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ABSTRACT

The intent of this study is to explore why and in what ways rural, poor women in
Bangladesh adhere to indigenous birth practices and resist cosmopolitan obstetric care.
To wunderstand the complexities of childbirth, a multidimensional framework
encompassing culture, gender, socio-economic, political economy and historical
perspectives is used. I used ethnographic methods to have deeper understanding of
childbirth practices predominantly from women's voices, but strengthened by multiple
other voices and my observational experiences. I gathered information in Apurbabari
village, the adjacent Thana Health Complex and the Medical College Hospital using in-

depth interviews and participant observation, in particular.

The findings identify issues related to birth practices. In Apurbabari, as birth is
expected to happen as usual, it normally takes place at home. Difficult births are
attempted at home, but when fails, they are sent to hospital, which, given the delays
involved and standard of care received frequently lead to further deterioration.
Maintaining silence in pregnancy, and childbirth is a common practice attributed to
sharam (shyness and modesty) that conceals birth complications. An important finding
is that women possess immense knowledge of mind/body unification and embodied
birth experiences that lead them to engage actively in birth events. This study shows
that indigenous birth is communal knowledge, which women mutually exchange. The
physical and emotional supports of each woman in birth events are important. Also
crucial is the participation of dainis (traditional birth attendants), who not only apply

indigenous skills, but also share their supportive role to assist women in giving birth.

In seeking cosmopolitan obstetric care, rural, poor women and their families face
predicaments from admission to discharge, especially in the Medical College Hospital.
They are forced to search hither and thither for assistance in an unfamiliar environment
and face doctors' condescending attitudes, nurses' rude behaviour and diverse unpleasant
experiences. Huge expenditures for treatment are incurred due to inadequate hospital
supplies, corrupt practices and the remoteness of hospital. Moreover, women’s
knowledge is precluded by the dominant, authoritative knowledge of modern obstetrics

rendering them inactive accomplices in their own birth experience.



The study concludes that childbirth is constructed in discursive practices that influence
women's use of birthing care. Understanding of birth, women's silence, active
participation in birth, a supportive environment, and trust and dependence on dainis’
skills persuade women to adhere to indigenous birth practices. On the other hand, the
authoritative knowledge of biomedical professionals, the medicalised experience of
birth, the interpersonal relationships with doctors and nurses, hospital costs, and
unpleasant experiences cause women’s resistance to cosmopolitan obstetrics. The study
highlights the role of the State in promoting medical professions and in marginalizing

indigenous knowledge of birth.

The study reveals future research to improve maternal health. The recommendations
emphasise strengthening women’s roles in birth, organising community-based
programs, reorganising hospital services, degovernmentalising the State, democratising
health policy and organising support at international levels. This will result in
improvement in maternal health and health care by empowering women, acknowledging
indigenous knowledge, facilitating improvement in socio-economic status and

organising pro-women, pro-poor birthing care in hospitals.
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CHAPTER 1
SITUATING CHILDBIRTH

To understand the meaning of birth and death we must look for
dynamic interactions between physiology, society and culture

(Sheila Kitzinger, 1982, p. 200).

Childbirth is not only a physiological phenomenon. It is a domain where the physiology
of birth is shaped and patterned by social and cultural values, not to mention the politics
of birth (Davis-Floyd, 1992, 1994; Jordan, 1983, 1989; Kay, 1982; Kitzinger; 1982,
MacCormack, 1982; O’ Neil & Kaufert, 1990; Rothman, 1982; Sargent, 1990). While
situated in social milieux, childbirth is seen to be embraced by what Foucault (1978)
terms “power relations” (p. 94) where interplay among different individuals, groups and
social apparatus influences the construction of birth and, hence, the women’s use of
birthing care. In the light of this background theory and research, this thesis will explore

the childbirth practices of rural, poor women in Bangladesh.

In Bangladesh, the government and non-governmental organisations (NGOs) with the
support of international organisations work separately or together to improve maternal
health through maternity care programs. However, service utilisation is reported to be
very poor (Bangladesh Fourth Population and Health Project, 1999; Ministry of Health
and Family Welfare, 1998a; Quaiyum, Ahmed, Islam, & Khanum, 1999). Despite a
number of studies exploring the complex issues of birth practices at home and in
hospitals (Afsana & Rashid, 2000; Blanchet, 1984; Leppard, 2000; Rozario, 1998),
there remains a paucity of information about the wide use of indigenous birthing care in
Bangladesh. Further, little is understood about rural women’s resistance to
cosmopolitan obstetrics or modern obstetric practices. Even so, simple quantitative or
even ethnographic data cannot respond to this complex issue. To develop a wider
understanding, a broad framework is required where the birthing world is analysed in its
social, cultural, economic, historical and political contexts. It is this approach I have
used to analyse rural, poor women’s childbirth practices in Bangladesh. This study has

both theoretical and practical significance because the information will be shared with
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health planners and policy-makers, health care practitioners, women, feminists and the

wider community in order to improve childbirth care for women in Bangladesh.

This chapter illustrates how the research course is charted, outlines brief features of

research methods, and refers to the significance of the research.

Charting the Course of the Research

My memories take me back to my childhood. It was very early in the morning when |
heard some whispering voices. My mother was not in bed. She came back after a while
and told my father that Majeda' had started her labour pains. I became very excited and
wanted to see the baby right away. When daylight came, I ran with my little cousin to
their house. I was surprised to see Majeda standing outside her thatched hut in front of
the door as if waiting to greet us. [ asked, “Didn’t you give birth to a baby?” “Yes, |
did.” “Then, what are you doing here?” I asked, even more astonished. She said, “I just
finished cleaning myself. I had to smear the floor with clay where the baby was born.
Please go inside the room and see the baby.” [ entered the room and saw the baby lying
on a bed made on the floor. Being a young girl of ten years, many questions were raised
in my mind as to why she was not taking rest; why she had to clean everything; why the
baby was lying on the floor; and where the other people had gone. I was interested to
know more about her, but a ten-year old Bangalee (Bengali) girl was not expected to
ask questions about a birth event. [ kept quiet. Much later, I came to know from Majeda
that her mother-in-law aﬁd sister-in-law assisted in her birth event. They all went to

work after removing the birth substances and left other tasks for Majeda to do.

[ still cannot forget the deaths of pregnant women in maternity wards during my
internship in hospital. I still cannot forget the cry of Kamla, who begged doctors to see
her. It happened in 1983 during my internship in a teaching hospital of Bangladesh. It

' came to know from my grandmother that Majeda was lefl in front of her house in a small town about
500 kilometres away from Dhaka city. She was a few months old, and was weak and feeble duc 10
malnourishment. My mother and one housemaid took care of her until she became strong. Majeda still
intoduces her as our sister, but, unfortunately, she was brought up with other maids in our house.
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was a very busy admission night in the Obstetric and Gynaecology unit. Two intern
doctors attended pregnant women in the labour wards. The antenatal examination room
was full of 10 to 12 labouring women. The clinical assistant to the unit left the ward
after examining a few patients. New intern doctors became exhausted working long
hours. Deliveries took place incessantly, one after the other, throughout the early
morning. Kamla, a young primigravida woman, was also admitted. On examination, the
doctors found that the foetal head was not engaged and Kamla’s cervix was partially
dilated, but she had severe abdominal pain. They advised her to be patient and went
back to other patients. Kamla requested them every now and then, “Apa (sister), please
come to me. I cannot bear my pain anymore.” The intern doctors measured her blood
pressure, but did not touch her abdomen, and consoled her again. Late in the moming
just before the visiting of senior doctors, they prepared history and treatment sheets for
each patient. Kamla seemed asleep. The clinical assistant congratulated the intern
doctors for their tremendous work in managing patients successfully. When the senior
doctor came to attend the patients, Kamla was found dead. The doctor said, “It’s a case
of ruptured uterus. She had obstructed labour.” Everyone just kept quiet and then,
moved to see other patients. I was extremely shocked of her death. This young lady

came to the hospital for better care, but died unnoticed and undiagnosed.

I never stop thinking about Majeda’s first, indigenous childbirth experience and
Kamla’s death in the hospital giving birth to her first child. These images of Majeda and
Kamla persuaded me to think and reflect on childbirth practices. The more I question
myself, the more I feel that there is a need to explore childbirth practices for poor, rural
women. The more I become acquainted with childbirth writings and empirical
knowledge, the more I am triggered by their experiences. Who was Majeda standing so
bravely just after her first birthing experience? Where did she get so much courage and
strength? Was she applauded for her bravery like Ju”hoan women in Africa? Who
assisted in her birth? Was her embodied knowledge of childbirth valued? Or was she a
woman bequeathed with birth pollution? Concurrently, the entire incidence of Kamla’s
death also leaves many unresolved questions in my mind. Why did she develop
obstructed labour? Was it due to her poor socio-economic status? Did she ever have
antenatal care? How did she come to the hospital? Did she die due to the negligence of

doctors or the overburdening of junior doctors? Why were junior doctors given so much
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responsibility? Was she neglected because of her poor socio-economic condition? Why

did doctors remain silent about her death?

The book that deeply engages me in reflecting on indigenous childbirth practices and
cosmopolitan obstetrics is Brigitte Jordan’s Birth in Four Cultures (1983). I situate
Majeda and Kamla’s experiences in the diverse experiences of childbirth in the four
cultures. Like other scholars, Jordan recognizes how the cultural specificity of social
environment shapes the universality of human biology embedded in childbirth
experiences. By comparing Mayan indigenous birth practices in Mexico with the
cosmopolitan obstetrical practices in the United States, Holland and Sweden, Jordan
feels the need to integrate indigenous and cosmopolitan birthing systems in order to
improve maternal and child health in developing countries. The process of my thinking
is triggered by her understandings of birth, sensitivity to indigenous knowledge, and
more importantly, her concept of integration focusing on the mutual exchange of
knowledge between two birthing systems. The more I ponder Jordan’s (1983) biosocial
framework, the more I feel that the biological function of childbirth is shaped not only
by socio-cultural influences but also by the political matrices of a society. Further
research of Jordan (1989) looks into the cosmopolitical authority of cosmopolitan
obstetrics that marginalizes the indigenous knowledge of traditional midwives. The
work of Chawla (2002), Davis-Floyd (1992), Kaufert (1990), Kitzinger (1982), Martin
(1989), O’Neil (1990), Oakley (1984), Ram (2001), Rothman (1982), Sargent (1989),
Tew (1990) and others motivates me to look into deeper issues of birth. My inspiration
to do this research is instigated by the lived experiences of Majeda and Kamla, and the

empirical experiences of Brigitte Jordan and many other scholars.

Majeda and Kamla were born in a country where the state of maternal health is
extremely poor. The maternal mortality ratio of 600 per 100,000 live births found in
community studies in Bangladesh in the early eighties (Alauddin, 1986; Khan, Jahan &
Begum. 1986) declined to 345 per 100,000 live births at the beginning of the twenty-
first century (National Institute for Population Research and Training, 2002). Maternal
morbidity is also very high, as many as 67 episodes occur for every maternal death
(Koblinsky, Campbell, & Harlow, 1993). Each year approximately four million women
become pregnant and an estimated 600,000 develop complications (Ministry of Health

and Family Welfare. 1998b). whereas it is estimated that 15 percent of pregnant women
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require life-saving obstetric services, known as essential obstetric care (EsOC). About
eight percent of total births take place in different medical institutions and 2.23 percent
undergo caesarean sections (Khan, Kanam, Nahar, Nasrin, & Rahman, 2000). The high
infant mortality and child mortality instigate short birth intervals that enhance women’s
chances of facing maternal mortality and morbidity (Mitra, Ali, Islam, Cross & Saha,
1994). This is the scenario of maternal health in Bangladesh, a country once known as

‘sonar Bangla’ - golden Bengal.

Bangladesh is situated in Southern Asia with a population of more than 128 million
living in 144,000 square kilometres (Bangladesh Bureau of Statistics, 2000). It is
primarily an agrarian society with a per capita income of US$ 370 per annum and a very
slow economic growth of over five percent (Bangladesh Bureau of Statistics, 2000;
World Bank Report, 2003). At least 70 million people live in absolute poverty, of whom
women are the most disadvantaged. Anaemia, a good indicator of socio-economic status
and malnourishment, is prevalent among 85 percent of women and 71 percent of men at
national level (Jahan & Hossain, 1998). The literacy rate for women is around 25
percent, half of male literacy rates, with an unequal distribution between urban and rural
areas (Bangladesh Bureau of Statistics, 2000). The resources allocated for public health
sectors are not more than five percent of the total budget (Ministry of Finance, 2002).
The government expenditure for health is about US$3 per person per year, while it is
estimated that US$12 is required to provide minimum level of health care to each
person (Ministry of Health and Family Welfare, 1998c). Poor economic conditions,

education and health care contribute to the persistently poor maternal health status.

In this pluralistic society, rural, poor women essentially access indigenous birthing care,
but also seek cosmopolitan obstetric care. In indigenous practices, childbirth takes place
at home. It is mostly assisted by traditional birth attendants (TBAs) and female relatives
and occasionally self-assisted (Afsana & Mahmud, 1998; Bangladesh Bureau of
Statistics, 1999). Facilities for cosmopolitan obstetrics are available but comprehensive
obstetric services are not evenly distributed or easily accessed from rural areas. The
government has its own health infrastructures for the organisation of health care
throughout the country under the auspices of government administration and
management. It is hierarchically distributed through health facilities located in different

administrative units, which include Union Health and Family Welfare Centre
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(UHFWC), Thana Health Complex (THC), District Hospital (DH) and Medical College
Hospital (MCH). Matemnal and Child Welfare Centres (MCWCs), sparsely located in
different administrative units, provide maternity care. In addition, non-governmental
organisations (NGOs) supplement and complement government services to reach people

at the grassroots.

Influenced by the efforts of Safe Motherhood Initiatives (SMIs) various maternal health
projects are initiated by the government. The Health and Population Sector Programme
(HPSP) interventions address safe motherhood through: emergency obstetric care
(EOC),* provision of EsOC, addressing the needs of women-friendly hospitals,3
communication for behaviour change and development and involvement of professional
bodies, participation of stakeholders and the promotion of innovation (Ministry of
Health and Family Welfare, 1998b). These services are provided through different
health facilities. EsOC comprises various services (UNICEF, 1993a). The first aid
EsOC services include injectable oxytocic (ergometrine), antibiotic and anticonvulsant
that are offered at UHFWC. Basic EsOC services include first-aid, manual removal of
placenta, assisted vaginal delivery and vacuum aspiration. These are provided at THC
and MCWC. Comprehensive EsOC services including, caesarean section and blood
transfusion are offered at District Hospitals and Medical College Hospitals. At present,
few MCWCs and THCs are upgraded to render comprehensive EsOC. At village level,
the government and NGO paraprofessionals provide antenatal and postnatal care, family
planning and immunization. As involvement of TBAs in Safe Motherhood Initiatives
does not seem to improve the maternal health situation in Bangladesh, rendering trained
birth assistance through community midwives is suggested in the implementation of
HPSP to ensure safe delivery (Ministry of Health and Family Welfare, 1998a). In
community midwife programs, the training of field paraprofessionals has started, but

field activity had yet to start during my fieldwork for this study.

? EOC includes: Awareness of danger signs (bleeding, severe hcadache. fits, ctc.); Emergency
preparedness (knowing when to go where and arranging transport); and Responsive facilities (functional
with trained personncl and having necessary drugs and equipment).

' Women friendly hospital initiative addresses issucs of human dignity, women’s needs, scrvice
availability, views and demands of women and family, services for violence against women.
discrimination against woimen and so on (Minisiry of Health and Famity Welfare. 1998b).
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In rural Bangladesh, more than 90 percent of births take place at home (Bangladesh
Bureau of Statistics, 1997). It is widely accepted that not all births necessitate
interventions. Yet, with serious pregnancy complications, indigenous birthing care
provided at home may not be adequate to save women’s lives. Rural women prefer to
have deliveries at home assisted by female relatives or TBAs. My present knowledge of
indigenous childbirth practices is built on research conducted in Bangladesh (Afsana &
Rashid, 2001; Bhatia, Chakravarty & Faruque, 1980; Blanchet, 1984, 1988, 1991;
Goodburn, Gazi & Chowdhury, 1995; Rozario, 1995, 1998, 2002). Their exploration of
indigenous birth practices brings to light the issues of cultural knowledge® related to
pollution and evil spirits that make rural women abide by societal norms and rules. Most
researchers debate the status of TBAs, and their professional acceptance in the context
of their association with birth pollution. Goodburn et al. (1995) indicate the usefulness
of few indigenous birth practices. Yet, most studies have not considered the potential of
indigenous knowledge. None of the studies has addressed the vital role of birthing
women and TBAs in indigenous birth practices. Nor do these studies clarify women’s
adherence to indigenous birth practices. Even with their simultaneous exposure to the
activities of safe motherhood initiative, it remains ambiguous what exactly makes

Bangladeshi, rural women favour indigenous home birth.

In Bangladesh, use of cosmopolitan obstetric care is low, even when there are
complications (Khan, Kanam, Nahar, Nasrin, & Rahman, 2000). Only five percent of
600,000 women with predicted complications are reported to seek hospital care
(Ministry of Health and Family Welfare, 1998b). Various studies document the poor
service quality of different hospitals in terms of lack of service facilities, shortage of
staff, high cost and inadequate cultural sensitivity (Afsana & Rashid, 2000. 2001;
Blanchet, 1988, 1991; Chowdhury, Mahboob & Chowdhury, 2002; Gazi. 1998;
Juncker, Khan, & Ahmed, 1996; Juncker & Khanum, 1997; Khan, Kanam. Nahar,
Nasrin & Rahman, 2000; World Bank Report, 1999), but, fragmentary pictures of
quality are observed in this documentation. Health policy in Bangladesh emphasizes the
importance of pro-women praxis in health care. Yet, in reality, services for childbirth
have been neglected in the existing medical establishment (Bangladesh Fourth
* Cultural knowledge is used instead of local beliefs concerning childbirth. The word ‘belicfs™ has some

negative connotations. Beliefs connote uncertainty about ‘other™ knowledge. For further explanations scc
B.J. Good in Medicine, experience and rationalily (1997).
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Population and Health Project, 1999). In her extensive ethnography of obstetric ward in
a district hospital, Leppard (2000) observes that the core values of organisational
cultures are developed in hierarchical relationships that give rise to poor quality of care
and the social distancing of patients. On the other hand, at societal level, economic
reasons, cultural factors and gender relations impede the decision-making process in
emergency situations of childbirth (Afsana & Rashid, 2000, 2001; Ministry of Health
and Family Welfare; 1998b). Notions of purdah’ also restrict women’s use of hospital
care in order to maintain their dignity and honour (Afsana & Rashid, 2000). Even then,
it is not clearly expressed or documented how rural women’s resistance to, or avoidance

of using hospital services occurs during birth.

Rural women favour and use indigenous birthing care. However, these processes cannot
manage birth complications. At present, the reality is that women are dying and
suffering (Koblinsky, Campbell & Harlow, 1993; UNICEF, 1993b; NIPORT, 2002).
However, maternal deaths and morbidities cannot be attributed to home birth. They
occur mainly due to poor socio-economic conditions (Doyal, 1995). Some deaths and
morbidities resulting from birth complications can be prevented through modern
obstetric interventions (Jordan, 1983; Oakley, 1979), yet actual hospitalisation does not
seem to improve maternal health (Tew, 1990). Indigenous knowledge of birth is not
encouraged by the Safe Motherhood Initiatives of the State. However, the care women
receive in hospital is inadequate (Afsana & Rashid, 2000; Gazi, 1998; Juncker, Khan &
Ahmed, 1996; Juncker & Khanum, 1997; World Bank Report, 1999). In order to
provide good birthing care, it is vitally important to acknowledge and improve
indigenous birth practices and, at the same time, to arrange appropriate care for birth
complications in which women can receive effective care as well as confidently
participate in their own birth experiences. However, mere endeavour to change birth

practices may not result in improvement because the whole system operates in social

* One must keep in mind that purdah cannot be universalised. It is not just any seclusion, but a seclusion
that has been organised by men of upper classes in favour of women of same classes. Such classes have
always been bhadras (dominant social forces), primarily geared to the task of keeping intact their identity
against the o-bhadras (poor and illiterate). In Islam. the Aijab or purdah. which literally meant “curtain.’
descended under special circurnstances, first to put a barrier nol between a man and a woman, but
between two men (verse 53 of sura Ahjab), and later on to distinguish women aristocrats or *free women'
from womnen slaves (verse 59 of sura Ahjab). In the meantime, the resuliant difference has been organised
and reproduced differently by men in power (o the detriment of women. With the “Islamic invent,' in
South Asia, purdah as a system, albeit with certain differences in performance, is shared by the members
of all the religious communities of Bangladesh, including those belonging to Buddhist and Christian
commmunities (Ahmed, 1995).
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and political milieux with many individuals and groups. Currently, insufficient
information is available about what influences rural, poor women's birth practices. Little
is known about what views and thoughts different people hold about it. In response to
the dearth of information and the need to improve birthing care, this research aims to
explore why and in what ways rural, poor women in Bangladesh adhere to indigenous
birth practices, and concurrently, resist using cosmopolitan birth practices. Broadly, the
research question is:

Why and in what ways do rural, poor women in Bangladesh adhere to indigenous birth

practices, and, concurrently, resist using cosmopolitan birth practices?

Research Methods

[ used ethnographic methods, as it is considered essential for this study to obtain deeper
understandings of issues (Denzin, 1994) related to childbirth. Jordan (1983) considered
this method useful because it gives “the investigator access to the knowing how of
birth” (p. 8). However, the new waves of ethnography (Kleinman, 1995) show the way
from the objective categories of “tales of the field” (Van Maanen, 1988, p. 127) to an
interpreted social world where multiple perspectives and voices are heard to achieve
deeper understandings of social phenomenon (Guba & Lincoln, 1994). Put differently,
the meaning of this phenomenon is explained by the interpretations of the people who
live in specific historical, social and cultural context, and face numerous practical
challenges and limitations (Altheide & Johnson, 1994). In the context of my research,
the use of ethnography provides space for multiphonic interpretations of the observed,
the observer, and theory in the social, cultural and political milieux of birth. It is the
basis as well as the strength of using the new waves of ethnographic methods in this

research.

During ethnographic fieldwork I spent ten months from December 2000 to September
2001 in a village and in the adjacent THC and the Medical College Hospital in
Bangladesh. Due to my association with BRAC, a national NGO operating all over rural
Bangladesh, I had previously undertaken research in these areas. I chose this village

because of my previcus acquaintances and familiarity with the local dialect, its close
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proximity to the hospitals and good road communication. Moreover, I could get an
accommodation, located within this village. Apurbabari is not an atypical representation
of Bangladeshi villages. The THC is situated at the margin of a small town about four
kilometres from the village whereas the Medical College Hospital is located in the

district town about 23 kilometres away.

In Apurbabari village, 1 selected as key informants women who had experience of both
home and hospital birth. [ had interactions with them all through the period of fieldwork
that significantly deepened my knowledge and experience of indigenous birth. The most
enriching experience was the observation of birth events where | not only participated
but also listened to the voices of the women as well as the others who participated in the
birth. My intention was not to observe essentially the skills of birth attendants, but to
understand how everyone, including birthing woman, participated in the event. The
interviews were not necessarily formal or even informal question and answer sessions.
Rather, they were discussions in which women shared their views. During my stay in
the village, I interviewed the TBAs, locally known as dainis. Getting to know dainis,
observing the exercise of their indigenous skills and supportive role and listening to
their experiences proved to be a fruitful method of learning about indigenous birth
practices. During the course of time I interacted with family members including
husbands, parents and parents-in-law, to understand their views and the ways in which
they participated in birth events. My interactions with community health workers and
field paraprofessionals opened my eyes to their perspectives on birth and their activities
in the village. Just as importantly, informal ways of communicating with many other
women added to the repository of my knowledge about indigenous birth practices. The
more | moved from one place to another, the more I learnt about the existing situation of

birth in rural Bangladesh.

Entering hospitals was a real eye-opener on obstetric practices. Viewing the situation
through a social researcher’s lens was heartbreaking, because I was nurtured in the
medical atmosphere in my early academic days. [ tried to console myself that perhaps it
was different in the good old days but my memories of Kamla’s death suggested that
little had changed. During the course of my hospital fieldwork, I observed birth events
and spoke with the women and their attendanis 10 understand their experiences related

to hospital birth. When I sat in wards and labour rooms or walked along corridors, many
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events happened that [ had never envisaged. [ observed interactions in medical
encounters by accompanying doctors during their visit to patients and I followed nurses
when they attended to patients. In the process, I interviewed doctors, nurses,
administrators, hospital staff including special ayahs and many others who are engaged
in constructing birth in hospitals. I took pictures of different events including birth in
villages and hospitals, but refrained from clicking cameras during the actual birth

process in order not to violate women’s privacy.

Ethnographic research produces a huge amount of field text in the form of transcripts
and observational field notes (Denzin, 1994). The field notes as well as descriptions of
the events that I wrote produced enormous quantities of written observations, and
interview notes and transcriptions. My research assistant helped me in recording and
transcribing all the interviews I completed in the village. In hospitals, doctors and
nurses refused to be recorded on audiotape. Instead, we took notes of their interviews
and later reviewed it on our return to residence. I read the research texts again and again
and generated themes out of it. The data was eventually presented as narratives with the
exposition of verbatim comments in order to enhance the authenticity of the individual
voice (Olsen, 1994). While writing the narratives, I presented the experiences of others
and the self simultaneously, but carefully kept my position aside and gave prominence
to the former. The data I collected were analysed by using a multidimensional
framework encompassing culture, gender, socio-economic, political economy and

historical perspectives.

Significance of the Study

The essence of this research lies in documenting the ethnographic details of two
contemporary birthing care systems existing in Bangladesh. It is not my contention to
compare and contrast these two polarised systems of birth. | present experiences from
two systems in order to know the strengths and limitations of each. The significance of
this research is that it captures voices and, at the same time, portrays the pictures of
events surrounding birth practices that cannot be captured through mere voice. Birthing

stories are told and retold by birthing women, dainis and other women. It is the
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women’s voice what Foucault (1980a) refers to “subjugated” (p. 81) that brings to light
the experiences of the birthing world. Women’s absorption in telling their birth stories
makes the research participatory. It also contributes to empowering women because
they listen to their own voices and reflect on their experiences as a subject worthy of
analysis. Furthermore, it addresses the world of obstetric care with the accentuation of
medical professionals’ voices and practices. The strength of multiple voices is that they
are simultaneously homogenous and heterogenous because of the expressions of views
from different perspectives. Multiple representations from multiple voices and multiple
experiences, including mine, entail many different issues of birth that cannot possibly
be explored through the application of singular methods or sources. This methodology
is extremely useful to understand deeper issues, but it is limited in its generalisability.
Yet, I suggest that the methodology used in this research contributes to the replicability

of the approach and techniques in future relevant research.

The issues arising from the study are not only of national significance, but also have
international implications, and not only for academic and programmatic interests, but
also the interests of women, health care practitioners and feminists. I am not here to
critique the worth of one system over the other. What is important to me is to find the
strengths and limitations of two contemporaneous practices of birth. The information
produced in this research is of immense value in: acknowledging women’s indigenous
knowledge; highlighting the social, cultural. economic and political influences that
affect women’s health and health care during birth experience; integrating indigenous
birthing care and cosmopolitan obstetrics in a manner that is sensitive to women's
needs; and improving the organisation of the existing health care system. As such, the
research benefits poor women of rural Bangladesh whose birth experiences are

embedded in uncertainty.

Thesis Format

This first chapter has provided the backdrop and set the scene and the directions in
which the thesis will progress. The second chapter is concerned with the research

strategy and experiences in fieldwork. In this chapter, full details of ethnographic
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fieldwork are presented including positioning the researcher in terms of her personal
background. Furthermore, a succinct description of field experiences is presented that
depicts what the researcher felt in organising and accomplishing the fieldwork. Chapter
three presents the descriptive features of the research setting where I conducted the
fieldwork. The overview of the village and hospitals engages us in comprehending the

background of Bangladeshi birth practices.

Chapters four, five and six present the data. In chapter four, I focus on the two birthing
systems based on my observations of birth events and the interrelated practices. In the
section on indigenous birth practices, I narrate events that happened during the birth
experience of one particular woman. With reference to cosmopolitan obstetrics, I chose
to describe birth events of two women that occurred in the THC and the Medical
College Hospital. The intention of chapter five is to present my observational
experiences along with the experiences of women including birthing women, other
women and dainis who play crucial role in indigenous birth. I describe the role of men,
the local healers and the heath practitioners who are directly or indirectly involved in a
birth event. In chapter six, I address women’s experiences of birth in hospitals, and how
the roles of multiple players affect hospital obstetric care. This is strengthened by my
experiences of the observation of events. In this chapter, I also present new waves of
obstetrics practices bv the community health workers and field paraprofessionals in

Apurbabari village.

Chapter seven is concerned with the analysis of findings. To understand the diversity of
childbirth, a multidimensional framework encompassing socio-economic. culture,
gender, history and political economy is required. Within this broader framework. the
significance of this analysis is that it turns the spotlight on indigenous as well as
biomedical knowledge with a view to drawing on the components of each that might
enhance our understanding of childbirth experiences of rural women in Bangladesh.
Chapter eight is the conclusion where | briefly outline the findings, provide answers to
the research questions introduced in chapter one, and suggest recommendations that

might improve the circumstances of birth for poor. rural. Bangladeshi women.



CHAPTER 2
METHODOLOGY

This chapter is concerned with the methods employed in this research and issues that
arose during fieldwork. I begin with why ethnographic methods are used in gathering
information. I describe how my personal background influences my position as an
ethnographer. My experiences in site selection, entering the field and choosing research
participants are all elaborated. [ move on to the descriptive features of how interviews
were conducted and the events observed. Furthermore, the detailed description of field

experiences depicts the organisation and accomplishments of the fieldwork.

Research Strategy

The object of my research is to explore why and in what ways rural, poor women in
Bangladesh adhere to indigenous childbirth practices and resist using cosmopolitan
obstetrics. | deliberately avoided quantitative methods of data collection because of their
positivist approach developed on narrow, scientific knowledge, linearity and single
cause-effect relations, which assume an unproblematic social world (Denzin, 1997,
Kleinman, 1995). To look into the problematic world, long term, in-depth interactions
are considered essential. This is achieved by ethnographic research. I employed
ethnographic method in this research to develop profound understandings of childbirth
practices. The new waves of ethnography (Kleinman, 1995) show the way from the
objective categories of “tales of the field” (Van Maanen, 1988, p. 127) to an interpreted
social world where multiple perspectives and voices are heard to achieve deeper
understandings of social phenomena (Guba & Lincoln, 1994). I tried to interpret
childbirth practices by the multiphonic interpretations of the observed, the observer, and
the theory, which follow Geertz's (1973, p. 10) ‘“thick descriptions™ and Denzin's
(1989, p. 118) “thick interpretations™ of subjects and theory. Altheide and Johnson
(1994) also argue that the meaning of the social world is explained by the
interpretations of people who live in specific historicai, social and culturai contexts, and

face numerous practical challenges and limitations. 1 used ethnographic methods to
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obtain deeper understandings of such issues by situating childbirth in social, cultural,

historical and political contexts.

In the current research, ethnographic or in-depth interviews are the principle tools of
data collection to assess each person’s deeper understanding related to childbirth issues
in the given social and political context. As Jones (1985) puts it,

In order to understand other person’s constructions of reality, we

would do well to ask them.... and to ask them in such a way that they

can tell us in their terms (rather than those imposed rigidly and a

priori by ourselves) and in a depth which addresses the rich context

that is the substance of their meaning. (p.46)
Observation and interview go hand-in-hand to produce thoroughness in the study (Adler
& Adler, 1994). I chose to do participant observation to understand situations that
cannot be comprehended from voices. According to Atkinson and Hammersley (1994),
the ambivalence of distance and familiarity captured by participant observation is
reinstated and complemented by multiple voices heard in ethnographic interview. This
situation is made possible through “the cooperative and collaborative nature of
ethnographic situation™ (Tyler, 1986, p. 126). Intimacy with the research setting never
made me feel as a “stranger” or “marginal native” (Atkinson & Hammersley, 1994, p.
256). The process of interactions leads to a situation where the “disjuncture between the
observer and the observed” (p. 256) is dissolved by sharing a common social world and
recognising shared humanity (Atkinson & Hammersley, 1994). Our relations became so
intense that [ missed them when I returned home and they missed me when I was not

there.

Ethnography is also a process that must be seen as participatory and emancipatory. As a
researcher, [ not only observed and participated, but also became part of “the pains, the
agonies, the experiences, the victories, the fears, the anxieties, the dreams and the
hopes" (Vidich & Lyman, 1994, p. 42) shared by the people who also participate in, and
become part of the research. The dialogue between the subject and the researcher
transforms the “ignorance and misapprehension” (p.114) of researchers to “informed
insights” (p. 114), and uncovers and excavates historical knowledge (Guba & Lincoln,
1994). During the fieldwork I gained intense knowledge from my everyday interactions
with people, analytical thinking and constant exchange of knowledge with theory.

Ethnography takes into account the extent to which it provides a stimulus to action and
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empowers and emancipates the people in the research community by encouraging self-
reflection and deeper understandings of their particular situations (Lather, 1991). The
participatory and emancipatory potentials made this ethnographic method appropriate

for my research on childbirth practices.

Personal Background

[ have been working in the Research and Evaluation Division of BRAC since 1992.
Gathering information in rural areas, thus, is not a fresh experience for me. My research
with qualitative methods began in 1994 with hands-on training in the field, without
much theoretical strength. Reading books, seeking assistance from colleagues and
various short training courses in qualitative methods gave me some ideas about
ethnographic fieldwork and data analysis. My first theoretical training in anthropology
was initiated at Harvard University and continued with more exposure to ethnography
in an International Training Course in Anthropology. Hence, my contact with many
anthropology scholars, exposure to literature on anthropology and health and, more
importantly, field experiences developed my potential and provided me strength to

initiate this ethnographic research on childbirth practices.

The issue of my upper class background with educational, professional and family
qualities was questioned in the thesis proposal seminar as a barrier to ethnographic
fieldwork. Yet, I myself never feel it poses a problem for my research practice.
Although I was educated in prestigious institutions - Dhaka Medical College,
Bangladesh and in Harvard University, USA, my childhood was spent in semi-rural
areas. I was brought up in a small town with a predominantly rural atmosphere. I was
raised with children from adjacent villages and spent my playtime with them. In spite
of living in a strictly stratified society, I hardly feel any difference from the people who
help in our housework. The concern for the poor is developed due to my father’s
association with left-wing politics. Perhaps, my simple, but conscious upbringing still
continues to keep me close, informal and friendly with poor, rural people. Concurrently,

involvement with BRAC influences my way of thinking and eases my access to poor,
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rural communities. Working in any unfamiliar situation begins with some problems, no

matter what background one has, but during the course of time it fades away.

Relationship with Research Assistant(s)

My relationship with my research assistant, Sharmin Rahman Nipu, began long before
this research started. I met her first in 1997 while doing research on the quality of care
at BRAC’s Health Centre (BHC). I find her smart and enthusiastic. She has previous
experience in collecting qualitative data in BRAC and in other renowned research
organisations in Bangladesh. In 1999 she became involved in my other research on
childbirth practices. While I was writing my research proposal for my PhD dissertation,
I discussed with my supervisors about her involvement, “How lucky I will be if she
assists me in data collection.” As soon as I arrived in Bangladesh, I started looking for
her. At last, I traced Nipu through her sister who happens to work in BRAC.

Immediately, I contacted her and she agreed to work with me.

Nipu has a Bachelor of Art degree in Education. Although she does not have any
theoretical training on research methodology, she gained skills from her involvement in
qualitative data collection over the years. I used her assistance especially in tape
recording and note taking while | continued with interviewing people. She assisted me
in transcribing all the interviews from the recorded cassettes. Even though I took notes
on my observations, she also kept some notes at my request. I also sought her assistance
in taking photographs. On occasion, she re-interviewed persons, especially nurses and

ayahs, whom [ interviewed earlier but was not satisfied that I had full information.

Apart from Nipu, Mijanur Rahman worked with me for a short period. Mijan has been
working in the Research and Evaluation Division of BRAC as a field researcher for
more than 12 years. He mainly supervises fieldwork, but has developed skills in both
qualitative and quantitative data collection. Mijan has previous experience working in
this village and adjacent areas. I sought his assistance to conduct informal discussions
with men in the village. Despite my interviewing some men, I was not always

convinced of data qualitv due to gender differences. However, afier reading Mijan's



interview notes, I felt assured of developing trust with male participants in this village

and became confident about the interviews I personally conducted with them.

Locating the Place of Fieldwork

When [ returned to Bangladesh, I encountered difficulties with the selection of the
village. I worked in many places, especially in the Northern part of Bangladesh, but
selecting a single village caused serious problem. On the one hand, I felt like I was
everywhere, but on the other hand, I was nowhere. [ decided to discuss the issue with
one of my colleagues with whom [ undertook many BRAC related studies. He
suggested a list of villages where we worked earlier, and indicated the importance of
considering its location in regard to the THC. The selection of a village largely
depended on knowing the local dialect as well as getting accommodation. At last, I

selected some villages in a thana where I could complete further investigation.

It was the month of Ramadan. On one fine momning [ started for BRAC’s office located
in this particular thana, along with Nipu, my research assistant. Before arriving at the
BRAC’s office, we passed by the Medical College Hospital and the THC. On arrival at
the office, I felt bit excited because it is located inside the village just beside the main
road. [ talked to BRAC officers about my fieldwork, but their words did not seem to be
encouraging. The village was listed as a loan defaulter in BRAC’s program, and this
area was apt to burglary. These issues did not disturb me. I needed to be introduced to
local villagers, field paraprofessionals and community health workers. Afterward, I
introduced myself to village people with their assistance. Finally, [ selected Apurbabari
village due to my previous experience working in adjacent areas, familiarity with the
local dialect, its close proximity to the THC and the Medical College Hospital and good
road communication. I tried to find accommodation within village community. As [ was
not able to locate any accommodation there, we decided to use residence built for
BRAC staff, attached to the office. It means that my accommodation was located within

Apurbabari village. -



My fieldwork continued in the THC located four kilometres and in the Medical College
Hospital 23 kilometres away from the village. The reason for selecting the THC was
that rural women with birth complications firstly seek this health facility. The Medical
College Hospital was selected because it offers comprehensive obstetric services where
rural women ultimately seek care. Also important is that I would get to know about the
future doctors and nurses, who anticipate serving rural women, as they receive their

first-hand training experience in this hospital.

Entering the Village

On the first day of my arrival at Apurbabari, I met BRAC’s field paraprofessional who
happened to work in this village. I asked her to introduce me to the community health
worker and village people. In the following morning, we entered into one para
(compound) of the village by following instructions of the paraprofessional. She was
standing with her motorbike near the village road. We entered into a house. Momful, the
community health worker was seen to be managing a session of a food supplementation
program for low birth weight infants with few other village women. We were
introduced to Momful and other women who were present there. I was asked to sit on a
mat spread on the mud floor. I sat and observed the session while talking to the women.
[ explained to them my intention of coming to this village and what I would be doing.
The women seemed to be interested in discussing childbirth practice, as it is a common

event in most women’s lives.

Momful took us around the village and introduced us to many women and also men. I
asked her to introduce me to the member of the local government in the village. She
accompanied me to his house. We entered into a big house with a number of tin-roofed
huts where the member’s brothers also lived with their families. His room was quite
spacious, walled and roofed with tin. The local government member was found inside
the house. We greeted each other. He asked us to sit on a bed inside the room. I
explained to him about my research and the probable length of stay in the village. He

gave me assurance of our full security in the village, “Apa, you don’t have to worry

33



about your work. If anyone behaves bad, I will tear his throat.” I thanked him and left

his house.

In the afternoon we arrived at Momful’s house, which was located in the adjacent
village. We found her in the courtyard chopping firewood with an axe. Her house was
newly built with three small rooms roofed with tin and walled with bricks, but the floor
was made of mud. We were given chairs to sit inside a room. A black and white
television was kept on the top of a showcase. Momful has three daughters and all of
them have finished secondary school education. She joined us as soon as she finished
her chopping. We were offered some refreshments. I asked her to provide me with the
names of women who experienced both home and hospital birth and who were currently
pregnant. She opened her register books. I took notes of the names and the addresses of
the women. She also provided me with some local dainis’ names. At the same time, I
obtained some basic information on demographic characteristics, utilisation of antenatal

care and maternal death. I thanked her, and after a while left the place.

On our return, we went to the house in Apurbabari where we first met the women in the
momning. It was late afternoon. Some women were preparing evening meals on the
earthen stoves made in the courtyard and some were chatting. The children were all
playing. I also squatted on the courtyard with them, but was given a wooden piri (flat
stool) to sit on. Women began to ask me different questions about my research, family
and association with BRAC. I tried to respond to their questions to their satisfaction.
And finally, I expressed my concern to know the names of women who experienced
both hospital and home birth and who were currently pregnant. All of the women
enthusiastically participated in the discussion with little dispute among them. I listed all
the names suggested by them. They also suggested some dainis’ name and
differentiated between experienced and inexperienced ones even before I asked. For the
first few days, we simply roamed around the village visiting houses introducing
ourselves to women and men and chatting with them to explain the intent of our arrival.
While talking to them, I tried to quench their queries and to find out simultaneously the

participants for the research.



On the first afternoon, while I was chatting with women in their courtyard, I met
Rownak. One woman said, “Apa, she has both home and hospital birth experiences.” I
started to converse with her. Rownak seemed to be intelligent and smart. She invited me
to her house, which was newly built, at a distance of 30 metres from this house. Her
house was secluded. She had a tin roofed bedroom and a small kitchen. We were asked
to sit on a wooden bench placed on the veranda. She sat on a wooden piri on the floor
and started to breastfeed her 2% years old son. We were offered betel leaf and nut to
chew. After paying a number of visits, I invited her to be key informant in my research.
All the participants were selected purposively depending on their willingness to
participate in this research, but for key informants, experience, knowledge, and ability
to reflect on thoughts, along with both home and hospital birth experiences, were

prioritised.

The number of people interviewed and observed was decided not on a predetermined
size of sample, but on the repetition of information from different sources. This process
as Morse (1994) indicates, “provides concurring and confirming data, and ensures
saturation” (p.230). [ continued to interview and observe the event until I reached
saturation point. As [ had a list of the names, I visited women in their houses, chatted
with them and invited them to be key informants if the criteria were fulfilled. Thus,
three women were selected as key informants, whom I thoroughly interviewed.  birth
events were to be observed, the current pregnant women were contacted and enlisted. [
began by planning to observe six birth events at home, but ended up with four. One
woman was taken to the Thana Health Complex due to prolonged labour and the baby
was born there. I left the birth event of another women because her sufferings seemed
unbearable. Four of these women were thoroughly interviewed. Women who willingly
or unwillingly chose hospital birth were selected, but at the same time, [ kept my eyes
on their socio-economic status. Two educated, better-off women who had chosen
hospital willingly were interviewed in-depth. I selected two women who were educated,
but were compelled to have their only birth in the hospital. One of them finished
primary school came from a poor family, and the other finished secondary school
education, but the family was not educated and well-off. Among four dainis, only one
had TBA training. I interviewed three of them in-depth. I met a male dai — very unusual
in rural Bangladesh. Due to his timidity, | simply interviewed him. 1 was able to

converse with seven husbands, one mother. three mothers-in-law. one father and one



father-in-law. Two male and one female healers, two health practitioners, two
community health workers and two field paraprofessionals were also enlisted and
interviewed. I conversed with many other women and dainis informally, which became
extremely useful. In addition, the male research assistant informally discussed childbirth

issues with seven men in two different gatherings.

Entering into the THC

The first day I went to the THC, a medical doctor working in a health centre run by
BRAC accompanied me. It was a cold moming in December. I met the Residential
Medical Officer (RMO) posted in this THC. The post of the Thana Health
Administrator (THA) was vacant and a new THA was expected to join. I was
introduced to the RMO to whom I explained the purpose of my visit. He assured me of
his support. On my next visit to the THC in early January, I met the newly appointed
THA and explained to her too. She consented to my fieldwork at the THC, as I
produced the letters. We talked about the research project. Later, she introduced me to
some other doctors, a nurse and office staff. After thanking her, we proceeded to the
inpatient ward, which was located on the first floor. I introduced myself to nurses who
were sitting in the nurses’ duty room. The nurse-in-charge, who I met earlier told them
the purpose of my visit. She accompanied me to the female ward and the labour room.
Afterward, I took a tour around the hospital from emergency room to outpatient
department, from pathological laboratory to kitchen, from drug counter to drugstore

room and from accounts to the statistics room.

I was usually at the hospital during the daytime from moming to evening, and at times,
evening and night. During my stay I observed eight birth events, but followed only two
woman patients to their house. The reasons for choosing them were that they seemed
cooperative and lived within accessible distance. Along with these women, I also chose
two dainis who accompanied them to the THC in order to learn about the birthing
situation at home. | decided to talk to nurses as they have direct interactions with
pregnant women at the THC and selected four who were keen to put forward their

experience and opinion. I invited the RMO, one Medicai Officer (MQ) and the THA to

36



be_research participants as they are thoroughly aware of the THC situation. Two ayahs
and one female sweeper who worked in labour room and female ward were enlisted
because they not only assist in birth but also maintain cleanliness in the wards. I
continued to talk informally with many other hospital staff including the Thana Family
Planning Officer (THFPO), THC statistician, storekeeper, male nurse and laboratory
technician whom [ came across. Apart from that, [ used the THC document to obtain
information about budget allocation and statistics on hospital utilisation and maternal

health.

Beginning with the Medical College Hospital

It was the month of February. After journeying on rickshaws and bus, we reached the
Medical College Hospital from Apurbabari village. We waited outside the hospital
building near the emergency room for a BRAC colleague who was supposed to
introduce me to a hospital paediatrician. All the rickshaws gathered near this place. The
security guard tried to move the rickshaws away from the hospital campus, but none
seemed to notice him. [ observed interactions between rickshaw drivers and passengers.
Suddenly, a wounded patient arrived on an auto-rickshaw. His attendants took him
inside the emergency room. We waited for half an hour, but, unfortunately, my
colleague did not arrive. I decided to meet the paediatrician. Once I entered into the
hospital building, the air became stuffy. As the hospital was quite enormous and
departments were scattered, it was difficult to find him. Even the doctors were not able
to tell me where he was. Few nurses were standing on the veranda outside the ward to
get the warmth of the sun. I managed to find the paediatrician with the help of these
nurses. He was giving a lecture to medical students in a classroom. I contacted him as
soon as he finished class. He advised me to meet with the Director of the Hospital. I
thanked him and hesitantly started towards the Director’s office. On my way, I jotted
down in my mind how I would approach him and what I should do if I failed to
convince him. All of a sudden, a fresh air breeze replaced the stuffiness of the hospital.
a beautiful garden came into view and the hospital building seemingly became
sparkling. I found myself standing near the Director’s room. An office-bearer was seen

sitting on a stool before the door. | secni my business card inside and was called in
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within a few minutes. The Director of the hospital is always from Army Medical Core.
He was a doctor but his position in the army was equivalent to that of a Colonel. I
introduced myself, handed in the letters and explained to him the intention of my visit.
As he was a public health physician, my research project seemed to interest him. He
assured me,

We always welcome postgraduate students to do research in the hospital.
We will give you all kinds of support. I will put your name and letter to
the next board meeting. Meanwhile, you get a letter from your
organisation — BRAC. Please meet the Head of the Gynaecology and
Obstetrics before staring your work.
I expressed my gratitude. During this period, we were served a cup of tea. I left the
place happily. Afterwards, I collected a letter from BRAC and got permission from the

Director to undertake the research in the Hospital.

I could not start my fieldwork immediately in the Medical College Hospital. In the
month of July when my fieldwork in the village was more or less organised, I came
back to the hospital, but with apprehension. I came to know the name of some
obstetricians, but was not able to recollect their face. In the Gynaecology and Obstetric
unit [ was looking for an obstetrician whose name [ learnt from my sister-in-law, who
was also an obstetrician in Dhaka city. In the corridor, I met an ayah who I asked about
this doctor. She accompanied us to her. At that time, the obstetrician was paying visits
to patients in the ward. Immediately | remembered her face. After introducing myself I
clarified the purpose of my visit to the hospital. She told me, “I am not the Head of the
Department. Please see the Head in her office now.” I set out for the room of the Head

of the Department accompanied by this ayah.

In front of the Head’s room, another ayah was seen to be standing. I peeked inside the
room. A few doctors sat around the table. I could not see the face of the Head of the
Department clearly. [ entered the room almost forcefully, as the ayah tried to prevent
me. The Head looked at me. Her face also seemed familiar. As I introduced myself, the
other doctors stood up and left the room. She offered me a seat. After the introduction, I
produced the signed letters of the Director. She readily agreed to my research project
and wanted to introduce me to doctors and nurses at the department meeting on
Saturday. It was then only Tuesday. I decided to use my time to roam around the

hospital. getting to know the wards, attending doctor’s seminars and going back and
38



forth to the village. In the meantime, | took a great opportunity to visit a THC, which

has been upgraded to provide comprehensive obstetric services.

On Saturday morning, we arrived earlier and sat in the meeting room. The doctors’
chairs were arranged in hierarchical order. The intern doctors and nurses sat at the
back. The meeting began. The Head of the Department chaired the session. She
introduced us to all participated in the meeting and requested them to cooperate with us
in all aspects. I said few words about my research project. Then, the meeting continued
on different issues of the Department. After the meeting adjourned, I talked to doctors
and nurses individually. The nurse-in-charge accompanied us to the obstetric wards and

introduced us to all the graduate and student nurses.

While I carried out my fieldwork in the Medical College Hospital, I commuted from
BRAC accommodation, located at a distance of about three kilometres from the
hospital. We commuted by rickshaw, and spent the whole day in the hospital. On
occasion, if we went back to the residence at noon, we returned to hospital in the late
afternoon and stayed till night. We spent one night in the hospital just to observe the
activities and atmosphere at night. That day the power supply failed at 4 am due to bad
monsoon weather. The blackout continued till 8 am. I spent hour after hour in the labour
room, eclampsia room, wards, doctors’ room and nurses’ room to observe their
encounters with patients and their attendants, and interactions among themselves. In the
hospital, I directly invited the doctors and nurses to be research participants after
establishing some rapport. Two senior, female obstetricians, one mid-level. male
obstetrician, two clinical assistants (CAs) and six intern doctors were interviewed. [
interviewed one senior nurse, four mid-level nurses and four student nurses. The
patients and their attendants were selected on my choice. [ thoroughly observed one
patient, who had undergone a caesarean section, from the day of admission and
followed her to village home located 30 kilometres away from the hospital. Apart from
her, | interviewed two women who had caesarean sections and their husbands. |
observed more than 15 birth events and talked to these women and their family
members informally. Hospital administrator (1), social welfare worker (1), medical
representative (4). dietician (1), ward master (1), special ayahs (4) and cleaners (2) were
listed and interviewed. | used hospital documents to obtain information about budget

allocation and statistics on hospital utilisation and maternal health.



Establishing Rapport

Establishing rapport with the participants is vital in order to gain their trust (Fontana &
Frey, 1994). According to Fontana and Frey, the advantage of knowing local dialect is
that it helps one to have better communication and cooperation with people. As [ knew
the local dialect, communication and cooperation with people in this village became
easier. With my previous experience of working in adjacent areas, I tried to fit in by
following local social practices. I always dressed myself as simply as possible.
Although, I wore saree like an urban women, I covered my head with its free end to
maintain dignity and to enhance acceptability among village women and men. I spent
day after day with a family so that they would accept my presence in their house and a
congenial relationship would develop. Interactions only with the participants did not
always help in establishing the relationship. The other family members might not
appreciate the movement of outsiders in their house. Hence, in order to establish
acceptability in the family, I continued to interact with the murubbis (guardians) of the
family along with the participant. In Raheemon’s case, | spent a considerable amount of
time with her parents in their grocery store in recognition of my friendship with them.
On the other hand, even though Marsheeda lived in another house, I chatted for hours
with her mother-in-law and sister-in-law in their house amidst burning smoke while
they prepared pancake on chula (earthen stove) to ease my access to Marsheeda.
Establishing rapport with the family members also eased the process of interviewing
them. In the end, our relationship became so intense that the family were unable to

exclude me from their family functions or even when they cooked something good.

While I began my fieldwork in Apurbabari, 1 started to visit the THC to get a better
understanding of the situation and to develop my relationship with nurses, doctors and
other staff. This made my access to do fieldwork in the THC much easier. With patients
and their families, it was difficult to develop a relationship during their short period of
hospital stay. However, I became close to two women who experienced birth in the
THC. I explained to them the purpose of my research. They invited me to their house.
As their house was within accessible distance from the THC and my residence, I visited

them a number of times for interviewing and also for chatting.
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In the Medical College Hospital. my acceptability to senior doctors became easier due
to some previous acquaintances as well as studying at the same Medical College. I
spent many hours and days with a few intern doctors and clinical assistants, who I also
interviewed. With nurses, [ faced difficulties at the beginning to gain their trust. But,
due to regular interactions in hospital wards, my presence became an everyday event to
them. Some nurses also showed eagerness to put forward their viewpoints when they
became confident about the harmlessness of my research. I talked to patients who spent
several days in the hospital. But, because of their physical weakness, some were not
able to communicate well. Thus, interviewing them became difficult. However, the
family members eagerly shared their hospital experiences, as they found me as good
listener and interested in conversation with them. Even though, I always clarified each
participant about the purpose of my visit to the hospital, special ayahs created some
problems by informing patients about my status as a reporter. However, it gradually
faded away due to constant interactions and my long stay in hospital wards. With
special ayahs, I faced difficulties to get hold of them. Most were reluctant to converse,
as they lived in constant fear of losing their job. However, | managed to talk with a few
who grew their trust bv closely following my activities. With many others, I simply

chatted when I came across them.

Encountering the Participants

In Apurbabari, the first person I interviewed was Rownak Begum. She experienced
both home and hospital birth. Before including her as my research participant, I verbally
gave her sufficient information to clarify the objective. expected benefits, methods and
foreseeable effects of the research. At the same time, my position as a researcher.
previous training as a medical doctor and association with BRAC were clarified. I also
explained to her that she was not obliged to assist with research, and was free to choose
to participate or quit. 1 did not take any written consent from any of the research
participants. As most village people were not able to write and read. the non-
understandable written consent form might either offend them or create suspicions
about the project. | maintained a register where [ noted down the names of the people

who consented to be participants along with the date and time of interview.
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During the course of the interview, I tried hard to make the research participants feel at
ease. Although [ established a good relationship with them, at times, they felt
uncomfortable to talk about matters that seemed disgraceful to them. Rownak became
emotional in expressing the most humiliating event of her hospital experience. I
observed her feelings and consoled her as she burst into tears. As Fontana and Frey
(1994) claim, gaining trust is important in abolishing hierarchical relations, and
eliminating suspicion or misapprehension. This trust was grown not through the process
of formal interviewing but through exchange of views and the sharing of everyday life

that made our relationship intimate and brought us close to each other.

[ interviewed women or men in a room or in an isolated place, but privacy was
extremely difficult to maintain in a village. People were seen to visit or enter into a
room without notice or permission. Rownak’s house was a bit secluded from other
houses. Even so, while interviewing her, many other women appeared and shared their
experiences of birth. Instead of stopping them, I continued to take notes of their
conversations. Moreover, sitting for long discussion was also difficult for Rownak, as
she had her own chores to do. As a result, | came back afterward to continue interview.
As Raheemon shared a room with her parents and sisters, I interviewed her mostly in an
open field near their house sitting on the grass. Many women also joined us in
conversation. As we walked along the village road, sometimes women stopped us.
started questioning and then shared their birth stories. I carried out other interviews with

research participants in a similar fashion with more or less similar experiences.

I can remember how | began conversation with Marsheeda. | raised some issues of
childbirth practices following the guidelines 1 prepared, or the issues emerged in
discussion and led the flow of discussion allowing her to continue smoothly. Even with
the desire to express my views about birth practices, I always maintained the position of
a good listener and never put my own ideas to influence her. Most of the time, the
discussion continued with various topics from childbirth experiences to everyday
survival strategies. I never interrupted the flow of discussion, but attempted to bring
back discussion to birth related issues. In certain instances, when the discussion became
monotonous, | made efforts by asking Marsheeda what experiences her mother-in-law

had while accompanying her to the hospital. Then. she recollected something that was
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not mentioned earlier. All the formal interviews in Apurbabari. were audiotaped and
always played back to the participant, as they showed eagerness to listen to it. On return
to my room [ checked the short notes with the interview guidelines and also listened to
the audiotapes. Nipu assisted in transcribing the recorded interviews from the cassette-
player. [ thoroughly examined all the transcripts and compared them with the recorded

voice.

The women whose birth event | observed were also interviewed. When | decided to
observe Raheemon’s birth event, [ began to go to her house frequently. The process of
interviewing commenced long before the actual observation of the birth event. As a
result, there was plenty of time to develop rapport with Raheemon and the family. By
the time birth took place, | became part of the family and participated comfortably and
connectedly with other women. Yet, as a researcher, | kept my eyes and ears open and
mentally noted down the events. As soon as the observation of birth event was finished,
[ came back to my room, noted down the main points and compared with the
observation checklists. Later at night, or the following morning, [ wrote down the
minute details of the event. [ continued to visit Raheemon’s house each day for the first
seven days after the baby was born to observe different practices and to interview her.
Meanwhile, and also afterwards, I interviewed Raheemon and her parents and the daini.
When I reduced my frequency of visit to their house. Raheemon and her family became
upset. | explained to them that [ might not be able to visit them as frequently as before
as I had other interviews to conduct and birth events to observe, but they remained very
special people in my life. [ promised them to visit whenever I get time. [ did visit them

even after my fieldwork was over in Apurbabari.

In the hospital, it was difficult to get hold of doctors and nurses for interviewing. [
directly addressed them and interviewed them on appointment. I sat several times with
doctors and nurses in a separate room for interviewing. With hospital administrators, [
sat once or twice in their room. Even with my explanation about ethics and anonymity. |
could not audiotape their voice. While interviewing the patients, [ stood for hours near
their bed and simultaneously. conversed with patients’ attendants. [ also interviewed
attendants on the veranda in a slightly isolated place. The ayahs were interviewed on the
veranda or in the labour room. The questions were put straightforwardly to doctors.

nurses and hospital staff based on a checklist. For patients and their attendants. | tried to
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explore their hospital experiences by asking direct and indirect questions. Dalals
(hospital touts) who are known to abduct patients from hospital to private clinics were
unexpectedly met and I spoke with them very informally while they were about their
business. Informal conversations were also treated with respect recognizing and valuing
the uniqueness of responses. While talking to them, my research assistant constantly
took notes on the paper as I carried on mentally scribbling. Later in the day, we sat

together and wrote down the text of the interview.

Images that cannot be stated by words are communicated well by photographs (Harper,
1994). I employed photography to keep visual records of the events. Before taking
photographs I obtained verbal consent from the research participants and ensured that I
would not violate their privacy, especially during the event of childbirth. I took a picture
of a birth event where the woman’s covered legs, blood stained clothes and the newly
born baby were seen, but her face was not visible. After developing the film, I showed
the pictures for her approval. But, as a woman, my conscience will not allow me to
publish any pictures, which I personally feel impede women’s privacy. I destroyed the
pictures. Many pictures were taken at women’s request. [ gave them the pictures they
wanted to keep. Pictures were taken in the hospital with permission from the hospital
and department authority. These pictures were taken just to give a general view of
Bangladeshi hospitals. I was not able to show these pictures to those women who were

incidentally photographed.

Absorbing into Information

Ethnographic research produces a huge amount of field text in the form of transcripts
and observational field notes (Denzin, 1994). I became puzzled with the immense
amount of data produced from my fieldwork and was deeply engrossed myself in trying
to understand the situation of birth. 1 read and reread the field text to become familiar
with the text, and to identify index categories and themes by checking and comparing
each item with the rest of the data. Janesick (1994) refers to this process as constant
comparison through which analytical categories are established. I reduced categories

into major themes and patterns and then changed it as a result of re-reading the
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transcripts and ongoing discussion with supervisors. | eventually presented data as
narratives with the exposition of verbatim comments that enhances the authenticity of
the text (Olsen, 1994). In the analysis, experiences of the others and self were
simultaneously interpreted with theoretical explanations by situating them in social,

economic and political contexts to strengthen the academic integrity of my research.

Legitimating Information

The data I collected were legitimated from critical theoretical perspectives. I employed
critical perspectives by interpreting the world of birth through the expression of
multiple voices, that is, the voices of the subjects, the researcher and theory, and
multiple discourses (Marcus, 1994) and by providing thick descriptions of persons,
places, and events (Janesick, 1994) that give credence to the research information. By
situating the findings in social, political and historical contexts, I presented information
in accordance with Lather’s (1993) suggestions and produced multi-represented, multi-
discoursed, multi-voiced, reflexive, open-ended, emotionally-based text strengthened by
women’s voice. This reinforced the validity of my research by showing the strengths
and limitations, denying the superiority of any particular representation, destabilizing
the researcher’s authoritative position and articulating definitions of the situations
(Lather, 1993). On the other hand, I also used traditional methods to check validity in
which ethnographic data is crosschecked with member checks (Janesick, 1994) by
sharing interviews and transcripts with informants and supervisors, and by making
public presentations. Moreover, I used multiple methods as well as numerous sources of
information to validate the data by triangulation (Lather, 1991). As discrepant cases
strengthen the validity of findings (Morse, 1994), | used Mameena as a case who
decided to seek hospital obstetric care in the face of her family’s resistance. The
uniqueness of ethnographic data collection is the continual checking of reliability

(Janesick, 1994) that also strengthens the research information I collected.
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‘Charity in the Field

During my fieldwork I had to offer financial help to a few women, who I also
interviewed. This may give rise to ethical concerns and risks threatening validity. From
an ethical point of view, their economic situation was so miserable that my moral
obligation was to help them. This is not an uncommon practice in a country like
Bangladesh whose culture, based on Buddhism, Islam and Hinduism, is developed
through showing kindness and benevolence to the poor. Even, the medical doctors feel
compelled to support their patients financially and set up funds for the poor from their
monthly wages. When the lives of Shahana and baby were in threat in hospital, as a
human being I could not stand the situation and gave her some money as I was carrying
a large sum in my purse. However, my contribution was insignificant in comparison to
the total treatment costs. They wanted to pay back, but I could not accept considering
their miseries. I also gave some money to Raheemon for treating her severe ear
infections after my fieldwork was over. Nipu found Shagoreen suffering from angular
stomatitis. At that moment, she carried some Vitamin-B tablets in her handbag and
sought my permission to give her some tablets. I was not able to say ‘no’, as the event

happened in front of Shagoreen.

It is not uncommon to facilitate participation in research projects, particularly in
consumer health research, where the respondents might not otherwise be able to afford
to get involved. This, however, was not the case in my study. In the context of
Bangladeshi culture, giving charity was not associated with any compulsion or
invitation to participate in the study. It was simply customary charity that they would
expect to receive and I would expect to give, as one human to another. In the final
analysis, the credence of my findings was strengthened by the observation of different
events related to birthing care and listening to the voices of many who were directly and

indirectly involved in it.
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Ethical Considerations

The Human Research Ethics Committee of Edith Cowan University approved the
research proposal for the thesis. The research was conducted in accordance with the
following ethical considerations on which approval was given: consent; openness with
no deception; risks and benefits; confidentiality and privacy; and freedom of
information act. After selecting the village, I met with a member of the local Union
Parishad® with whom I clarified the intention of my arrival in the village and the
objective and purpose of my research. In the hospitals, I sought approval from the
Director of Medical College Hospital and Thana Health Administrator (THA) of the
THC. I had meetings with them where I produced the letter indicating that I am a
postgraduate student of Edith Cowan University. | also produced a letter from BRAC,

the organisation where I work in Bangladesh, as per their request.

While initiating fieldwork, I disclosed my personal identity as a medical doctor and
professional identity as a student and as an employee of BRAC. After selecting the
participants, [ took their informed consent. As written consent is not culturally
appropriate, I informed the participants verbally about the purpose of the research and
the level of their involvement during the course of discussion. I maintained their name
with date and time in a separate register. I also clarified with them the purpose of using
photographs and took separate verbal consent for photography. In hospitals, as I was
given ethical clearance by the hospital authority, in these circumstances informed
consent from each participant was not necessary. Even so, I explained the purpose of
my research to all the participants when I interviewed them. As a researcher, | remained
neutral and respectful to each participant and their views. I maintained privacy and
confidentiality in terms of anonymity, and kept all tapes and transcripts anonymously
coded and locked in a cabinet in a safe place. Photographs were shown to the
participants and kept in a safe place. I kept information in strict safety in my computer

and maintained the anonymity of participants and places.

¢ Local Government
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Ecstasy and Agony in Fieldwork

In Bangladesh, except in Office or Hospital, people usually address each other by giving
a relational (kinship) word after their actual name, such as Raheemon apa (sister) or
Halima chachi (Aunt) considering their age status. As my name is quite uncommon in
Bangladesh, especially in rural areas, I was not called by that name in the village.
Adults called me apa or aunt or mother, but among children [ became ‘apa’. One day,
the oldest women in the village, whom I always respected as a wise woman noticed it.
She became very annoyed with the children telling them about their nonsensical and
disrespectful behaviour to me. Although my actual name was not lost, from then on,
everyone started calling me by a meaningful relational name. I suddenly felt that I had

been gradually accepted as a kin.

Staying in the village and continually talking to women, | found certain changes in
myself. [ decided to cover my head with achal (free end of saree) once I initiated my
fieldwork in the village, but could not believe that I myself would be trapped in notions
of sharam. When Hashima developed urinary retention during her late pregnancy, I
was called in very early in the moming. It was dark outside. Hashima was standing
outside the hut in the courtyard. She started to take some home measures for bladder
evacuation, such as putting compression with cold water over the abdomen, but nothing
helped her. I decided to take her to the local health centre when daylight appeared. We
came out of the house to take a rickshaw (local tricycle). While we were waiting for the
rickshaw, 1 suddenly felt sharam and looked around to see if neighbouring men got a
glimpse of us. I told the rickshaw-driver, “Lets go quickly before people come out of
their house.” Sharam entrapped both of us. We moved very quietly on our departure and

retum.

Going to a village mela (local fair) for women and young girls is considered
inappropriate for purdah reasons. Along with Nipu, I was extremely excited when I
came to know that a mela would be held in the next village. We discussed with some
village women about our plan to visit the me/a and invited them to join us. They all
started to laugh. One woman sighed. “Apa, [ wish I could go with you. [ went there

when [ was a little girl. We can’t go. The men won’t allow us.” When I talked to one
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woman’s husband, he said to his wife, “You are all going together. What's the
problem?” None of the women assented to accompany me. I began to persuade young
girls. They all felt hesitant and shy about my proposal, but subsequently opted for it. On
the day of the mela, we started our expedition in the afternoon. One village woman also
agreed to go with us. She was the one who usually accompanied women to hospitals.
Altogether we turned out to be more than thirty with the children. The mela was
relatively small, taking place at ‘the back of a Primary School. Men were astounded to
see a considerably large crowd of young girls. Some also enquired about where I hailed
from and what I was doing here. I observed some women also selling glass and plastic
jewellery. I was interested to see what young girls do in public places. They did not
cover their heads with orna (shawl), but all moved quietly. They bargained and bought
jewellery and food items. We could not stay long. The extreme hot temperature of the
day drove us out quickly. On our return, the oldest woman scolded me smilingly for
taking girls to mela. Women started asking different questions. We all ate together the

puffed rice bought in mela.

[t was very frustrating when | came to know from Mameena (one key informant) that
Hanifa (a pregnant woman) and her husband declined to be research participants and
said bad words about me. Mameena said, “They said that you ask questions about love-
making and take nude pictures.” I really felt upset not only for the nasty criticism, but
also for my failure to clarify the purpose of my research. Despite Mameena’s insistence
on not going to that house, I could not resist talking to them. When I entered the
premises, everyone seemed to avoid me. Hanifa was lying down on the bed. I sat beside
her. She hesitated to talk with me. I asked her, “Hanifa, I heard everything. Tell me
about your impression of my work.” She said. “My neighbour told my husband about
your work. He lost his temper and shouted at you.” [ began to tell her in detail why and
how I carry out my work and what questions I ask and how [ observe birth events. She
said, “I will talk to my husband about you.” I already decided not to interview and
observe her birth event. I told her, “Thanks for your consideration. But, sorry, I may not
be able to interview vou.” I left the house with pain. Later on, Momful, the community
health worker requested me again and again to see her. | met Hanifa in the antenatal
care centre several times after that and conversed with her. but never felt keen to include
her in the list. The family called me, when Hanifa developed labour pain. but

unfortunately, [ was engaged in collecting information in the Medical College Hospital.
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In the Medical College Hospital we were known as a shombadik (shangbadik or
reporter) among the special ayah community. As they always felt threatened because of
their unstable employment situation, interviewing them became difficult. In order to
avoid us, they told patients and their attendants about our status as ‘reporters’. As a
result, at times I encountered difficulties in interviewing patients. When they found me
most of the time in wards conversing with everyone and reading patients’ file, some
eagerly invited me to sit with them, and began to share their experiences even if I did
not raise any questions. Yet, some were still hesitant in spite of the clarification of my

research.

In labour wards, my experience of feeling pain was extremely challenging. Now, as a
researcher, when I watched doctors and nurses stretch a woman’s vagina with their
hands during labour, I felt pain in my womb. I tried to recollect whether I stretched the
vaginal wall and incised the perineum in similar ways during my internship. I first
realized pain when my own baby was born. I felt heart-squeezing pain when a blood
clot was manually removed from my uterus after placental expulsion. My extreme
agonizing experience happened while the doctor stitched my episiotomy incisions. I
recollected the version of the obstetric textbook that states that women feel less pain
during stitching of incisions after passing the painful second stage of labour. But, why
did I experience so much pain during stitching as opposed to my second stage? At that
very moment, I felt in my heart the experiences of women whose labour was
accomplished with my involvement during the period of my internship. I continued to
sense the same pain in my body when I observed the rough handling of labouring

women’s bodies during my fieldwork.

I felt similar conflicts when observing village birth. I observed dainis using unwashed
hands in touching the birth canal. It became frustrating to accept this because, as a
researcher, I was not able to intervene in the matter. During conversational interactions
with dainis as well observations of birth events, I tried to understand the reasons for not
washing hands. Most of them said. “I know the practice of hand washing. But, it is a
hectic time and I forget to wash my hands.” I observed that poor people could not afford
to maintain soap for regular washing purpose. Even if someone bought it, it was

finished in a day as everyone started to borrow it. As a result. they bought a small piece
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of soap or a mini packet of detergent when needed. As the vaginal area was seen as
unclean, soap was saved for washing hands after the birth was complete. Considering
the practicality of the situation [ felt that my questions were invasive and judgemental

when [ enquired about hand washing with soap.

During the event of birth, I could not resist from giving emotional support to birthing
women along with the others. I usually took the role of fanning the birthing women with
a hand-made fan, with the instructions of other women participating in the birth event.
This is, in fact, participant observation at its best because it is true involvement. When
Shagoreen’s baby was born, I sat near her legs along with the daini and Nipu started to
fan her. The baby was handed to me after it was born. They all became engaged in
delivering the placenta. Instead of putting the baby on jute sack stacked near
Shagoreen’s legs, I was on the verge of taking it away from the mother forgetting its
attachment to the placenta. All the women started screaming, “What are you doing?
You will tear the cord and injure the baby’s navel.” I became very embarrassed at my
doings. But, at the same time, I realized that what I learnt many years ago in hospital

training still drove me in my practice.

[ felt very helpless when I observed that labour pain was not progressing well. At
times, I was asked by dainis to examine the vaginal canal to support their opinion.
Praveena’s birth canal was fully dilated, but uterine contractions became feeble. She
was so emaciated and exhausted that she did not have any energy to bear down. As the
situation became unbearable to me. I came out of the hut. Her mother-in-law and
husband decided to take her to the THC. But. the daini insisted on continuing
homebirth. I felt so helpless that I left the house after a while. Next morning, I heard
that the baby was born at home. I visited Praveena soon. As the daini saw me. she
began to ridicule. Praveena looked extremely pale. I learnt that they called another daini
for further assistance. Praveena faced excruciating pain while giving birth and continued

to feel pain now that it was over.

I faced criticisms in hospitals. In the Medical College Hospital, I was highly criticised
by a senior Hospital Administrator for conducting this research. He happened to be a
public health physician and questioned me. “What new things will you bring out of this

research? Each of us is aware of the situation in hospitals. We do not need any research.
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What we need is to implement something that helps the poor.” He challenged my urban
status and ignorance of hospital budgets and resource constraints as well as noting the
poor health status of the population in Bangladesh. He kept on talking about his ideas
about resolving the problems of the poor. However, I could not tell him that [ was trying

to do the things that he mentioned, and that we need to do research for this.

Limitations

The findings of this study may not, necessarily, be generalized to other communities as
it was conducted in a specific place and time capturing the views and thoughts of
specific people, which perhaps differed from those of other communities. However, the
themes arising from the study may be used to explain necessary improvements in
childbirth practices. Further, selection biases may occur during fieldwork due to the
influence of community health workers' in selecting participants, especially in the
village. However, I tried to eliminate this potential difficulty by adhering to selection
criteria that include various categories of participants. There is always the possibility
that observation of different events may change the customary behaviour of those
observed and cause bias in the study. However, staying in the research settings for a
prolonged period and constant interactions perhaps minimized this bias. Finally, the
data for this study was collected from a closed population. As a consequence, the
diversity of information may be threatened. However, the use ethnographic methods
with multiple sources reduced this threat. As the study strictly maintained the
anonymity of place and research participants, it will be not be possible for the wider

community to identify them.

Summary and Conclusion

Ethnographic research is appropriate to the research purpose in order to have a deeper
understanding of indigenous childbirth practices and cosmopolitan obstetrics. |
conducted this research in Apurbabari village and the adjacent THC and the Medicai

College Hospital located in the district. In-depth interviews were the principal tool of
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data collection giving prominence to women’s voice in particular. Participants from
different groups were selected in order to obtain a wide range of experiences. In the
village, birthing women, daini and other women were included. Apart from them,
husbands, parents, local healers and practitioners, community health workers and field
paraprofessionals were interviewed. In hospitals, I interviewed birthing women and
their attendants, doctors, nurses and other hospital staff. I used participant observation
to understand the essence of birth events in homes and hospitals. This study also
documents other events occurring in everyday practices. [ found informal conversation
to be a unique method of data collection through which I obtained intense experiences
related to childbirth issues. I also used hospital documents as well as documents
maintained by the community health workers and field paraprofessionals. Data is
presented as narratives with the use of verbatim comments and analysed by situating the
findings in multidimensional, theoretical framework. My experience is furthered by the

ecstasy and agony of doing fieldwork.

The following chapter will present the descriptive features of research setting where I

carried out the fieldwork.

W
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CHAPTER 3
THE RESEARCH SCENE

This chapter presents the descriptive features of the research setting where I conduct the
fieldwork. In the village section, I describe the historical background of the village,
geographical features, socio-economic and demographic characteristics, the availability
of educational and health facilities, and maternal health-related facts. Subsequently, in
describing the THC and the Medical College Hospital, I note the location, structure,
facilities, staffing pattern, budgets, hospital utilisation and maternal health statistics.
The reason for describing the two health facilities separately, despite some overlap in
detail, is that they are different and they do have different functions in regard to
obstetric care. The overview of the village and the hospitals enables us to comprehend

the backdrop of birth practices in Bangladesh.

The Village of Apurbabari

Apurbabari is not the actual name of this village. In Bangla, Apurba means beautiful
and bari means house. I have named the village Apurbabari because I feel its beauty
everywhere. Its original name is named after an influential man who was a Hindu by
religion. The reason I raise the religion of the man is that even though all the people
living in this village are Muslim, its culture and practice is very much influenced by

Hinduism. At this point, [ will narrate some features of Apurbabari.
Historical Background of Village Cultural Practices

In rural Bangladesh, the Bengali, Muslim, rural poor bear the traditions of Islam,
Hinduism and Bengali tribal culture as a consequence of different reigns and cultural
practices that have been diffused into everyday life over centuries (Maloney, Aziz &
Sarker, 1981: Blanchet, 1984; Rozario, 1992). Even then, women, the repositories of

cultural knowledge, are little influenced by religion and more by the culiural praciices
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of Bengali traditions (Blanchet, 1984). These cultural practices are observed in
childbirth and marriage ceremonies, which are essentially women’s domain (Blanchet,

1984).

The thana where the village of 4purbabari is located was reigned over by a Hindu
Maharaja (king) during the British period. He became legendary in the locality for his
contribution to modern education and to the improvement of water supplies and
sewerage systems. The small town of the thana flourished in the late nineteenth and
early twentieth century with modern schooling and preventive health care. Yet, the
village of Apurbabari, which is located only two to three kilometres away from the
thana town, has escaped the touch of modernity. Even though, Hindu Zamindars
(landlords) owned most lands and controlled over local people, it was developed during

the British period.

In the early centuries, while Brahminical Hinduism became dominant in parts of
Bengal, Buddhism and local tribal practices continued to shape the religious culture of
common people (Ahmed, 2001). The rigidity of Hindu caste system did not enter into
Bengali Muslim Society of East Bengal (Bangladesh), because this area was not of
interest to the upper class Hindu Brahminic caste due to its heavy forestation (Eaton,
2001). He (2001) continued to explain that as the river Ganges changed its flow to this _
part of the Bengal, the land became extremely arable for the cultivation. In the fifteenth _
and sixteenth centuries, the arability of land drew attention of Mughal regime who
encouraged the petty mullahs (Muslim priests), pilgrims returned from Mecca,
preachers, charismatic pirs (Muslim saints) and local chieftains for the agricultural
development of forested hinterland. Although, the Mughals especially Akbar, the Great
were very restrictive to conversion of Indigenous people to Islamic faith, this settlement
led to construction of mosques or shrines that became the nuclei for the diffusion of
[slamic ideals along the agrarian frontier. The seepage occurred over such a long period
time that a specific point of conversion of tribal people to Islamic faith was never
identified. Rozario (1992) states that it was not the urban oriented Ashrafi Islam, but
the Sufi-oriented Islam that predominated the East Bengal. Despite religious and
regional distinctiveness, people of East and West Bengal shared a cultural identity due
to their common roots in tribalism. Buddhism and Hinduism, which was intensified due

to political reform during Pakistani period (Rozario. 1992). However. community as a
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mode of life predates ‘modernity, but communalism as an ideology arises only within

modernity (Rozario, 1992).

Village Landscape

The village of Apurbabari is located at the Northeast part of Bangladesh. A highway
connecting the central and the North-Eastern Bangladesh has gone through the middle
of Apurbabari dividing it into North and South. However, the village was established
long before the brick road was made. Thus, instead of being North and South, the
village continues to identify with an arbitrary division of East and West, which is
locally known as Pubpara7 (East Compound) and Pashimpara (West Compound).
These two paras constitute Apurbabari village. As I was housed in Pubpara most of my

time was spent there. Though I had to move back and forth between both paras.

Apurbabari is located in flat terrain and surrounded by cultivable lands. At the edge of
this village, thana town and three other villages are situated. About ten kilometres away
from the village are mountainous areas and jungles. These jungles are famous for the
trees, which produce good quality woods. What surprised me is the stubbomness of this
forest; plants are constantly growing even if the trees are uprooted. The village is 20
kilometres from the nearest big river - Bramhaputra. Unlike other parts of Bangladesh,
it is not affected by flood because of its location in high lands and its distance from the

river. The land is more suitable to growing jute than rice.

The only bazaar is situated at the North end of Apurbabari. The highway is running
through the heart of the bazaar. On each side of the road are furniture shops, grocery
stores, drugstores, tailoring-shops, blacksmith shops, restaurants, tea stalls and pan
(betel leaf) comers. Moreover, in front of the shops, village men sit in the open place
with their gunny sacs or baskets to sell rice and green vegetables. Scant amounts of fish.
chickens and beef are available in the moming. Local buses stop at the bazaar.
Rickshaws and vans are also accessible there. The bazaar is primarily a male dominated

place. It is the central place where village men socialize and discuss politics, religion

” Pubpara is translated to English as cast compound. Para is a complex where many households usually
belong to kinfolks are located. A village comprises many paras.
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and local issues. Besides, most men eat their breakfast and snacks in restaurants and tea
stalls. During my fieldwork, I have seen one or two old widows buying some goods
from bazaar shops. The only brick mosque is located near the bazaar. Men usually
attend the Friday prayer there. Women do not go to the mosque for prayers. In fact, very

few women are able to perform prayers and read the Koran.

Population Size and Housing Pattern

The villagers claim that Apurbabari was sparsely populated until about forty years ago.
Now, the population size is increasing and the cultivable lands are encroached by
human dwellers. Recent demographic data indicate that 1154 people reside in about 1.5
square kilometres of land of this village, whereas about 380, 000 people live in a 315
square kilometres of land of the total thana (Bangladesh Bureau of Statistics, 2000;
Anonymous, 2001a). The ratio of male/female ratio is 0.95 at Apurbabari village as
opposed to 1:03 at this thana and 1:06 at national level (Bangladesh Bureau of Statistics,
2000; Anonymous, 2001a). As 290 families inhabit the village, at least 400 hundred
huts, either tin or straw roofed, are built for their shelter. In addition, three small brick
houses located in the village belong to wealthier villagers. People live in a bari (house)

with their closely connected relatives. For example, brothers (and occasionally sisters)

live with their children in the same house. Each house has several huts with a small ..

uthan (courtyard). In the courtyard, each family owns separate chulas® where they cook
during the dry season. In the rainy season, they cook either inside their bedroom or in a
separate kitchen or in the courtyard by making a roof over the chula. The chula, in the
courtyard, is a place where women socialize with each other during cooking. Unless

needed elsewhere, women primarily move within a bari and surrounding areas.
Occupational Pattern

The people living in Apurbabari are mostly poor. According to the villagers, most
people were previously engaged in preparing mustard oil by handmade machine. These

people were locally known as ko/u. Few were land cultivators who were called

® Chula is an carthen stove where people cook. People sharing chi/a means that they belong to the same
households.
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giras;hay . As. in any other parts of Bangladesh, people in this village make fun of ko/u.
They use the metaphoric word ‘kolu’ for the less intelligent people who work
relentlessly without making enough money. It indicates that social difference exists
between girastha and kolu. Indeed, during my fieldwork, one wedding was cancelled
because the bridegroom belonged to a kolu family. Presently, apart from cultivating
lands, the men living in this village have varied occupations including rickshaw puller,
bus driver, bus helper, poster painter, plumber, blacksmith, firewood trader, day
labourer, small trader, carpenter, barber, jewellery maker, herbalist and healer.
Although all the women are homemakers, most are involved in subsistence production.
Some women are engaged in different external income earning activities, such as, day
labour, small business, tailoring, NGO-run income generating activities, NGO service
and so on. Very few families are affluent. Of them, men are engaged in business, and
government and NGO services, and women in teaching in government and BRAC

primary school.
Literacy and Educational Facilities

The literacy rate (+7 years) is 33.6 percent in the thana and presumably will be much
lower in the village. Most 