period aimed at both assessment and
therapy.
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1. Introduction: the importance of
acquiring transcultural skills

There are a thousand and one ways to think about, educate,
and take care of babies across the world, and they are all equally
effective in enabling good child development—both emotional
and physiological. Several sociological, anthropological, and
psychological works confirm this universality without uniformity
(1, 2). Among the differences that may affect our clinical
evaluation, we should take into account the distal interactions in
the mother-baby relationship and the more proximal interactions
in some cultural groups (3-5). In many cultural groups, for
example, tactile and motor interactions count more than visual
and verbal interactions: mothers carry babies frequently; massages
shape babies, drain their impurities, and stimulate them. That is,
babies are considered malleable, impure, from a world of invisible
beings (6). They must be embodied and shaped for the world of
humans. Elsewhere, it is eye contact and speaking that have
become most important in interactions to compensate for the
distal character of other interactions, e.g., swaddling to avoid
skin-to-skin contact, strollers later on (1). There are numerous
examples around the world of important differences in how to put
babies to sleep, feed them, play with them, care for them, and
address them. There is not one good way or one bad way to
interact with babies.

The fundamentals, such as the theory of attachment described by
Bowlby (7), must also be taken into account in the context and the
environment in which infants develop, along with their mothers and
the various, often multiple, attachment figures (and not only one or
two people who care for the baby consistently and continuously to aid
their social and emotional development).

The absence of uniformity also lies in the way of thinking of a
family (8). The concept of a family is enlarged beyond the nuclear in
many cultures: the opinion of a maternal uncle in a matrilinear society
(such as Haiti, some regions of Indonesia, and Cameroon) about a
child’s education can be more important than that of the father, for
example. In other places, the role of the elders and even the ancestors
is important (Asia), and children belong more to the group than to
their two parents.

These differences create the need for professionals to decenter,
that is, to not interpret the unknown in terms of the known, for that
risks eroding human complexity and inducing cultural
misunderstandings. On the contrary, we must leave room for doubt
when we are faced with ways of doing things that seem
surprising to us.

Knowing how to adapt the framework and the questions in an
interview with patients or clients allows us to gain access to their
different cultural representations. In our health care departments in
France, the republican ideology is supposed to protect against the risk
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of pointing out differences in patients from other cultures and other
religions, so that patients can feel they are receiving care with equal
rights and without either judgment or exclusion. These universalist
positions avoid any insistence on the difference between communities
or cultural groups (9). Others nonetheless underline the need to
recognize the specific needs of minorities and to find appropriate
responses to these needs (10-13).

The curriculum allocates very little space to the consideration
of cultural elements in health care relationships (14). Care
providers are often very prudent, even inhibited, about
approaching cultural questions, sometimes to the point of being
implicitly reluctant to use an interpreter in situations where a
language barrier exists, although this can be considered to
constitute a form of institutional abuse/mistreatment (11).
Another pitfall has been observed in France: the logic of
integration that is supposed to erase or at least erode these
differences led professionals of early childhood to advise in the
1980s that the use of French should be privileged in personal
family spheres. One consequence of this was an impairment of the
language quality in family interactions in non-French speaking
families. It is clearly recognized today, however, that using a
mother tongue other than that of the host country does not slow
down the acquisition of the host-country language. On the
contrary, the more languages one learns, the easier it is to learn
others (15).

The objectives of this article are simultaneously theoretical,
clinical, and pedagogic to demonstrate the importance of taking
these elements into account to obtain a better clinical
understanding and evaluation of the situation in the perinatal
period and thus be able to provide optimal support. The aim is to
help care providers to acquire/adopt transcultural skills, that is,
an overall set of aptitudes and attitudes that allow them access to
these essential elements of understanding. Academic training is
needed to impart transcultural skills to early childhood
professionals, regardless of their discipline (16-18). Transcultural
skills consist in adopting a dynamic posture toward the
acquisition of skills (such as knowing how to work with an
interpreter, to adapt one’s manner in conducting an interview,
attitudes
nondiscriminatory toward minority populations, decentering),

general culture) and (nonjudgmental, and
which help to take the impact of culture on symptoms into
account (19). The clinical evaluation is thus more detailed,
without creating the feeling of stepping past the lines of our
republican institutions. We know that these cultural elements
suffuse/pervade/dominate/invade the thoughts of hospital
patients, in particular during this period of pregnancy and
childbirth. Tact is needed to show the usefulness of this
exploration and its benefits for clinical evaluation, treatment, and

support of mothers in the care related to mothering.
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2. Implications for the clinical
situation/for clinical progress: value of
the transcultural approach in the
perinatal period

2.1. Psychological vulnerability

The concept of psychological universality and of universality in
ways of mothering a young child makes it impossible to label the way
something is done in one culture to be the best way of doing it in any
culture or to define any vulnerability as greater in the babies of a given
cultural group. On the other hand, outside of their cultural group,
families can find it distressing to give birth in a foreign country.
Migration can induce a loss of bearings and undermine a sense of
parental competence. Confronting different mothering techniques
and questioning themselves about how to raise a baby born in a
foreign land are factors that make parents especially vulnerable during
this period. Babies themselves can appear strange and foreign to their
parents’ eyes simply because they were born in another country (11).
What will their parents be able to transmit to them of their cultural
values, of their identity? Migration, especially if recent and if the
couple or the mother is isolated, induces a sudden break from previous
reference points (3, 4, 20, 21). The absence of a word, a practice, of
support at the start of their baby’s life/at the start of their life as
parents—a moment when the group is primordial—can make isolated
parents still more insecure (20). That is, numerous cultural practices
exist to protect mothers and babies and to enculturate babies: for
example, among Hindus, both naming according to specific
astrological criteria and a head-shaving ritual for purification. In
several non-Western cultures, the mother must comply with a period
of rest and social withdrawal after giving birth. During this time, the
baby is presented to the world and the mother is released from her
domestic tasks, surrounded and supported by older women.
Pregnancy and childbirth are among the life stages that require rites.
Among these, Van Gennep (22) distinguished rites of protection from
rites of passage. The first are intended to protect the mother and child
from perinatal risks but also from dangers and the malevolence of
both the visible and invisible worlds. The rites of passage, on the other
hand, make it possible to “forbid, from birth, even pregnancy, the
fusion of the mother and the baby, to unify the body and the mind or
soul (the psyche), and to manage the anxiety of death inherent in
humanity” (23). The childbirth is thus marked by a period of reclusion
(margin period), followed by rites of reintegration and a social return
from childbirth, which is the moment of both the mother’s churching
ceremony and the baby’s second (psychic) birth (23-25).

This planned isolation period of 40 days exists in several cultures,
not solely in Muslim areas. In the words of Ben Mohammed (26,
p. 184) about North Africa, “the 40 days following the birth of a child
are particularly dangerous for the mother and child. The tomb remains
open during that time” The mother—child dyad is isolated, especially
during breastfeeding, so as not to attract “the evil eye of envious
women who might make the milk go dry” Other mothers have stated
that in China too, the rule is “confinement” for a month after giving
birth: neither the mother nor the baby is allowed to leave the house,
except for medical appointments. And in this case, the mother must
cover her head. She must also avoid tiring activities such as reading or
watching television and ideally, she must stay mostly in bed. She must
avoid washing her hair and therefore must settle for a quick
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sponge-down with hot water and lemongrass oil. At the end of the
month, a big party is organized, bringing together all family members.

Distance from the country and the absence of the group can make
these practices more difficult. Some families may feel insecure about
whether they have performed these practices correctly. Whether or
not we are superstitious, we are carried by a collective unconscious,
and we in the West also have our own beliefs without always realizing
that they are cultural and not universal. We need to feel that we belong
to a group at moments of vulnerability or during life passages. This
cultural dimension can become important in particular when there is
a problem or an illness. Inversely, the fact of feeling active is protective
and can help a parent to emerge from a traumatic shock. It is not
unusual to see a mother or an isolated couple frozen due to a recurrent
trauma or just by the fact of not knowing, not recognizing, or not
daring to know how to express it because of the language barrier and
the cultural distance from the professionals attempting to
offer support.

Sometimes, in the absence of the group, only the father is present;
he may find himself in a place that is not supposed to be his. In some
cultures (25) it is even bad luck for the father to be present at the birth.
When he finds himself invested and involved in mothering the
newborn, the risk is that he may deepen the gap with traditional
mothering and induce guilt and a feeling of incompetence in the
mother (27). In these situations where the initial milieu is traditional,
what is missing is other women (cousins, aunts, and grandmothers),
co-mothers and especially the mother’s mother. Rodriguez describes
this particularly for cesarean births to migrant women (27). Some
studies nonetheless qualify the ambivalence of this place: the presence
of the father alone may mitigate the mother’s feeling of isolation and
reduce some of the risks associated with it. Lameche (28) described
this in a study of a newly arrived North African population. The report
RéMI related to the cesarean rate, which appears to rise less when the
partner is present (29).

Forms of breastfeeding can also be transformed during migration:
faster passage to mixed breastfeeding, because of preoccupation about
the need to work and make a living as rapidly as possible. Some
mothers say they fear the child “will get used to being carried” and
avoid doing that frequently because there is no one else to do it (30).

2.2. Vulnerability that can be transformed
into psychopathology

The risk of psychopathology is greater among migrant patients,
especially for pre- and postpartum depression, which affects,
respectively, 38 and 50% of migrant women, with a higher risk for
more recent migration (31-33). Complex post-traumatic stress states
are also overrepresented (34, 35). In the first place, we often find in
clinical pictures of complex PTSD impaired trust in others. That is,
trust has been endangered in repeated, intentional episodes of trauma.
Dissociative symptoms, somatization, and feelings of hatred and anger
are also frequent in the general migrant population. The repetition
and/or reactivation of traumatic events contributes to them. The
traumatic valence of a migrant’s journey may be found at different
three time periods: before migration, during the voyage, and after
arrival. Before the migration, some departures are associated with
traumatic situations, civil war or conflicts, or a flight from complex
social or family conditions. Some mourning or trauma can recur,

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1112997
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Radjack et al.

sometimes months or even years later. The period of pregnancy is
propitious to the emotional reactivation of these unresolved past
events (3).

During migration, the journey can be affected by trauma. Some
migrant women traveling alone experience sexual violence during
their travels (36).

Afterward, the living conditions in the host country, sometimes
precarization, the waiting time to the regularization of their socio-
administrative situation, job hunting, and looking for housing can
generate discouragement, anxiety, and disillusionment about the
initial migration plan. Some symptoms are directly linked to
precarization or isolation from relationships (37, 38). Micro-
aggressions can also have an impact' (39). Finally, very preterm birth
or obstetric complications can present the risk of the infant’s death or
disability and have a traumatic impact on families.

2.3. Physical vulnerability

In France, the number of at-risk pregnancies, cesarean births, and
preterm births appears higher among migrants, particularly those
from sub-Saharan Africa (31, 40, 41). Nonetheless, the literature on
this point is not entirely consensual (42). The factors advanced to
explain the excess risk of cesareans among migrant women are limited
and inadequate. It could be linked to insufficient access to prenatal
care, representations of pregnancy follow-up that are different from
those of the country of origin, communication barriers, and often
precarious and inhospitable conditions on arrival in the host country/
France, fragile maternal health, a high body mass index, feto-pelvic
disproportion, or even simply isolation (40, 43-46).

The precarity associated with migration is an important perinatal
risk factor, as are isolation, absence of marital support, administrative
status, and social insurance coverage (31, 45, 46).

3. Actionable recommendations: the
interview in the perinatal period

Our transcultural team is composed of psychologists, nurses, and
psychiatrists trained in transcultural clinical practices with Professor
Marie Rose Moro, a leader of transcultural psychiatry in France,
specialized in the clinical care of métissages (cultural mixing) in
babies, children, adolescents, and their families.

We have deduced interview themes that allow a transcultural
approach in child psychiatry during the perinatal period. These levers
come from our diversified clinical practice applying transcultural
methods, adapted and personalized to the situations for which this
expertise is required. These include liaison work in the hospital,
discussion and support groups with pregnant women or recent
parturients (47, 48), transcultural consultations with a group of
co-therapists from various cultures (3, 4, 49), mediation at the hospital
with an interpreter-mediator, and institutional work (team

1 Insults or attitudes, “intentional or not” that "communicate hostile or
contemptuous messages targeting people solely on the basis of their

membership in a marginalized group.”
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supervision, university instruction or professional training programs,
and reflexive interventions in multidisciplinary staff meetings). These
guidelines also consider the bases of ethnopsychoanalytic theory (50),
combined with approaches described in the international scientific
literature (4, 14, 16-18).

3.1. Start the interview by creating the basis
for an appropriate relationship

The interview’s framework presupposes establishing the
conditions for a balanced and horizontal relationship. The interviewer
exits the position of expert and instead shows a posture of cultural
humility (51). Sitting in a circle, sometimes sharing some water, can
facilitate this first encounter (52, 53). Showing an authentic interest in
the other’s culture and representations can transform the relationship.
This is done by asking in detail about their cultural identity, beyond
their country or nationality. What are the family’s cultural affiliations?
What language do they speak? What city or village do they come
from? Language is an important aspect of identity. Exploring the
languages the patient speaks is often the occasion to praise those
patient who are multilingual for this accomplishment. Both ethics and
quality of care require finding an interpreter to ensure mutual
understanding; it is thus necessary to identify the language the
interpreter should speak. The help of family or friends has its
limitations for announcing bad news (for example, a suspected
malformation on ultrasound or complications in neonatology). Thus,
partial mastery of a language cannot suffice in these contexts to ensure
mutual understanding, especially as there can be an initial level of
stunned speechlessness even in their native language, it is often
necessary to repeat news that is difficult for everyone to understand.
The interpreter, who is often someone with whom the patient can
identify, enables the mother to assert herself, to not fear being judged:
the cultural distance is thus reduced, and the interpreter facilitates
bridges between the two countries by knowing the codes to both
worlds. Finally, the expression of emotions is often facilitated by use
of the mother tongue which, in turn, facilitates the narration [Ricoeur’s
narrative identity (54)].

Sometimes reluctance linked to financial cost or time are
mentioned, or those linked to individual or collective unconscious
factors. Studies show that the use of interpreters and mediators offers
cost benefits for public health (55). It is important for therapists to
show that they are making an effort to adapt to and respect the patient
by seeking to share the same language.

The notion of hospitality in the welcome is also important, for it
can contrast with the exterior world, sometimes associated with the
austerity of migration policy (56). The tone of voice is almost as
important as the content (57).

One of the principles of receiving patients in a place providing
care is to create a relationship of trust, which is all the more important
for women who have experienced intentional and repeated traumas.
For that reason, it is important to explicitly state the meaning and
nature of a “talking” therapies, of seeing a psychologist or psychiatrist,
without this being associated with the mental illness of the “asylum”
sector. Finally, the role of each professional must be clearly explained,
especially for more highly medicalized pregnancies. The psychological
support must be related to the risk of vulnerability, while assuring the
patient that there is no association with a severe overt mental disorder.
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The families may not be able to understand the notion of interaction
disorders unless the therapist describes them clearly.

Finally, one way to show that it is possible to approach the cultural
dimension in the framework of a medical interview is to begin the
interview by self-disclosure, that is, short personal revelations (while
remaining professional) used to create empathetic understanding:
they may concern hindsight about the experience of other patients or
be a personal shareable and generalizable experience.

This self-disclosure aims to create cultural proximity (if the
interviewer is comfortable with it), but also to demonstrate the
diversity that authorizes patients to assume their culture and thus to
be able to refer to it as a resource, to subjectively structure an issue.
For example, near the end of an interview during the perinatal period:
“Where I'm from, in North Africa, we organize this protection, that
birth ritual, when a baby’s born; and where you come from?” This type
of interview sometimes humanizes the professional and promotes the
therapeutic alliance.

3.2. Elaborate a narrative that mitigates the
risk of migration cleavage and considers
the possible traumatic dimension
(re-establish continuity between before
and after)

Child psychiatry and transcultural psychiatric interviews are often
based on narrations (3, 5, 11, 52). The therapist accepts and welcomes
the cultural narratives that serve as a container for the intimate
individual material relating to the current situation of the mother,
family, and baby.

Bridges are built between life “back there” and life here to avoid
the risk of a migratory divide and to share cultural representations.
Indeed, parents often tell their story starting from the day they arrived
in France. If we do not actively look for information about their
premigration history, it is impossible to have access to it. This reaction
can be linked to the reading of migration trauma, with too great a
separation between before and after. The cleavage of migration is a
phenomenon described by Nathan (58): the experience that every
migrant has of mental separation between before and after migration.
It resembles the loss of a psychological and sensory envelope with
which the migrant decodes the exterior world and stimulates the need
to create another one, like a new skin.

Evoking the patient’s migration experience, its determinants, its
course, what she thinks of life before and after migration—these
questions make it possible to help her establish a continuous narrative
of the different periods of her life. Often the heroic valence of the
journey is manifest in this account and deserves to be underlined for
therapeutic purposes. These elements must be explored progressively;
they can finally allow the patient to recover a feeling of the continuity
of existence, the continuity of her existence (the self-continuity
described by Chandler and Lalonde (59)). We search constantly for
coherence in their pathways, so often characterized by family
separation, cultural ruptures, and changes in their care. This coherence
and this life story are necessary to cross/bridge the passages of life
(52). In the face of this disillusionment and sometimes precarization,
it is useful to ask about her professional identity, her education, her
place in the family before migrating, and to recall who she is.
Sometimes disillusionment and/or trauma seem to deprive the
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journey of its meaning. This must be reactivated to give her the
strength to continue. Contrary to what is often thought, asking about
the meaning of the journey or exploring the other’s cultural affiliations
is not uncomfortable when the therapist’s interest is authentic. Finally,
it is necessary to welcome disillusionment, to share the disarray
sometimes, often to help actively on the social level, assuming this
professional role, despite being a health care provider. That is, a patient
cannot engage in psychotherapeutic work until her material survival
and shelter are assured. In pregnancy or at childbirth, this need for a
safe place can become obsessive and constitute a form of primary
material preoccupation together with a primary maternal
preoccupation (constructing a home).

She must be restored to her story both gradually (60) and
prudently to take her own rate of progress into account: the traumatic
valence of a journey exposes her to the risk of reactivation and
emotional overflow. Time is needed to transform and develop these
aspects at a psychotherapeutic level. Putting it into words—into a
narrative/story—is sometimes painful. Regardless of the country one
leaves, regardless of the reasons for leaving, there is inevitably a loss
causing narcissistic injuries the extent of which is sometimes difficult
to measure, but also, simultaneously, producing unsuspected
gains (13).

3.3. Reconstruct the networks of belonging

On a practical level, the networks of kinship and social belonging
are reconstituted during the interview: Which family members stayed
behind in the home country? Who in the family is in France? What
contacts do they have (telephone, frequency)? Has the baby’s birth
been announced? Are there any friends, people from the community,
at hand? Is the parent able to speak his/her mother tongue? Even for
the most isolated individuals, encouraging them to talk about family
during a consultation, helping them to telephone family members, or
encouraging them to do so, can help them feel less lonely, and
loneliness is a very deleterious feeling during the perinatal period.

Do not be afraid of mentioning the people missing in France; on
the contrary, make them exist in the session: the grandmothers, the
child’s father, even the children who remained behind. Prevost et al.
(61) shows for example in her qualitative study of the experience of
migrant mothers giving birth in France after leaving a first child
behind in the country she left that there is a massive reactivation of
the missing child during the new pregnancy. Often the women have
left them to protect them and to bring them over later, once the
material conditions are correct. Professionals may often not dare to
raise the question of the children left behind for fear of making the
mother feel guilty with anxieties about having abandoned them. Some
professionals are also comforted by the idea that culturally favored
entrusting of children does not engender distress. Recent studies point
out the consequences and intrafamily relationship stakes that it raises.
Even though this practice is recognized and valued in society, it is not
without risk of psychopathology for both mothers and children
(61, 62).

Finally, taking the cultural place of the extended family into
account sometimes makes it possible to adapt the hospital’s
framework. Knipiler (63) described how the experience of a
neonatology unit stay aggravates the experience of isolation and how
the extended family can be allowed in neonatology departments that
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are aware of the limits of the concept of the nuclear family in
Western areas.

The interpreter can also function as someone with whom the
patient can identify; this can also help her to escape her sense of
isolation. Finally, therapists/care providers/professionals can creatively
employ local groups and associations. They can also discuss with the
patient the difficulties of contacting the family, despite today’s social
networks which make it easier than in the past: these difficulties
sometimes follow traumas (and/or the desire to protect the family
“back there”). Finally, when mother has had not news of her family or
friends because she had to flee rapidly, referring her to the Tracing
services provided by the International Red Cross® can spark new hope.

3.4. Help her to escape a feeling of
powerlessness and facilitate her
psychological reinvigoration

Therapists faced with the patient’s psychic exhaustion from
confronting recurrent adversity must often take an active position,
adapted to the patient’s tempo of progression to escape their own
feelings of powerlessness. We help to coconstruct solutions based on
what emerges from the narrative, facilitated by the interview levers
described here.

o An example of a woman’s prenatal mourning with an acute
traumatic reaction

Joélle arrived in France recently. She came from the DR Congo and
was hospitalized after her delivery. One of her twins died in utero.
The other twin is alive, but Joélle is stunned and does not seem able
to succeed in paying attention to him.

Joélle explained that she cannot either eat herself or breastfeed the
baby because the other twin is "out in the cold and frozen" an
allusion to the morgue/mortuary. Her principal preoccupation was
that "he's suspended between the world of visible and invisible
beings," the latter being, in other words, the world of the dead and
spirit creatures. She understood that we were not judging her and
that we would not hesitate to talk about different cultural
representations of the pregnancy and ontological representations of
children. She understood this because of our explicit questions about
how to welcome a child into the world, what birth rituals should
be done, what mourning rituals were needed. She could not
be primarily preoccupied with the living baby as long as his twin was
not buried in due and good form. Moreover because the two were
linked, neither could be appeased and recognized in the world of the
living or the dead. But Joélle's very great precarity, her isolation from
family and any community (because she had arrived very recently
in France), and her lack of knowledge of the organization of funerals
in France aggravated her experience of isolation and prevented her

from acting.

2 Tracing department and Restoring family links program provided by IRCR
https://familylinks.icrc.org/
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Helping her to escape this sense of isolation was the first step to
re-energizing her. First, we talked about her family. Even thought
they were back in her country, far away, we made them re-exist in
this interview. She said she had not been able to tell her mother, to
whom she is nonetheless close, of her delivery, both because she
lacked the money to make the call, but also to protect her. Wouldn't
her mother herself feel helpless, even sad about Joélle even as she was
in her own difficult situation in RD Congo, a situation that Joélle
had fled precisely to be able to later help her family? In every culture,
mourning is shared by the community/collectively. Culture
surrounds/lines these difficult life passages to generate meaning and
master the violence of the unexpected. What can be done when the
person is far from her cultural group? We thus lent Joélle our work
telephone so that she could call her mother and connect with her
and her country. This simple act probably prevented the prolongation
of her hospitalization. The next day, she told us that her mother was
planning to organize a ceremony there, with the help of the extended
family, the day of the funeral. We obtained information about - and
told her - the specific date this month of the burials of fetuses and
newborns who died at the maternity hospital, and where it would
be. There is a support system covering the costs of burial for families
in situations of great precarity and/or who do not want the burden
(fetuses who died in utero or medical terminations of pregnancy).

We also informed Joélle that she could see a priest at the hospital.

Sometimes, it is other mothers who help the patient to find
solutions and to escape from this psychic paralysis, even in the most
extreme situations (very great precarity, extreme preterm birth).
We have observed this in particular in support groups around cultural
questions about welcoming a child (30, 47, 49). These groups help to
mitigate the feeling of isolation and constitute a creative and relevant
form of care at the maternity ward. We can cite here a conversation
around African massages. The practice was relegitimized in one
support group (47). One mother thought the practice was forbidden
here, that the vigor involved could be badly interpreted by
professionals. This led another to say that she would have liked to do
this, that it was important to her, but she really did not know how to
do it well, because it is grandmothers who handle the initial care after
birth “back home,” mothers being considered too gentle/subdued to
do these massages. Hearing this, another mother from a related
cultural group improvised the massage gestures on her baby for the
rest of the group.

3.5. Promote harmonious cultural
meétissage

One of the coping strategies described in the literature (64) is the
maintenance of continuity despite an unstable and shifting situation.
It is thus desirable to facilitate access to familiar things—things the
patient knows—to help her regain her bearings. This enables a
transition to integrate the values of the host country more easily and
to construct a harmonious cultural métissage or mix between two
cultural worlds. The progressive learning of new cultural norms, as
well as the maintenance of religious beliefs and practices within the
host country are part of the strategies for achieving this construction.
Links with peers from the cultural community already more
accustomed to the host country and who have often endured identical
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or similar situations can play a major role, as sharing experiences
mitigates isolation and discouragement. A double support network,
in the host country and the country of origin, may have a protective
effect on the mental health of migrants (14, 64).

A harmonious cultural métissage protects against the stress of
adaptation to the culture of the host country. Metissage is an identity
building continuum (or a set of processes) that integrates the feelings
of belonging to many cultural universes. It is found among children
from mixed couples or couples from migrant backgrounds or among
child migrants, who tend to adopt progressively some of the cultural
norms of the adopted country.

These involve maintaining a feeling of belonging to the original
culture, while adopting new affiliations in the host country—all as part
of a creative process integrating the values of each culture.
Acculturated individuals® may thus be the most highly exposed to this
risk of psychic vulnerability (65). That is, we encounter in our
everyday transcultural clinical practices couples or isolated mothers
whose sense of identity is sometimes lost due to their cultural mixing.

Behind their resistance or their lack of knowledge of cultural
theories, we often see a willingness to understand the cultural sense of
the symptoms of their baby or child, leading them to rethink the
disease from a cultural perspective, because medicine has not led to
recovery, or because the coding of the symptoms clearly evokes a
cultural interpretation. Often this occurs only because of the patient’s
cultural group, and one of the means of treatment is precisely to link
it to the culture of the country they come from, in one way or
another (66).

Within a single country, the effects of globalization and accessible
media and social networks engender rapid transformations.
Knowledge is mixed in a single generation, which is evidently valuable,
but is also a loss of bearings and identity across a single generation.
The painful moments of life (a chronic disease that medicine cannot
cure) or its passages (birth, death, becoming an adolescent or reaching
adulthood), they are difficult,
cultural readings.

when sometimes call for

3.6. Construct a narrative of filiation

It is also our goal to attempt to elaborate a narrative surrounding
the child and to develop a form of narrative of parenthood (67),
thereby placing the child or the future child within the family history.
The focus is also on the notion of a cultural mix or blend: help with
the construction of self between the two cultural worlds the patient
belongs to and the creative use of the wealth from both (without this
appearing incompatible). “There is no filiation without putting a
history into words, without a narrative, without a narrative on
filiation” (Golse & Moro, op. cit.). Putting the baby’s history into words
is paramount. The feeling of containment, protection, and roots
procured by the family and the entire group of belonging is primordial

3 A cultural transformation of identity that takes place in contact with the
culture of the host country. The stress associated with the phenomenon of
acculturation is recognized as a risk factor for the decompensation of several

psychiatric disorders.
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because it enables the mother and child to be part of an
intergenerational web—filiation and affiliation (68-70).

In the perinatal period, asking about the history of the child’s
name makes it possible to identify first of all who he is and often leads
to an important story of his history and his parents’ investments.
Given the concept of an “exposed child” at risk of vulnerability because
he is the first to be born in France, this work of making him a history
is very important. It also reduces the risk of reciprocal feelings
of strangeness.

Without the group, it is sometimes difficult for mothers to achieve
this, because of the massive nature of their worries, their numerous
disruptions, exposing them to a risk of “mental blank,” withdrawal,
silence, and encryptment. Therapists can sometimes find themselves
in the midst of extremely problematic issues: the reaffiliation of a baby
born from a rape, which can be thought of/handled in several ways:
by naming, or through religion, membership in a matrilinear line or
a new mixed cultural group, etc. (71). In these cases, we sometimes
use a valuable narrative support, the transcultural genogram (72).

It makes it possible to represent families who come from
elsewhere, taking into account migrations as well as blended
definitions of the family object in its psychoanalytic and
anthropological sense. It thus provides support for the narration of
family stories for migrant families who sometimes find it hard to
conceive and transmit these bonds.

3.7. Make the family the expert, decenter
oneself

At all of these stages, it is essential to adopt a decentered posture
(distancing oneself to avoid ethnocentrism) in particular when one
has a doubt, a feeling of strangeness, of missing the content of the
clinical encounter. To learn from the family, it is important not to fear
facing otherness. Assuming that some things are not spoken of/kept
quiet, we recommend showing (and thinking) that you are ready to
listen without judgment.

The interview is based on co-construction: the patient is given an
expert role and a mother is invited to express herself the way she
wants, to be fully heard, avoiding turning what is unknown into what
is known. This can be done through narratives such as: “what is
usually done in your country to welcome a baby? What are the rituals
at birth?” The mother can therefore become an ambassador for the
collective or family knowledge that she wishes for and chooses. What
is most important is the meaning for her of whatever cultural or
religious practice she decides to honor, as migration is bound to
trigger changes, choices, and mixing. It is important to avoid the
pitfall of cultural generalities: for example, that a woman who comes
from a rural area does not say the same things as a woman from
the city.

Finally, we aim to co-construct solutions: “even if we cannot do
exactly the same as in the home country, something can be done, for
instance, asking the family to carry out part of the ritual over there,”
or else over here, even if it is not on the day initially required, or carry
it out symbolically and partially. Culture is a dynamic process,
constantly changing, and certain adaptations in practices on foreign
land are perfectly valid.

This approach often helps people to escape a feeling of
powerlessness and enables skills to emerge despite a traumatic past.

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1112997
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Radjack et al.

Here we cite the example of African massages of babies, or the
technique of putting Tamil babies to sleep with rapid, jerky
movements, the tonicity of which can surprise the untrained eye (1).
The error of interpretation would be to consider them to be shaken
babies, even as the techniques of this form of mothering, transmitted
from generation to generation, protect the baby from any shock. The
transcultural posture consists, on the contrary, of leaving room for a
tolerable doubt: leave yourself the time and give yourself the means to
apply the procedure used in complementarism that combines a
(non-simultaneous) anthropological and psychological/medical
reading (73). Therapists must be capable of listening non-judgmentally
and non-ethnocentrically, even if they do not understand.

o A Kurdish family and its very preterm baby

Elif, a young woman of Kurdish origin who arrived in France shortly
before giving birth to a very premature baby. Her social and
economic situation was precarious. She did not speak French. The
professionals in the neonatology department were astonished
because the she was discharged but has not been to visit the baby for
the entire first week in the department. The parents did not
understand the hospital staff's explanations. They could not
be reached by telephone. The team was feeling alarmed and
powerless about the situation. At the end of a week, the parents
returned with clothing and a stuffed animal for the newborn. They
were accompanied by a friend who interpreted for them and the
staff. They then explained the status of babies in their culture. For
them, babies do not yet belong in the world of humans when they
are born. They are suspended between life and death, between the
world of the visibie and the world of the invisible. The parents were
therefore not yet authorized to meet them. Now, after seven days of
life, he can be named and welcomed to the world of humans.

It is not rare for several parents from diverse cultural minorities
to say that they are not coming to see their very preterm child because
he does not belong to them yet. They entrust the infant confidently to
the medical world. This does not at all prejudice their future
investments in the child.

3.8. Elaborate a meaning

This transcultural posture allows access to cultural representations
and sometimes to etiological theories. These cultural theories (74) give
meaning to distress or suffering or a difficult event and may offer
comfort beyond the medical cause or even allow the family to take
action and thus contribute to the child’s wellbeing. It is frequent to see
families give a cultural meaning to the chronic disease of a child
whom medicine cannot cure or to explain a death, a singularity. From
this sense of/search for meaning comes a cultural therapeutic logic
that allows patients to overcome their feeling of powerlessness. They
can for example, rename a child, provide a dowry for the marriage of
unmarried parents, recognize the childs ontological status, and
perform the appropriate rituals to keep the infant in the world of
humans. For example, the ontological representation of autism in
West Africa can enable parents to consider this singularity acceptable
(and culturally coherent). In some cultural groups, when a person is
unwell, an external cause is sought (attack by witchcraft, badly named
child, unprotected family alliances, unpaid dowry, etc.). To harm a
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group or a family, the most vulnerable in the group can be targets, a
child, for example. Culture intervenes to enable thinking and healing,
by allowing action and mastery of the associated anguish by rites of
holding, cultural protections, and by giving meaning to the
meaningless (75).

In some situations of unsuccessful treatment, this development of
these etiological levels and anthropological treatments can take place
in transcultural consultations in a department offering therapist
groups with a flexible number of therapists trained in transcultural
clinical practices (3).

Some interview questions can help to develop a narrative around
the elaboration of a meaning: how is a child welcomed in the home
country? How would the problem of a pathological pregnancy or a
maternal psychological pathology be described? What would be done?
How would the problem or disease be named? Have others been
harmed and what could be done (or wasn’t done that is possible today)?

There again, the etiological theories must be considered in a
context and cannot be generalized: they depend on the cultural group
(or groups) involved, the relation to migration, what the combined
symptoms suggest, the family’s singular history, and the individual and
collective knowledge of these situations. They may be part of a global
framework of intergenerational distress, without an association with
a theory for a specific disease.

o Refusal of a cesarean for a “sleeping baby”

We were called into the delivery room for a young woman from Somalia,
Faduma, to attempt to resolve a situation in which she was refusing a
cesarean, delivery despite the risk of fetal death, with an argument based
on cultural elements. Faduma's partner, the father of the unborn child
and her only source of support in France is also opposed to a cesarean.

The medical team informs us that the interviews have thus far been
conducted through a staff member who speaks Arab, as Faduma
does not speak French. Faduma has been in France for only months;
she fled her country for reasons related to family trauma (fear of a
forced marriage, with vague notions of excision mentioned). In her
journey, Faduma crossed Libya and learned Arab. She was also
violently raped. Because she was post-term, labor had been induced
several hours earlier. The fetus responded poorly to the induction
and appeared to present fetal distress (heart rate decelerations). The
cervix remained too closed to allow vaginal delivery.

On arrival, we decided to sit down at her level. We established a
framework at a pace contrasting with the context of a life-
threatening emergency. We used mediation techniques, including an
interpreter in Oromo, a language which the mother spoke more
fluently than Arab; given the emergency situation, this professional
interpreter worked by telephone. In the presence of the midwife and
the obstetrician, we retranslated the medical reasons and the risks
and also translated for them her precise cultural logic (see
reference mediation,).

What we learned during the interview in Oromo illuminated three
essential points:
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On one hand, Faduma insisted that she could not be mistaken
about the date of the child's conception. Was she insisting that her
partner's paternity was unquestionable paternity and that she had
no doubt that she did not conceive during her rape in Libya? Might
it not influence the fetus's fate if the conception resulted instead
from rape? She thinks she is at term especially as she feels a
discordance between what the monitoring is saying and her own
physical sensations that she wants to interpret. She says she is
attached to traditional techniques of childbirth. According to her
religion and practices, prenatal care should not be too medicalized
(and she was identified only late at the maternity ward) and one
does what "God has decided.” Through ignorance, she said, she
accepted an epidural, and it was preventing her from perceiving the
painful contractions. She felt that the baby could still wait to come
out "naturally” and thus refused the "surgery.” When we asked her
to describe what she thought the surgery is, a second point of
understanding emerged: she considered it similar to a "long
laceration,” with a statement that reactivated the experience of her
infibulation® but also the fear of disinfibulation associated with
a cesarean.

Finally, she explained to us an ontologic conception that can make
sense of a pregnancy that can sometimes last a long time, well
beyond 9 months and can nonetheless be considered at term. This
ontologic theory of the "sleeping baby" is culturally coherent and is
known in several cultural areas, including in North Africa and
sub-Saharan Africa. It developed to make the inconceivable
conceivable at a time when infant mortality in those regions was
high: the same fetus who left for the world of the dead during a
miscarriage or an in utero death can return several months or
years later.

This transcultural mediation took place in a particularly benevolent
ambiance: Faduma only spoke when we assured her that we would
not force her to have the cesarean and that we would respect her
decision. The obstetrician took her traditional representations
seriously and responded clearly and appropriately to Faduma's
precise fears. She thus reassured her about the type of surgical
incision. She also answered Faduma's questions, including her
worry that the fetus's poor state was because she could not eat
(concern related to the infusion).

Can we represent the experience of strangeness/ foreignness? Of
cultural distance? Seeing so many "scopes”... when the pregnancy
can be hidden to protect it (from the evil eye).

She and her partner finally agreed to the cesarean, and their first
interactions with the baby went well. The physical health of both
mother and baby was also good.

4 Closure of the vulvar orifice during excision.

Frontiers in Psychiatry

09

10.3389/fpsyt.2023.1112997

Other mothers mentioned that cesarean birth is viewed as a
cultural, religious, or even sexual transgression. They risk being
repudiated by their husbands, branded as sterile, and accused of the
baby’s malformations (76).

We note that anthropological studies about the perinatal period
and obstetrics in traditional rural settings report negative cultural
representations of cesarean births. Cesarean birth is most often feared
or refused because it demonstrates to the community the mother’s
inability to give birth/to know how to give birth (77). A woman from
a city or somewhere else would not necessarily say the same thing.

3.9. Show that she has mothering skills and
be careful not to quash them

A favorable outcome in the interactions between parents and
babies is most likely when the parents’ skills are underlined rather
than criticized (3). This is especially important when migration has
damaged these feelings of competence, for the reasons cited in part 1.
The logic of mixing ways of doing something or welcoming other ways
of doing it requires the professional to have the tact to not impair these
feelings. This requires pointing out where the mother can genuinely
feel competent, but also recognizing the difficulties that others would
also legitimately have, by contextualizing the situation.

o Avoiding cultural misunderstandings with a traditional Bambara
woman from Mali

Aminata is a young Bambara mother from Mali, referred for a
transcultural consultation by the staff from the maternal center® that
initially sheltered her and her baby. At the time of our evaluation,
the baby, Ramata, was a year old and she had been placed in a foster
family. Some developmental delay was beginning to be noticeable.
Ramata was growing up a different language environment than that
of her mother, who had arrived in France soon before her birth and
does not speak French. Aminata reported that her daughter was
eating better when she was not present, partaking of little jars of
baby food, whose composition was unknown to Aminata.

Aminata described in a consultation her experience of the birth of
this very preterm baby. The meeting with this baby arrived too early
and was difficult; she was a stranger to her. Aminata had no
representation of preterm birth/did not understand what preterm
birth was and seemed stunned by the situation. Added to that were
her language barrier and a life path that seemed studded with
multiple traumas. Under these circumstances and the various
misunderstandings between Aminata and the different teams caring
for her, several professionals suspected she had cognitive difficulties.
This led to a request for a transcultural consultation.

The often chafing cultural distance was a source of misunderstandings
on several occasions, in particular on the subject of protecting the

5 Define maternal center.
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child. When meetings with Aminata resumed in a larger space and
in Bambara, her native language, this young mother's explanations
made sense and seemed legitimate. For example, her representations
of foster care enabled Aminata to accept assistance from the child
protection services easily without understanding that she would not
be able to control how frequently she saw the baby. Ramata is
growing up in a cultural milieu different from her mother’s, a fact
that deepens the latter's feeling that her child is strange/foreign and
incomprehensible. To feed her child well, as s/he did not gain (but did
not lose) weight at least during the winter illnesses, she fed her/him
as much as possible, but did not succeed in following the hospital's
dietary prescription. She was also very anxious when the baby
physically vulnerable because of his preterm birth, had a fever,
because in her country, people see doctors for a fever, which they
associate with a serious disease. She relied on the help of professionals
during this period, but without any feedback from them. They were
unaware of how worried Aminata was, and of how she felt
progressively dispossessed of her maternal role.

The staff at the center interpreted the difficulty in their meetings
to be due to a poor affective investment in the maternal
relationship and her difficulty in bonding with Ramata. But did
this not result from a separation of mother and baby that
occurred too early? The staff's difficulty in decentering and their
worries led the team to read her behavior through a prism that
The
misunderstandings concerned how she carried the baby, which

impaired her feeling of maternal competence.
they described as too "tonic”, her failure to attach the baby to
the stroller, his sleeping in her bed ... Also some of the naive
unfiltered questions she asked, due to her level of trust in these
professionals: such as her mention of excision which she was not
planning to do because it is forbidden in France, but an issue she
wanted to raise related to including her child as part of her
extended family, as her aunt was a blacksmith and exciser... In
this situation, we shared an exercise in decentering with the
team. Everything described here was normal in Aminata's
culture. There are no cradles in African villages Babies are
carried proximally. Is it Aminata who is wrong, or is it that
we do not understand the complexity to which we are exposing
her with our tools, such as cradles? How can we ask her to
decipher prescriptions that would be complex for us as well
when she cannot read? How can we make her understand the
concept of contextual danger? If we say, "no, not like that, it's
dangerous,” the harsh word erases all of her maternal skills.

Moreover, what is dangerous here is not necessarily dangerous
elsewhere in another context.

We need to ask ourselves how we can explain what seems to
be inappropriate without erasing her maternal competence. In
exploring in detail Aminata’s pathway through her narrative
facilitated by the transcultural levers described above, we understand
that Aminata comes from the countryside, that she is isolated and
very far from her points of reference, but also from our points of
reference as professionals.
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4. Discussion: how can cultural
misunderstandings be resolved?

All of these postures and interview themes must allow an
evaluation of the situation and a detailed understanding, while
simultaneously avoiding misunderstandings and starting therapeutic
work from the outset by a narration/story. Every stage requires a
therapists demeanor and knowledge of clinical practice and of the
complex journey of migrants.

4.1. Professionals must take their cultural
and trauma-related countertransference
into account

Cultural countertransference (78) is the set of emotions, thoughts,
and attitudes felt by the care provider toward the patient, related to the
cultural similarities and differences of each. Professionals are
influenced by their own identity, history, and knowledge, but also their
prejudices and the conventional wisdom that constitutes implicit bias
(79): their religion, education, life habits, name, etc.

The analysis and consideration of these attitudes of professionals
supporting migrants in educational, therapeutic, academic, or legal
settings are essential in transcultural work. These attitudes are
objectified only by third-party references (supervisors, institutions,
teams, theoretical references, etc.) (14).

When developed, the question of the cultural countertransference
most often allows cultural misunderstandings to be resolved. Thus,
team discussions make it possible to discriminate the portion of
subjectivity, and to take the woman’s own cultural representation into
better account. Of course, the impact on interactions of postpartum
depression, which is also more frequent in the migrant population,
must not be underestimated. The point is to not induce pathological
doubt in situations that do not fall in this category, and this requires
reciprocal learning about cultural representations. To detect these
attitudes, we propose that therapists engage in/commit to a process of
decentering in relation to their own cultural affiliations. Clinicians
must participate in the experience of cultural contacts, all the while
creating methods to promote reflexivity concerning the intercultural
dynamics that unfold during these contacts (14). The clinician’s
cultural subjectivity can be revealed by debriefing at the end of the
consultation between the different therapists involved in it.

In situations regularly encountered with migrants (especially
those who have traversed conflicts or wars and/or been subjected to
trauma during their voyage, often intentional and repetitive), a
traumatic dimension of countertransference can provide information
about the impact of this trauma. Attention must also be paid to the
risk of vicarious trauma (80) that can engender stupefaction, a blank
mind. You do not have to tell yourself that this story is impossible
because it is beyond comprehension; on the contrary, it may well
signify real traumatic events. Moreover, psychotrauma can cause
memory disorders and confusion in the patient’s narrative: the
description of dates and places can be complicated or inconsistent
(81). Thus, knowledge of migrant journeys and elements of
international politics/policy can be useful to therapists to avoid this
pitfall of incredulity due to the unthinkable. Trauma implies precisely
a form of insanity, in that it is defined by an experience of brutal and
sudden confrontation with the reality of death (our own or that of
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others), stripped of all mediation of the signifying system that in
ordinary life preserves the subject from the unexpected apprehension
of nothingness (82).

While the patient’s own rhythm must be respected in managing
psychotrauma, professionals must not be inhibited in their approach
to some elements if its clinical consequence or functional discomfort
is important. Sometimes, avoidance-type counter-transference
reactions by care providers who are not psychologists or psychiatrists
also protect against not knowing how to use a traumatic narrative/
story for therapeutic purposes/what to do with it on a therapeutic
level. Subjects such as excision or children conceived by rape, for
example, can cause blockages because of a feeling of lack of know-how
due to the cultural distance (71).

Finally, some studies show that the analysis of therapists’
countertransference allows a glimpse of what the babies may perceive
through the mirror of their mothers (83), especially in
traumatic dissociation.

4.2. Have detailed knowledge of the
clinical aspects/presentation of complex
trauma and of the cultural coding of
symptoms of depression and anxiety

Numerous mothers and future mother present complex migration
journeys, spattered with repeated traumatic events. The disorders
observed often fit the clinical picture of a complex posttraumatic stress
disorder (complex PTSD). Initially described by Herman (84), it is
currently included in ICD 11 (11th revision of the World Health
Organization’s International Classification of Diseases, that is, WHO
ICD-11). Herman stressed the dissociative symptoms, the somatic
manifestations, and the negative changes in self-perception (guilt,
shame, modification of identity). Suspicion/distrust accompanied by
impairment/changes of systems of meaning (despair and loss of
fundamental beliefs) can impair relationships with others,
including professionals.

The clinical picture of migrants is sometimes atypical and far from
the classic reactivation syndrome. Profound and lasting personality
changes have been described. Some symptoms associated with distrust
may be interpreted as delusions of persecution, which would generate
diagnostic errors (ref). Because of other conceptual models of fright
in some societies, patients can make it into a narrative with spirits and
ancestors, with coded cultural events, or represent themselves as
singular beings who have overcome recurrent trauma.

Similarly, the experience of depression varies between cultures,
negative affects can present as guilt feelings more prevalently in
Western cultures and as feelings of shame or persecution more often
in so-called “traditional” societies (85). Somatic symptoms can also
be in the foreground in the expression of psychological distress (86),
such as massive anxiety or depression.

In some situations of isolation, the absence of local peers can
jeopardize the accuracy of this diagnostic evaluation. Active creativity
is then called for. Because of the stakes of a diagnosis and from an
ethical perspective: get information from an interpreter, agree to see
someone close to the extended family or designated by the patient,
even though they are not part of the family, make telephone calls to
the country of origin... And especially do not turn too rapidly toward
a stigmatizing diagnosis and a potentially inappropriate treatment.
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4.3. Alliance and refusal of care

Most of the requests from hospital teams due to a refusal of care
for apparent cultural issues involve a way of reclaiming the
performative character of what is spoken, that is, ensuring that the
patient’s discourse is heard and considered before any radical refusal
is made.

Giving them a way to express their cultural representations can
allow families to avoid western medical practices sometimes
experienced as violent or immodest (delivery position, discarding the
placenta, which can represents the baby’s real double, showing a photo
of a dead fetus ...). We can encourage respect for traditional means of
protection, which are most often compatible with the medical care
needed. Working on maternal competence assumes/presupposes
taking into account their know-how about the rhythm of
breastfeeding, solid food introduction with food from their native
country, the importance of playing with the child, and how to raise a
child or make him strong. Adopting a moralizing position risks
breaking one’s bond with these patients, or even of undermining still
more their sense of competence, already eroded by facing such
different ways of doing things. The refusal of the cesarean described
above is a good example of this. Among less extreme situations, let us
mention the example of kaoline ingestion, frequent in West Africa:
You can always inform women of the risk of anemia due to this
consumption, consumption important to some women, because it is
a common social practice in pregnancy. A refusal would most often
reveal experience with a lack of consideration for what they have to
say and with the other’s subjectivity. Negotiations are most often
possible if they are explained after understanding the performative
character of the other’s word. When a narrative can be developed,
we often find an argument distant from the initial reason for refusal,
more often associated with a singular aspect of the patient’s individual
or family history. Identifying where the reluctance really comes from
makes it possible to work better and overcome fears (Table 1).

5. Conclusion

This article aims to help care providers to acquire/adopt
transcultural skills, that is, an overall set of aptitudes and attitudes that
allow them access to essential elements of their patient’s cultural
understanding and that will help their patient to create bridges
between their health care customs “back there” and here.

Transcultural clinical practices often ask us to be creative and to
abandon the rigidity of some standard frameworks of care. It implies
for the clinician, to adjust his overall approach, including his attitude,
his health examination, his therapeutic framework, in order to access
the patient’s cultural behaviors and mindsets. It also involves to
overcome many relationships obstacles and to reduce the cultural
distance which can both impact the therapeutic and diagnostic
approach. Indeed, flexibility from health care workers promotes a
thorough diagnostic evaluation and therefore a more effective
therapeutic process, since the patient feeling more at ease and
understood may be more inclined to share his distress, which can be a
therapeutic process in itself by unlocking his normal thinking skills
frozen by language barrier and cultural distance.

The transcultural approach is also a dynamic method that
implies actively seeking levels of understanding, a general
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TABLE 1 Summary: start working on cultural understanding early in the perinatal period- recommendations for health care workers (family doctors,
psychologists, child psychiatrists, midwives, pediatricians, specialized child-care attendants, and social workers).

Interview themes Examples of content or questions

1 Start the interview by creating the basis for an appropriate relationship

Hospitality (Warmth and kindness) in the welcome
Query the patient’s cultural identity with precision
Arrange for an interpreter as soon as necessary

Explain clearly the professional’s role and treatment objectives

2 Mitigate migration cleavage

Weave bridges between life there and life here
Reestablish levels of continuity between here and there (religion, community,

associative sectors)

3 Reconstruct the networks of belonging

What family remained there? Who is in France? How are they linked now (by
telephone? how often?)? Did you announce the birth to them?
Do you have friends, people from your cultural community nearby?

Is the parent able sometimes to talk in her native language?

reinvigoration

4 Help her to escape a feeling of powerlessness and facilitate her psychological

Help her capacities for resilience to emerge Show the heroic valence of the
migration journey

Help to coconstruct solutions: Even though she cannot do exactly as she
would there, she can, for example, to perform a part of the ritual there. Or, do

it here; it is equally functional even if it is not the day initially required.

5 Promote harmonious cultural métissage

Help her construct herself between the two cultural worlds she belongs to

and take the creative richness of both (without it seeming inconciliable)

6 Construct a narrative of filiation

Historicize. include the child (or the future child) in the family history
Ask about the baby’s name, for example

(Co-)construct a genogram

listen to them fully

7 Put the family in the position of the expert: Let them express themselves,

What is done in your cultural groups to welcome a child?

What are the rituals around birth?

8 Elaborate a meaning

State the problem: How would you name it in your country of origin? Is there

a related/relevant cultural therapeutic logic?

9 Stress the parents’ competence

Give yourself the means/resources (time, interpreter, team meetings) to avoid
cultural misunderstandings.
Welcome other ways of doing things

Reinforce the parents’ feelings of competence

culture—learning from our patients and getting help from
colleagues. It also supposes a form of sincere opening to the
other’s culture and self-exposure, even while remaining
professional. Every health care professional working in a cross-
cultural world should not be scared of approaching cultural
questions, by using an interpreter in situations where a language
barrier exists, or by developing their openness and decentering
skills. It will undoubtedly benefit the therapeutic alliance with the
patient, particularly in the field of perinatal care in which cultural
representations and native language play a crucial role.
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