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*What isg neesded, I will suggest, is not =0 much
data a8 guestionsz. .. ¥hat we know iz constrainsd
by interpretive frameworks which, of courss,
limit ocur thinking: what we can know will

be detsrmined by the kinds of guestions we
lesrn o ask.” ‘

¥, BRosaldo, 1980
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SYNOPSIS BY CHAPTER

CHAPTER 1: INTRSODUCTION

In chapter one I define the problem, that public health in
rural Indiz iz mostly governsd by cultural and soccio-sconomic
foroeg., Effortz to dwmprove rural health in Indis have in the
pagt had varyving levels of succegs, depesnding on how well they
understood the rooi caugss of problews and the ramifications
their programae would have on the general lives of rural
inhabitants=.

I srgus that socizl science literaturs has largely
mizunderstood the issues which need o be addressed, vievwing
health problems ag resuliz of “irrational™ bshavior by rural
pegples. I argus that the question of rationality, whether one
anouaes or defends a partioular behaviegr, is irvelevant., The
imporiant issuss concern vwhat the context of bshaviaors are, and
what they wmean to those people engaged in thsn.

I also argus in chapter one that health care requires more
than just technology, it reguirez an understanding of the human
slamentz of life, iline=s, and healing. Anthropologisis could be
indispensable in discovering and analyzing how cultural and
gocic-economic factors interact to affiect and react to illness
and healith izsues.

In zddition, I point out that studies done to discover these
elements must be local, rather than gensralizing, in nature.
India iz not homogensous by sny wmeans, and the healih programs
which ars wost succegseful will be thoss vhich address specific,

looal needs in locally appropriste ways.



CHAPTER 2: WOMEH AND HEALTH

Chapter itwo addressss the relstionghipse betveen wowmen and
hezlth in rurzsl India. I argue that wvowmen's healih needs there
have besn generally misundersitoocd, and their poor health has
therefore been attributed to only certain of its many actual
causes. 1 point out that there hasg been a tendency in socisl
science literature and resgearch to foocus on reproduction and
children’s hezlth, zallowing those izsues to upstage the health
igsuses of womsn themsslves, I suggest way= in vwhich the official
Indian health gvatem {(Primary Health Care, or PHC} must be
rethcaght and restructured to relats wore effectively to rural
WOMED.

I 2lgc sddress nubtrition in chapter two, explaining that
nutritional programs need to offer more practical and appropriate
means of sducation and gupplementation than they have in the
pazt. The sxtent and sffectz of meinuitrition in rursl India have
been underestimated, beczuzs it acts 32 a catalyst for many
othey, more vizibly debilitating oonditions. HMalnutrition is
almo not listed swmong the major killers iﬁ gtatistice on Indian
mortality. but it iz the most wvidespread problew chronically
suffered by the living.

Foverty iz a major cause of most of rural Indisa‘’s heslth
wroblems,. but until {(and unles=! that is changed., anthropologists
and health workers must look clomely atl how availasble rescurces
are allocated, az well =22 how supplesmsntary measureses will be
regeived and modified by village populations. It must be kept

firmly in mind thst larger forces, such s2 poverty, political
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preggures, &to. are ulitimatsly =2t the root of health problems,
apd the invegtigation of culitursl elements is not an excuse for
*vigtim blawing®. The purpoge of these investigations is to
digoover hov oulturally acogepiabls measures can be taken ico
alleviate problems given those larger root ocauses. The ultimate
groal iz gelf-determination and gself-reliance among rursl people,

organized to fight those larger forces efifectively.

CHAFTER 3: FAMILY FLANNING

Chapter thres concernsg family planning. I explors the
differsnces hetween "populstion contrel” and "birih control™ as
goals for program=. The former iz 2 political wmotivation, and
hazs no plage in sguitable health programs.  The latter should
foous on a genuine concern for women’'sg health, which is
detrimentally affected by besring multiple children whils
undernourighed, overworksd, and fending off or suffering from
infectiocus dizsazes. I discuss various reasons given by rursl
inhabifanta for having children, and point out that thogse igsuess
need to he addrsssed in order for any family planning program= to
be effective.

I also present the guestion of sterilization ve. spacing
methods, and a conceptual bresakdown of the motivations beshind
each separate stage of the reproductive process. I argue that
birth control isg an issus of women's sslf-ssts=em, and ssnse of

smpoverment to affect their lives and heslth.



CHAPTER 4: INDIA'S HEALTHE CARE PROGRAN

In chapter four, I digcuss in wmore detsil the problems of
the Indian Frimary Health Care system. I identify tha falss
premises oh which it iz baged, concerning rural life, espeaiaily
ag thezse relate to women. In sffecit, the government gives =
uniform, Egalitariaﬁ gygtem of osre, which ultimately cannot
veach large numbers of people needing diffsrent forms of care.

India’'s network of health extensicn woarkers could be much
more sffectively utilized, if the unique advantages of that
netvork weres better understocod. Anthroapelogists counld identif?
in what capacities local comwunitiss would most enthusiasticsally
receive thesge workers, and how they might betiter smerve thoge
oommunities. Exten=ion workers should be taken more sericusly,
bettsr trained, better supervised., and no longsry thought of a=
"gupplementary™ to the PEC system. In many cases ithey represegt
the sxtent of any healih care available 4o rural women.
Anthropologigte could z2lac serve to identify which ipdividuals
would be most acceptakls to which faoctionz of locgal communities,
Sooial "status” in rural Indis i= very compled, and changes
socording to sooial circumstances. Therefore, hesalth programs
should not be structured (noy should sxtension workers be chosen)
on the basiz of assumptions about individual statu=. It is=
arucizsl, rather, to have communitiss chooze worksry candidates. In

addition, wmore women must be trained as extension vworkers.

CEAFPTER 5: TRADITIONAL AND WESTERN MEDICINE: MAKING CHOICES
Chapter five sxaminez how choices are made belwssn

traditiconal and Wesiern medical gptions. I present some



migconceptions sbout what "fraditionzl" medicine iz in rursl
Indiz, and moint out that it i= in fact made up of many diffesrent
traditions. I argus that past social science literaturs has
often presented an image of 38 genevic “ingider” point of viev,
and that no individual shares such 3 view with svery other rural
inhakitant. It ig vital to work within the contexts of
partisular cowmmunities, village factions and groups, families,
and individuzles.

I arguz that pecple are practical, that they will chooze
health care which liig readily avsilable to them, and 2) most
completely fulfills tﬁeir gxpectations for treatment. Therefore,
it is important to understand and tak¥s into account the
sxpectaticneg people have, theiry goals for treatment, how they
have dizgnosed their problem and thereby chosen a3 practitioner,
and what their criteria for zudging 2 practitioner are.

I then address soms thecoretical considerstions, concerning
the distinoction between the "body” and the “wind~, moral
aggcciationg with illness, causal modelz, self-diagnosis. and

differential significance attributed to illness.

CHAPTER &£: CONCLUSION

In the final chapter, I reiterate the role of the
anthropologist in public health programs. I warn =sagainst the
manipulation of people through the knuwleﬁge gained by
anthropological ressarch, smphasizing that the "native’s point of
view™ in guestion wmust include not just diffsrence= in caussal

theory or medical techniguss, It must, rather, include what is



the superience of living in 3 given communiily, with a particular
#coisl and soonomic stztus, a2 given list of health problems, and
& specific cultursl context frow which to view all of tho=ze
factors, What doss it mean to have 2 specific ilinesz thers,
what are the pressures to be facsd, and how doss it alter cne's
life and the 1ife of the community? What, in fact, do thoss
people dezire in the vway of improvement?

Past anthropological analysis of how illness and healing
function in "traditional culture=", have besen motivatsd by the
degire to obgserve and analyze. not to change. They represent a
gquest for thecretical knowledge, and do not attsmpt to be
"applicable” in the sense I advocate in this paper. Therefore,
their ethnographies and analyses depict cultures operating in a
political and sogic-sconomic vacuum.  Ilinsssz and héaling in
thoss societies, those anthropologists =ay, play vital roles in
purging socisl unrest and reinforcing ideclogical sitructures. I
argus, however, that the illneas those anthropologists are
descoribing is not caused by mass poverty, class oppression, or
politicsl manipulation snd di=scoriwmination. In actual,
contemporary rural Indiz, disease and poor health do less to
rejuvenats a8nd unify communitiss than to thresten and dr=in themnm,

phyvaically, mentally. and emctionally.

After deaades of defending its purely scadewmic legitimady,
it iz now time for anthropology to prove its practical worih.
snthropologists muzst scoept the responsibility of applying theory

to real life. They must provide assigt, however they can, people



P

from different cultures understanding and helping each other to

gurvive and lead hsppier livsas.
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Chaptsr 1: IHTRODUCTICGH

In thi=z paper, I argus that public health in rural India
denends on ths ﬁultural and socio-sconomic foroes shaping looal
behavicr, including respongsgs to health igsuess. In addition, I
suggest that women’'s rolsz in rural aressz ares clogely connected
{or can be) to the h=alth of their families, their communitiss,
and thesmsslves. I al=sc argus that heslth planrers in the past
have emphasized female roles in family health care and largely
neglected the health of rural wvomen themselives. I then
demonstrates that an anthropological perspsctive on the
relationship between culture and the wmotivations and perceptions
of rural inhabitants iz essential for gaining a thorough
understanding of Indian rural heslth. Fabrega (1972) defined ihe
igsve thi=s way: *...a wmedical anthropology inguiry will be
defined as one that a) slucidates the factors, mechanismsa, a2nd
progessses that play a role or influsnce the way in vwhich
individuals and groups ars affscted by and respond to illnesz and
digeasge and b)) sxamines these problewms with an emphasis on

patterng of behavior.” {(cited by Chaudhuri, 1S8& p3)

RESEARCH PROBLEKS

Eegearch waterizls on this topic were difficult to come by,
illustrating the lack of adeguate investigation which has bheen
done in the area. I am not zlone in this probiewm.  Chaudhurid
zleg writes that in a listing of works on the sociclogy of

wmedicine containing &Z2 enitries. only 4 or 5 werese studies dons On



Indis, {Ibid., p4: Host of the literature gpecifically
congerned with India was written by social scientists, and
conzigte o2f accoounits of sfforts to introduce new techinclogies
into rural areas, complaints about insufficient numbsrs of
Wegtern-style (alimpathiﬁ} personnel svailsble to these aresas,.
and zomsewhat shaky explanations of why rural pecples won'it accept
neyw family planning methods.  The isplication in much of this
literature iz that rurzal heslth problems sre s3ll dus to the
"irrztional” aon-cooperation of the populace, thelir soeming
refuzal to sesk out wmedical help or to adopt new methods of
carrying out their daily work. Relatedly, writing= on women's
health, with a few worthy sxcosptions, tend to foous on
reproduction and child care. They are generally frustrated
descriptions of women's "non-compliancsT concerning birth
contral. In sifting threough these various arguments, I found
that what seemed tc be important informstion asbout rurzl behavios
patterns and motives regarding health care was often broad
generzlizration based on well-wmeaning but highly inacourate
asgunption2 and premises.

It dis virtuslly impossible to generalize, with any acocuracy,
about India. Itg landscape and climaile range from parched
degert, %o lush Jungles, to frozen mountazins. The variety of
peopls and cultures found across Indis is extremely diverse. It
hag pevhapg the mozt diversified population of any country. To
be & Hindu is %o belong to any one of literally hundreds of
different =zecte of Hinduism. Loosl cultures conirast sharply
from village to village, affecting ithe way religicn is practiced.

The zsame ig truse for Islawmic, Buddhist, and Christian

13
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communities. There ars vast differesnces between “tribes® within
tribel Indis, and the regt of India ig divided along caste and
clazgs lines, which may determine almost svery aspect of one's
gocizl and professional life. This wvaristy of oulitural norms
will, of courass, shape heslth problewms and responses in
particular wavs. It iz then iwmportant not only to identify
localized problsme and complicsticonz which vary from place to
place, but alss to analvze losal "successem and advantages. For
example, the New York Times reported recently that the state of

Kerela has an annual birth rates of 23 per 1000, vhile the all-

CIndia rate iz 33 per 1400, (Hew York Times, 1/2%/82) That =same

article {appropriately =ntitled *Where Birth Ratesg are Hept Down
and Wowmen are Not~)! pointed out that women's health in Keresla is
far better than elsewhere in India, although it is one of the
poorer states. "Kerela iz the only state in India in whidh WOmSn
outnumber men, apparently because women in Kerela are heslthisy
and eat hetter...” {(Ibid.}! &l=c, "ithe literacy rate for women
here is...nearly three times thes nationsl rate”™ and ~perhaps most
impressively, the averags age of wmarriage for wvomen is 22 yesars,
compared with a little more than 18 nationwide. ™ (Ibid.}

YWomen in Kersla szeem to live beitter than women in some other
parits of Indiz. Why? Hov has it happened? The Hew York Times
article suggests a connecticn to the “legacy of sducstion bhrought
by Christian miggionaries and the unusuzally high numbers of j0b
opportunitiss for women™, a3z well as Kerelz’sz "influsntial
Communist Party™ and "heavily Christian state”, both of which

"have been oited as factors in the =2tate’s heavy spending on

i4
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health and socisal programs. ™ {Ihid, ) Eeresla is= not & perfect
stats, but the differences betwsen KHerelz’'= supsrience and that
of other statss should hg analyzed carefully in sesrch of
pogitive elements which could be modified and épplied to other
areas. The Times =Zays that "In 2 country where women are
generally lesz well off than wen in terms of health, education
and family gtatu=s., Herela iz cited by feminists as an example of
how improving the guality of women's lives can yvield far-resching
regults. © {(Ibid.}

It seems logical, then, that an anthropological examination

of both a gensral and a particularistic naturs wmight both

alleviate zome faulty preconcepiions and allow more effecitive
hezlth planning for gspecific rural people. Although certsin
general wmedisal problems exist agross rural India, particular
areasg experience distinctive problems, which must be understood
before sffective medical planning and health care can be
implemented. This paper repregents 3 starting point for such an
investigation, calling for small scsle anthropological studies of
inpdividual areas, in order to discern the coritical influenos of

gcultural factors on loocsl heslth cars.

HMORTALITY RATEE

In degiding how to conduct wmy resezrych, I first tried to
focus on particular dizgessss which were the “worat™ killers in
India. I looked for mortslity breakdownz by caugse of death for
Indiz, but had grest difficulty in finding any up to date
gtatistice. Comments in somes statistical sources pointed to

difficultiesz in obtaining any accurate reports of cause of death
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in Indiz, bescsuse of:

-Lack of encugh gualified individuasls to report on deaths
officizlly {(Galitonds, in Boss =t 21, 1982 pi7di;

-Inzooegsability to wuch of the rurasl population (Ibid, ):

-Conflicting conceptualizations of illnesz types among
ilzvpersons; and

-Social pressures dictating what people felt were
racoeptable” causss to report.

Ligtz of caugess of desth zlsc may not indieczte which
chronic health problems are suffersd by vast nuwmbera of the
living. Heasuring health by moritality rates also gives rise fo
specialized, distinct intervention programa, such azs2 those s=t up
to fight zZolely against leprosy, malaria; or cholera. These
foous mainly on the pathologies of specific disesses, rather than
on the human conditions which alleow illness to flourish. The
exigtencs of rcures” for many of these diseases, consideresed
againet their persistence among thousands of victims attests to
the presenos of very significant "non-medical” foroes at work.

¥hat is needed, then, iz a ghift of enphasiz avay Ifrom mere
patholagies and listz of bioclogically disgtinct illinessss. Health
muzt be viewed ag an intsgrated issue. and the responses to hsalth
problemz must bhe an integrated response. {HoEven in Tayvlior, 1983
p80: In other words, heslih problems must not be classifisd by
the technical "disciplinss™ they relats to, but should bs thought
of in terms of the human factorg which collude to induce certain
types of illness. Health programs should be organized scocording
to which responses can best be carried ocut itogether and thsreby

most sfifectively. And they must recognize that while "dissase”



iz =& wechanicsl problem, poor health and illness are human
probhlems. {Ses Appendizx 2, pS94:

An anthropological perspective ig orucizal in recognizing that
such separate cultural factors azg caste, olass, cocupation,
wvealth, locslity. and the implications of gender, eic. play very
strong rolss in determining individual behavior, and aliso
interact in cowplex and crucisl ways vwith one ancther.

For example, asnti-walarial campaigne have included the
gpraving of DDT in houseshold compounds o eliminate mosguito
bresding grdfunds. Hovewver, some communities have very strong
ideaz conoerning vho may have acosss to these compounds=, and
when. This acoess variss with the caste and class of the
housshold menbers, and their respective ideasz do not always
conour with theoge of the anti-malarial workers, "They uzsed to be
considerate to ugme, and take into account that we Pirzade womsn
live in purdah. For several ysare they used to send guite young
bove to each house to spray DDLT. That was good for us. But last
yeay, they zent an adult man - and of course we couldn’t let him
in asz none of our wen were at home., That iz very cruel of the
government., Do they want us 21l to catch malariat™  {(Informant
cited in Jeffery, 1975, pl0&)

In thiz ex=smple, the governwment has failed to respect the
cultural norwms of the local peosple. The Pirrzade inhabitants view
the situation very differently frowm the anti-wmalarial planners.
They feel that they have been denied anti-mslarial protection
gince they are unable to adwit the workers to their compounds.

An anthrovologist might have been able to foresese this conflicti,

and suggest that sither youngesr workersz be gent, or elze that

17



adult workers make their vigits at houre vhen Pirzade men would
be at home. It iz thus clear that dissase control and health
programng represent much more than the solution of technical
problems,  The gultural factor is ubiguitous.

Sometimeg the choices pecple must make are even morse bhagic
to their survival., R. Degovwiilz describes a2 gitustion in 2
villasge on the Bangladesh border, where inhabitants were
guifering from malaria: *Malaria control was an almost
ridiculausly-simpie matter of clesring away the vegetation...The
malaria-contral people were happy...but ths local population
orotested vehementiy. ... It turned out that the vegetation was not
2 m=an weed, but 3 caresfully nuritured water lettuce, =3 =staple of
the local diet and one of the towngpesople’z f2v markestable crops.

The villagers, balspoed precariouzly betwveen grinding poverty and

malaris-induced debkility, had po recourge put to opt for the

watery lettuce, [(Emphssis minel"” {(Dszowitz, 1981 plsl

INEIDER VS. OQUTSIDER

Communication betwsen rural psople and public health workers
should keepo nmisunderstandings and differsnces of priorvities such
az the =sxample above. t92 a2 miniwum. Joint community and healtih
yorker efforts should be made to keep evervone's priocrities and
perceptiong clear, eansuring that the "insider~ and “outsider”
positions are egqually understood, S0 &2 to render them
oooperative, rather than mutuslly euxclusive. Here the
anthropologist s role may be transformed into that of

interpreter. helping each “gide” to understand the viswpoint of

&



SN

the othsr. The anthropologist in this role may be very
important, ag this kind of communicstion is often difficult
without such a mediztor. As Duy Stewart argues, at worst the
idesas and opinions of community members are geen by health
officisls "as chstatlss to be ogvercome yather than factors that
might transforwm the planning, design, application, and evaluation
of & program. ™ Alternately, Stewart states, the community is=
“goopied” into the program "“through invitation of those views
supportive to the professzional plan. Thus communiiiss cften have
a2 nominal vathesr than substantive and infugive representation.”
{Stevart, in Tulchin, 1986 p&0Y It i=s crucial that communities

inde=ed have that substantive and infusive rols.

COMCEPTUALIZATIONS OF ILLNESE AND CARE

Hedical anthrdpmlagists have been fascinatesed by the
different body concepts and cause-sffect belief sysitems which
different peoples have. Often patients do not hold the sawme
wmodel in their minds as doctors and health workers do,  This i=
trus egpecislly vwhen doctorz and health vorkers come from
cultural settings different from thogse of their patientz. The
bagic points of conflict generzlly conosrn:

1. ¥ho i= 1ill: =zome pecple "experiences s "illness’
gonditions which otherz regard mersly asz "problems of living’”.
{Engel, 1977 pl33) For exawmple, Desowitz reporie that "To the
gitizens of Rangoon {capital oity of Burmal...formed feces are
zbnormal. The disrrheal norm is accepted, for. after sll, one
hardly realizes one iz i1l if one iz never well. " (Desovitz, 1981

2ls
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2. WYhat is z sywpiom: "For patients...the difficultiez in
living...are usually viewed as constituting the entire disordsr.
Conversely, dooctors often disregeard these problemz because thsy
look upon the disease as the disorder. Boéth views are
insufficient. » {(Kleinwman, 1379 p2IZ2):

3, What iz the classification oriteria for illness: In
other wordszs, differsnt spegialists will look for various gigns of
illnesz, ask guestions, and probably classgify a gsingle condition
in a2 variety of different ways, according to ftheir ares of
gxperti=se, Patients will do a similayr clzszification, which wmay
or may not coincide with that of the particular spegizalist they
are gesing: and

4., VWhat is the model of cause and effect in operation?
Explanationsg of illness need not always contradict each other.
ften éymptams arz attributed to a physiclogical “causge*, but the
whole condition is said to have been brought about by spirits or
other supernatural foroces.  Theresfors, once the spiritusl force
has bespn appeased or gent away, then the Western-style treatment
ig abkle to begin healing the bodily damage which the spirit has
CRUES, {Welsch in Romanucooi and Reosesi, 13983 p4D) VWelsch ohserved
this among rural dwellerzg in New Duinsa: "There was...z clear
distinction between trestmentz that dealt directly with the
agents causing a= illnss= and thoss that helped regstore normal
hodily iuncticﬂa;" {(Thid. )

Many writerz have pointed to this distinction between
"digeage”. m=aning the physical pathology of the body, and

"iilinegs”, which represents the individuzl and socizl experience
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af "bpeing sickT. {Lewisz in RBomanucooi and Rossi, 1383) They
sugge=i that allopathic dooctors gensrally only dezal with the

former, while the patisnt sesks help for the latier as well.

GOALE OF ANTHROPOLOGICAL RESEARCH IN HEALTH

Without an understanding between patients and praciiticaners
concerning these points, effective trestment iz difficult. As
George Fostsr euplains, wmedical anthropologists have besn hired
in the past by public health organizations "to lezrn those things
about health beliefz and practices of the pedsples that snabls
healith care providers to convinos thewm of the superiority of
modern medicine over their traditionzal therapies.~ Trying to
"convinoe” people to abandon their ideclogies is 2n unrealistic
and inappropriste way to approach heslth problems., Foster savs
that heslth organizations are beginning to undersgtand this fact,
and that "Today the goals of intsrnational healih programs are
more realiztic, namely to determine and develop appropriate forms
of health oare that will meet the diverse needs and expeciations
of the vorld's peoples.” (Fogter, 1982 2189 Anthropologists
zhould be instrumental in identifving what those nezeds,
expectation=, and percepiionsg are.

For sxampls, ths Wi=zers (1973} cbhssrved that in the village
they worked in, unsanitary and "casuzl" methods weres used in
delivering habiez. Thiszg iz trus of many rural villagez, and
sfforts to “teach” new methods have heen morese sffective in some
sreasz than in others. In the Wisers' village, however, ~“This,
with ®11 the neglecit wvhich follows" is not due to "ignorance”.

noy ism the child unwanitsed., Rather, it is done purposefully in

[
[



hopsg that the birth will thereby go unnoticed by any malevolent
spirit= or the 2vil sve. {(Wizser and Wiser, 1273 p73) Ths issue
for anthropologiste and health worksyrs is then not hovw to
gonvinees thegs pecople there are no evil spirits to fear, but
rather to find ways in vhich more sanitary methods of birthing
oan e used without beling conspicucus to any such sSpirits.

Another sxample conterng an =ffort to distribute black
ferrous sulfur tabletes to pregnant vomen in southern India. The
underlving pergeptiocon thesge women had of all hard tablets wvas
that they appropriatesd the bhody space holding the fetus, zand also
interfered with digestion. {Hichtey and MNichter, 1923 p247)
Rather than {trying to "oonvinoce® thesg women that the pills would
do nzither of thosge things, the more rezlisiic spproach was
simply to ocffsr the =sulfur in an alternstive liguid or powdsr
form.

Thus, heslth care reguires more than technological advances
and "oonvinodngT srguments.  Bince =ocial, cultural,
pEvoehologicsel, and economic factors continuously affect every
dimension of rural health, an anthropelogical perapsctive i=
egzential. It can provide grest insight dinto the interplay of
human factorz shaping and constraining thes physical well-bhseing of
rural peEopla.

Examnples of gimnilar congiraint=s on health carvre illustrzte
the levels of complexity of thisz problem, For instancs, many
cholera victims go unitreated becauvse victims® families zes that
cholera virtually azlivayvs wseans death, and to transport 3 victim

all the way to a distant hezlih center {(and then have to
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transport the body 211 the way back! is fsr more trouble than it
ig worth. Thus, the sprsad of cholera., which is z2n infectious
dizsage, can go unchschkad.

Y=t another sxampls concerns leprosy. Although thse
dissage can be arrested, its phy=ical and ewotionzal damage i=s
generally irrsversible. Families know that if reported,
leprosy victims will be removed from their homes, to receive
treatment in a location isoclated from them. They do not want the
geparation of that family wmewber, nor do they wish to invite the
vicious social stigma which leprosy —an bring to the family of
any victim. Thersfors, many Gasses are naé reported until the
digease has progressed =0 L3y that it can no longer be hidden
from the community. At that point several other family members

have probably been infectesd.

FOVERTY

The largest common faotor in 211 health problems in rural
India is poverty. It complicates and compounds svervithing elses,
and gtands asg an obstacle for all typse of zolutions. The 1978
censgue found that 774 of Indisa's population was living in rural
areag, and 40¥ of that rural population was living bslow ths
poverty line. Efficorts io improve public healih through betisy
ganitaiion:, nutrition, domestic agriculture, or any other means
undertaken thus far have besen relatively helpless in the face of
such poverty, This iz sspecially manifest in the casze of
malnutrition, which is2 & cause of, or 3 complicating factor for,
virtuzally every oiher healih problewm in rural India.

Rurzl India’s healih problems zre not wmerely technological
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onez, They reflect sconomic and culivral circumstancesg which
migt be recognized and understood,.  Anthropologists should take a
leading role in the =sort of investigation neesded for such
gengitive understanding. Specific factore effecting diffsrent
groups of rural inhabitantz must be identified. A= =2 prime
sxanple, the health needs of rursl women, have besn misunderstood
by health slanners in the paszt, and attewmpis to improve theirs
health situations have not besn degigned to fit effectively into
their lives. I will develop thiz avrgument further in the

chapterg that follow.
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Chapter 2: WOMEM AND HEALTH
The main health problems for Indisn women have been defined

and ranked by K. Gulhati =5 follows:

[ ad

High maternsl and infant martality

B

. HMatsrnal morbidity
2. Lower life expectancy
4, Hental discrders
2. High suicide rate
5. HMalnutrition
{Fulhati, in Blair, 1981 p8Z}

There ars geveral difficultiss with thisg list. First, it i=
not entirely meaningful to zay that the thrse worst health
problems are high mortzslity and morbidity rates, and low life
expsciancy. These do not identify any of the ressons for pooy
health, and thesy sre not helpful at all in conceptualizing what
needs improvement. Gulhati’= chzervasticons are correct, howsver,
in that Indian women's death rates sre congistently higher than
men'® 2t all ages wntil 30. And the males/fewale ratio in India
iz groving sach year, though it varies regionally. (Murthy., p78,
and Coyazi, p2, in Blaiy, 1921 It is iﬁteresting that the
firset two problemz on the list use the terwm "matsrnal~. Why are
the tap twvo health prcbléms listed ag ocourring among mothsrs?
Soms possEible aneEvers ared

1. Becauss wvomen’'s healih iz often eguated with meternal
health;

2. Begauge mothers in rural India are acitively "maternal” fov
a large percentage of their lives, and can therefors bs
referred to and labelled as "maternsl- for much of their
lives:

Z. Beozuse the stresgses of motherhood for thesese women are



snormous, and psrhapes adverssly affegt the largest numbser
of them:

4., Beoruse motherhood, az it exists for rural Indian women,

exacerbates 211 other heslth problems for thenm,

To 2laborate on thiz last point, maternal stressses sre
acting a8 catalysts for other problems, and thoses nesd to be
identified zeparately (i.=, overwork, malnutrition, infection,
eto, ! It iz the combination of thess factors which overcomes
women, and makes finding short term socluticons very difficult.

In many discussions of the wvork and conditions of rural
women's lives, it iz difficult to separate out vhat ie
gpecifically "maternsl”, and what isg just "domestic”. Women's
liveg are certainly complicated by children, but they are aliresady
heavily burdened even without the dutiez gpecifically invoalved
with childoare, What rural women do, and their health, should

not be sguasted with their reoles a=z mothers,

Ancther interesting point in the above list of health
problems i2 that it lump=s together maternal and infant moriality
as Indian vomen's top health problem. This implies confusion of
"women's health” with "“mother’s= performance”. Ceriainly a
mothey s health has an impact on that of her ghildren, but the
reverse sffect geewms difficult fto identify., (The only suck
relationghip I ocan find is= that women will have more children if
they believe that several of them will die sariy in iifs, and
numerous pregrancieg are hard on the mother’s heslih. )

Malnutrition ranksz #ixth on the list, the lowsst in
imporiznoes.  But in fact malnutrition iz a contributing force to

all of ths other hezlth problems in rurzl Indiz, including those
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sbove it on Bulhati‘s list., Lack of adegquate or appropriate
nourishment makes overwork, infection, and disease even more
difficult and debilitating. Relatedly, Bisvars et al writs "...a3
aloze relationship exists belween malnutrition on the one hand
and timing and spacing of pregnancies on the other.~ {(Cited by

Suskind in Breene, 1577 pl5}

A= for the psEychological and emotional state of poor women
in rural India., as well as the suicide rate, thers iz almost oo
material f£rom which to dravw any meaningful discussion or
concluzion. Thesge are important arsas of investigation, and it
iz unfortunate that 2o Ilittls related work has been dones.not one
I mare to simply speculate about here. Thers iz alwost no
material on this topic from which to draw any meaningful
dizoussion or conclusion.

The real factorse responsible for poor health among rural
women are many, and nesd long terw attention. Education and
literacy rateaz, differentizl scoess te medical attention.
financial stability, and ococcupation and scocial status all
direﬁtlf and profoundly affect the state of wowmen’s health.

These are what truly need attenticon Irom those working ito improve
the hzzalth situastion. In the meantime, I argues, India’= rural
hezalth systenw of Primary Heslth Csre (PHC) nesds to be rethought,
to change and improve how it relates to women. The FPHC =zystenm
must =top relsgaeting the issue of women’s heslth to Maternal and
Child Heslth care {(HOHY, Because MCH facilities and perzonnsl
are gpecifically geaved toward "maternzsl-c and child care

problems, they are inadeguately prepared and eguipped to provide



for the £full rangs of wvomen’'s healih needs. This care must take
into acoount vomen’sz domestic congtraints and wmaternal
comnplicztions., But it must also recognizs that women'sz health
proklems are more numeryous and complex than just those affescting
infant=z, and zare in fact =2 part of the larger picture of gensral
rural health.

Restructuring of the Indian he=lth care gystewm for rural
er=ag vould present an important challiesnge for anthropologists,
to identify the real, underlyving factors responsible for
perzigtent heslth problems, snd to help find ways of solving
thoge problems in waye scoepisble to and appropriate for

individual communities affscted,

NUTRITIOH

*Internaticnally, malnutrition prokably remains the most
important causzge of ill hezlth. .. ™ (McKeown, 1978 p&S}

It iz genersally acknowledged that many rural women
are malnourished. Yet often nutritional programsa "for women”
foous on the impact of mothers’ nuirition on that of their
- ghildren., {(Sanchez, in Blair, 1981 plily Thu=s, women‘s own
nutriticonal needs and status are upstaged. But a2 careful
analyziz of what effects the combinstionz of their gender,
marital status=, caste and oocupation, sto. have on their
nutrition, would reveal 3 wide variely of variables which nes=sd to
e identified and acknowledged. An anthropologicsl look at
particular areas and communitie= in guestion, would allow for
more gpecific understanding, z2nd avoid brosd generalizations.

Some sxamples of thess types of variables might be:



i, Wives often sat last., & national survey found thst in
48, 533% of familiss intsrviewed, men eat first and women

egt the leftoversa., VWhen food iz scarce, they sre hit
first and hardest {(Coyaai, in Blair, 1981 p3);
2. HMen in a housshold often get the "hestr”, most nutritious
foodg. Often womeh of 2 household are vegstarian while

the men are not  (Katona-Apts, in Raphasl, 1975 pdé);

3. Eoms women fast (for religious reasons) morvre oftsn than
their male counterparts {(Ibid. ):

4. Homen way be fed particulsrly poorly after childbirth and
during menstruation (Ibid. ¥

=. Some communities hold that substantizal foodz are had for
gxpectant mothers and their unborn infanits (Ibkid. §;

&, Pregnaincy and lactation reguire extra calories:
7. Some wvomen nurse into their next pregoancy {(Ibid. )

£, VWidows often sat only onoe a day, conauming "light
foods™ (Ibid. ¥

9. Getting water and fuel. pounding grain, etec. reguire
extra calorie=s; and

18, Infectiouzm (parasitic) dissases can "steal” up to 1/3 of
the total calories actually eaten,

Anewmia is a3 good sxample of 2 special npuitritional
‘deficisncy among women. It i= con=sidered to be =2 HCH problem,
becauss it sspecially afifects mothers. In fact, anemiz acoounts
for one-sixth of all HCH death=s. {(REawalingeswami, in Blair 1981
&7 However, it is really caussed by a combination of basic
malonutrition, overvork, and various other factors, fatally
exaggerated hy the extra strain of pregnancy.

Anthropologists ought to study the belief systems
underlying the food habits of rural women, especially those

conoerning pregnancy and the post parium pericd, These studies,



howvever, should be local and not generalizing. ‘Peltc and Pelio
(1283 did such a sztudy in Tamilpadu, and observed that ~...the
ligtz of avoided foods varied, and mo2t individuals did not avoid
the full list., The regults from this survey...suggest something
of the interpretation that may occcocur concerning the applicability
of uvsuslly held proscripitive principles. ™ (Pelto and Pelto, 1983
El81) Clearly it is iwmportant to study which pariicular
interpretations acve mads by the womsen of any local community
undey 2 health care program.

The Indian Primary Hezlth Care System is structured on the
nremiss that motherz are the moset active foroe in the health care
of children. VWomen ars generally responsible for their familissz’
nuiritionsal needs, and are often the basic food grovers and
providers. The PHC system az well zs= independent nutritional
programs have foocused on teaching rursl women the basic elements
of "nutriticon®, for thely families and children. Unfortunaitely,
the problem iz not that simple. Hotherz have limited resources,
including time and energy. as well as a shortage of food or money
to provide meals for their families. Their knowledge of
nutrition is chvicusly orucial. But in sxposing them to
alternative ways to fesd their fawilies, healih workers nmust be
gure their advice iz practical. Huitritional supplements sre
cften expengive, or logistically diffioult to scguire; suggested
prepavation methode are often tiwe consuming, laborious, and
sometimes simply unappealing: and new itechnologies somstimes
prove impractical or disruptive to the overszsll systems and
routinegs of work. It i2 not that these women are not motivated

ta be sffsctive mothers and wives, and often may themsslves feel
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that their results are lessz than satisfving., Moreover, they may
fesl their performance is being Judged s& "bhad” by the healih
workers., But they may =simply not have any rvealistic options.
Fublic hezlth sfforts ares perhaps justiified in centering
nutritional programse on women, bul they should foous on
relieving, rather than adding to thesir loads. {Briscos in
Tulchin, 1986 pll3)y And they must alvays be conscious of not
inginuating "poor performance” by mothers.

It is true for everyone in these communities, not just
womsn, that malnutrition is a complicating factor in &311 other
heaith problems. It is wvery wmuch underestimated because the
additional illnesses are perhaps guicker to kill victimes, and
thus sre mores ezxsily identifiable ms the cause of death. For
sxample, the mortality statistiocs indicats thsat infactinusland
pavasitic dissases constitute the leading cauge of death in
India. rspresenting almost 20¥ of Indiz's total deaths in 1954,
{Bose, 1582 plo3) VWhy are there such high morbidiity rates for
infectiocus dissases?’ Lducation and ssnitation are imporiant
factors, but ancther large element iz that the majority of
victimzs zimply don’t have encugh calories to fend off these
illnesses. Thiz is a cirvrcle: "...the malaourished child is
gugcsptible to infections that ocour secondary to a depression of
geveral host defenses. Onoe infected, the nutriticnal giatus
further deteriocrates, and he bocomes even mors susceptible to
gecondary infecticn.” {(Suskind in Greene, 1977 plil) HcReown
elaborates, sxplaining that "Malnourished people contract

infectionz more ocften than those who are well fed and they suffer
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more when lhey become infeoted., Acoording to a recent ¥World
Health Organization report on nutrition in developing counitries,
the bhest vacoine againsgt common infecticus diseases i=s an
adegustes diet.” {HoEeown, 1978 pb4d}

{Sze Appendixz 8, pld3}

CURES: ECONOMIC AND CULTURAL

The biggesit obstacle to 2olving nutritional problems seens
to b2 that they are atitributed to only certain of their multipie
gauges. Foverty is the largest one, and must be relieved. But
until that idesal solutien i=2 schisved, the wavs in which exdi=sting
regources are disgtributed and handled within households and
communitiss ip circumstances of such poverty, must be given full
attention. 4An anthropologist investigsting hovw nutrition i=
conceived of and desli with in particular areas {(rather than just
working out egtimated caloric intake! could certainly shed sone
light on hovw bhegt to aspprosch the improvement of programming.
"It ig sowstimes forgotitsn by nuitritionistz...that man does not
think of hiz food in terms of calories and nutrients...It iz the
gonvention of the socoiety which décides what is food and what is
not food, and what kind of food zhall be =aten and on what
oozasions. .. A better knowledge of the social aspscis of eating i=s
therefors of great imporitance to understand the nutritionsl
atatuz of a group of people.” {Hartog and Johnson in Pitd, 1976

p100)

YICTIH BLAMIEG

Statementsz =zuch as "Religious taboos such az the Hindu
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prohibition of beef consmumpition in Indis have greatly afiscted
efforts to improve the nuitritionzl status of the population”
{Buskind in Greesens, 1977 pl3! zres of little uss or meaning.

It impliez a stubborn refusal to cooperste with health
improvement programs. Tt dossz not consider that if those
programe offersed only besef a3z 3 protein source, they sfifectively
presented the recipients with an uvuitiwmatum: BEither remain
protein deficient, or break a2 cardinzl rule of the religion which
gtructurses your entire life and shapse hov you perceive the
universs, by sating mezit. The statement essenitially blames
mazlnputrition on its viciims.

Thiz type of victim-hlaming is =ubtle and difficult to
detsct., The ideclogy iz gympathetic to the poor, and holds that
they are ~“victime" of cultursl and snvironmental foross which
have made them victims of poor health. This= argument iz opposed
to more overtly racist theories about gspetic inferiority and
social Darwiniswm, and declarez that it is=n't the victims’ fa2ult
they are "igneorant” or otherwiss "unable™ 14 maintain good
health. It is the faull of poverty. Yei notice that the foous
iz still on what is "“wrong” or “dy2functional” zbout thes victims,
Wnile it isn’'t their fzult, the cause of the problem is still
found in the wvioctim. In & brilliant analyezi=z of this phenomenon
in social scienge literazture concerning the United States, W.
Rvan obzsrves that "The miserable health care of the poor is
sxplained avay on the ground that the victim has poor motivation
and lacks health information.” While it isn’t hi= fault he lacks

moetivation and informstion, it iz 2till an insdegusacy on his part



which is zeen az the root of the oroblem, ... Heanwhile, the gro=ss
insguities of our wedical care delivery ovetems are left

unchanged. 4z we might esxpecit, the logicsl oulocome of anslyzing
#ocizal problsms in terms of the deficiencies of the victim is thse
development of programs zimed at correcting these defigiencies.

The formuls for action bhecomes extracordinarily simple: change the
victim, ” (REyan in Vogeler and De Souza, 1980 ppllli-113}

An sxample of more succsssful cultursl undsretanding and
compromise is offered by Jameg MoEven in The Hasrangwal
Experiment. He degscribes researchers’ experience of finding that
the pecple of the community under study normally oalled in s
gpecial diviner when & child showed signs of wﬁat Western
medicine calls marasmus. The diviner would declzre whether or
not the child had S0EBA ("drying up~i., which was believed to have
a2 supsrnatural cause. If the child had S0EHA, it was considered
doomed, and efforts to revive it wesre abandoned zs hopeless,

When regearcherz wers a2kle to revive such children, vight in
their own howmes, those villagers lozt thes zsnse sf fatalism which
had formerly surryrcunded marvasmus, and were ezager to lezrn the
more successful methods of revival, (MocEven in Taylor, 19833

The key iz that the villagers were not asked to accept =21l of
Dio-medical theory or illnsss. They simply observed that =
particular ¥Western treaiment vas effective sgainst the physical
agpects of B0KBA, yet were =itill able Lfo appease or remove the
regponsible spirit in order for the rehydraition to work on the
zhild’s bhody. And the treatment itgelf was not ocffensive or

inappropriate for thewm 1o use within theiy culitursl sstting.



OTHER VARIAELES: BEHDEER

Hutritional programzE have also been known to =simply feed the
wrong ohildren.  Again, in these cazegs, an anthropologiosl
investigation might have shown that high- ve. lov-caste
distincticonzs deterwine which children enjoy pricrity in fesding,
and who oould afford to come to vhere food was being distributed
by the program. {Ibid.? This isgsuse algo involves the gendsr
varizble. Male children, often recgeive deferential allocation of
Ffood, In fact, in the Morinda study {Levinson, 1972}, =2 vas
found to be the single mosit gignificant variable for nutritional
status. {ozited in Hiller, 1981 ppsé:

“Permanent patterns of differential consumption, whether
formalized into taboo2 or practiced from habitu=l expectation,
oan certainly have significant congseguences. As an expression of
power relationghips, differential access to food chasracterizss
many sogistiss - frowm differences in oclass and casgte to
differences betveen men and women of betwsen adulis and
children. - {Felto and Pelita in BRowanucocci and Rogsi, 1983 pl92)
{Ses pZ% ithis paper:

Calorio disoriwminstion between girls and hove iz more
commenly practiced ian Hovithern India than in the Scuthk, and
ethnographic reports concur that the bhirthes of girls are mors
often welcomed in thes Scuth than in the Horth, where they ars
oiten congidered a2 profound dissppointment. {Ibid., pS7}

Weanling diarrhea, 3 condiiticon resulting from inappropriate
foode in the fransiticn period from nursing to #colid food, iz =

lezding czuss of death in the northern state of Punzab., In a
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village cited in B, HMiller's The Endsngesred Ssix, 7 males childrsn

az opposed to 18 femals children died of the illness. {(Hiller,
1281 pfEY The desath rates in the Punjab in 1965 wers 168.4 per
1,000 femalesz under 1 year old ve, 144.56 for malesm, and 103.8 per
1.000 females under 2 years of lifese ve. 4£5:7 for males. (Ibid.)
Here boye than girls make it to hogpitsls, the yatio being 2 ov
mpre hoye per ong giril in the Horth, and 1-2 boys per 1 girl in
the South., {Ibid.. plod)

There iz in fact rezl oconocesrn for the distortion of the
male-female ratio in the rural Hoxth, Clearly there are multiple
foroes at worlk, and the wavys in vhich they compound one ancther
ar=s important and complicated. Class, casgte, gender, and many
other wvariables are involved., For sxzawmple, the mals-Ifsmale
ratic awmong upper class Horthern farming femiliez who own land is
high, while people of the Scuth with no land of their own have a2
"normzl” ratic. {(Ibid. )} {(B== Appendix 3, psd)

These figures a1l point td 2 "males prefersnoe” among many
rural parents. It iz more prevalent in the north of India, and
the contrast betwesn north and gouth is guite drastic in some
places., Herela, & states in the sxtrewms souvith of India, is
reported to be "the only state in India where women outnumber
men. . . Elsevhere in India, =2specislly in the Horth, it is wen who
receive gpecizl care from childhood on. - {(Hew York Times, 1/28/8)
Az pointed cut elsswhere, it iz probably no coincidence that 70%

of Kerela women are litevatits, which is almost three times as hich
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the all-India average for females. In addition, while the
average Indian bride iz 18 years old, the average for Herela i=

22 years. (Ihid, }



Cerisinly such a videly spread phenowmenon, with such

P

important ramifications as male-preference has, would be well
servad by & thorough anthropological inéestigatinn. It= root
paugez muat be identified. and the ocuwltural normz and practices
in which it is manifest and pagsed con wmust be understood.  Socisl
goisnce literature 20 far doss not contain much informstion or

gpeculation about why males-prefergncoe exists in those

circumsiances. {{ng guch =ztudy i=s B. Miller‘= The Endangered
Sex, 1981. A body of feminist literature, howevery, can be found

which asttewmptz to analyze trends such 22 thiz ons in mores general
torma. )

It falls largely to anthropcologists o take on this sort of
investigation, since they are sensitive to the subitle and
interconnected wave that parts of culture cperate. For example,

- medical neglsct and Jdiffersntizl nutrition are ungsen causes and
catalystes of other hezlth problems. On the World Health
GrgapizFaticon list of mortslity statistiocs, thers is no category
for neglect of any kind., Doez it count as "viclencs", or
"malnuitrition®? Admittedly., caloric and medical discrimination
and neglect are difficult to assess= acourately; as they are anot
practicesz which pecples are likely to bhe opesn aboul, or even
purposgefully “practice”. However, there are indications in the
gtatistics on childrena’s nuitrition, vweanling diarrhes,
male/females ratios of health center olients, etc.. which show
where these problems predominate. By not acknowledging the

digtinctions bhetwesn various causesg of malrnutrition, or between

averall olinig olisnteles ratgg and differing rates among poor men



and vwomen, thege problems are largely ignored oy denied, and

their gauges remain intact.

OFFICIAL RESFONSIBILITY

¥hose regponsibility should it be to solve thewm? Is it a
legal izgue, to be left up to the courts and law enforcers? Is
it & public health problewm, for health workers to tackle?

I1f these problems are not accurately identified and

analyvzed, then po onge will bhe shie Lo tackle them. Fublic health

workers, whe are already regponsibles for keeping track of
children's waight and cthery nutritional indicatorz and the
ciientele breakdown at health centers, are the only officials in
a posgition to do such reporiting. However, anthropologists could
wvell be hired to anzlyze those reporits, and to study the related
practices and bhelisf systewms of the villagersz involwved. In a
later =ection I will discus2s how the Primary Health Care system
needs to aliter its assumpitions asboul women and their health
nesds. Hutritional neglect, hovever, must be approached {(onos
reported) in 2 deliberate way. Anthreopological {(or soocioclogicald
investigation ocught to take place, 10 dizcover the origin and
grient si‘male-preferenﬁe patterng among particular groups.
Although overt fewals infanticide iz illegal in contemporary
India, it sometimeg occocours through the more subtle methods of
neglect. The legal system must sssuwmes 3 strong pogition againet
neglectful behavior in this esxtrems form. A government cannct
{and should not} deores that pecple’s atititudes and opinions must
auddenly change, but it =an and ought to define clearly what

resulting behaviocrs will not bs tolerated. Ultimately, 1t
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iz up to the health workers to offer acoceptahls meanz of sgual
allocation of what there is, and pracitical meanz for adegusie
gupplementation. But they must first be mades aware of the
reasong behind such discrimination., These include both “sexism™,
and an =ven more pErgussive foroe, profound poverty. This
implies the need for 2 minimal anthropological or sociological
training to be includsd in the medical =sducation of heslth

workers in rural India.

VIOLEHCE

Viclenoe towvards women is also not considered a2 spegial
category on the World Heslth Organization mortslity breakdovwsn
list. Wife beatings are lumped together with armed robberies,
while aultomecbile acoidents are listed as separzite from other
types of acoidenis. VWives wvho have been deliberately burned in
dizputes over dowry ars reported zs domestic ascoident victims.
Hurdered widows have been reported as voluntary ssii
vistime., {Zati is the practice of widows burning themsslves alive
on theiy dead hushands’ funesral pyres, and ig officially illegal
in Indiz. ) Thesge widows would be glagsified on this list under
"suicide and sslf-infiicted injuries”. Very few gases of sati
actually ocour in Indi=, =nd I am oot suggesting that they neesd
their own category, I am arguing, only, that viclenge which
ooours tovards womesn specifically because they sre women should
be ligted az swch, in orvder o understand that there iz more =t
the root of these incidents than accidents and gsneral

-

*ariminality”. thervwige, ths trus cauges will never bhe



identified or dealt with, ESzti provides a vivid example of
government as ingffectual in its positicon on 2n isgue. The lavws
conoerning sati ztate thet it iz illsgal to perform any a2oitiviiy
to "emulate” gati. Hovever, = recent case of gati resulted in
gome government officials travelling to the =zite and paying

homage, "z individuale®, not ag “officizls-, {India Todsy, 10/

1987 Clearly there asre gtrong feelings about sati, and iis
ideals. A4Ag=zin the government cannot expect to outlaw "opiaions~™.
But it can and indesd must be clsar and firm shout ending
degtructive behavior, and be prepared to back up its stand

through legal msasures.
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Chapter 3: FAMILY FLANNTHG

¥hile I have argued that fertility considerstions are not
the sxtent of wvomen’s health congeins, they arese cerizinly crwcial
in undersgtanding the sum toital of those concerns.

The most important part of degigning a family planning
strategy. is to be gure of the program’s wmotives and goals. If
population control and birth control are not kept distinct in
plannsrs’ mind= at =21} stages of planning, the project becowmes

disgtortsd.

?QPugéTIGH COHTROL

Confugicon betwesen “"birth control® and "population control”
haz caused a greal deal of trouble for family planning programs,
both in how they area organized and run, and how they are
regeived, Birth control programs should sim to improve wvomsn'a
health by providing themwm with birth control option= to bs used at
theiy individual dismcretion. Population control, on the other
hand, i= the aim of programe focused on limiting or reducing the
zizre of certsin vhole classzss of pecple. The political
motivations behind many theorises of ~overpopulation™ and
"populstion ocrigist have allowed the fertility of diffsrent
*mlagses” of people to be controlled by governments and highsr
mlagges., For sxample, proponents of the "lifes-boat sthic™
advocate mandatory sterilizstion and an end to support or aid to
the poor, dus {9 their belisf that thsre are not encouch rescurcss

o go arcund the world. They £zl that richer clssssesz (and
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countriss) have proven thedir right to "survive™ at the suxpsnse of
the poor. (For an zlarming example of this viswvpoint, see
Hardin, 18974 in Yogeler and Desouza, 1580}
POPULATION SIZE

Commonsy (19732) sd¥plains that populaticon growih and size

are rzgulated by a phenomgnon called the demographic

trapsition. "In these processes, there ig a poverful =ocial

foros which, psradoxically, both redugez the desth rate {(and

Ml

hersby gtimulziss population growth! and also lesd= people
voluntarily to restrict the produciion of children {and thersbhy
reduges the population growth). That force, =imply stated, is
the guality of life -- a high standard of living, = =snse of
wall-being and of security in the future.” {(Commoner, 1373 in
Vogeler and Descouzxa, 1880 plasd)

Commoner traces the rapid population growih rate in Indiz to
the pericd of British colonization. He arguss that the first

phasge (the stimulani phase) of the dewographic trangiticon

ooourred 82 a result of British-wmade roads. eagingering,
agricultural innovationg, etc., which stimulated the Indian
economny and improved Eamé living conditions. Bul the wealth
greated by these innovations was not returned to the Indian
population, to improve the standasrd of living for Indians.
Insi=zad, that wealih was tzken ouit of the country and enjoyed in
Eritzin. Therefore, Commoner argues, the gecond phase {the
regulatory phase) never took place in India. {(Ibid., pl20f)

In =hori, Commonsy arguss that .., %there i= a2 kind of

critical standsrd of living which, if achisved, ocan lead 1o a



rapid reducticon of bivthyate and an approach to a2 balanced
population, . . The chisf rezson for thes rapid rise in population in
developing countries jis that this bagic condition has not been
met. " {(Ibid., pl8%

Thig viev of how populaticn size relstes to political and
socic-sconomic factors zupports wmy argunsnt that foouvsing on
*"population control” i= not an appropriate or effective approach
to alleviating poverty or massive health problemzs.  Hather, the
relationship should be understood as working the other way
around. "One wondersz what vould happen if the Indian goverpment
gimply tonk the zengible and humdne sitep of providing decsnt
health and voluntary family planning services to its people,
ingtead of herding poor wvomen like satile into sterilization
camps. Hot only might humean suffering be greatly alleviated, but

the birth rate might actuzlly come dovwn. (Haritmann, 1987 plZ40)

COERCIVE STERILIZATION

The classes affected by population coniroel programs ares not
unaware of this manipulation, and are thervsiors suspicious of any
interference in their reproductive hehavicor. They are angered
and fearful about foresd and oosroive ateriliszation. aAnd they
are aware that the wealthier clasgses have itheilr own =ccic-
sconomic reasons for wanting to exert control over lower class
reprodustion.

Mzny inhabitsntsz of rural Indiz fear that any sfforis to
promote family planning will in fact fturn out to be sterilization

campaigns. Thisz stems largely from the India’s Emergency of



1875, At that time = massive mandatory gterilizaticn schems was
carried out on rural men, involving actually holding men down and
operating on thew. MNemories are still bitter, understandably,
and researchers just ashing questicns about fertility behavior
have been driven out of villages by suspicious viliage members
who hurled stones at them {(McEven in Taylor, 19383} -
More recent examples of politicsl pressures for
gterilization are also sbundani. The New York Times reported
recently that "There have been wvidesgread reports= throughout
India, of fraudulsnt reporting of sterilizstions and of
sterilizations being performed on women who oan no longer bear
children,  Jjust o gucoctas can be wet. (Hew York Times, 1/11/88
pali0) The same article ts=lls the story of a8 villages resident
nzmed Mr=. Humsri., Her village’'s "headman™ was trying to
convinose her to be sterilized beczuse Burha, their district, was
"one operation short of its annual female sterilization guota
imposed by the authoritiss...The village headman. .. bknew that if
Gurha failed %o mest its targest, the chisf family health officer,
who happeng to be hiz wife, could lose a2 pay incresasze dus pext

gpring.* {Ibid.)

POPULATION CONTROL VS. BIRTH CONTROL

There iz indeed a distinction to be made between ~“birth
control* and *population control-s as goals for programs.  They
arg {or should be) motivated by very differsnt assts of
conoerns, znd therefors have very different methods and
prigrities. It is dangercus to squate ths two. EBven mors

dangerous i= to hide "population panie” under the guise of
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concern for individual health.

"Birth controlT programs, in contrast to "population
sontrolt sfforts, should be genuinely motivsted by conoern that
numerous pregnancies under thegse circumstances contribute
enormouszly to the rapid deitesrioration of women's heslih. There
wre geritainly other forces at work, and one should be careful not
te blame fertility for the extent of women's poor health.  But
thoge are long term, broad, socisital problemsz, such as
malputrition. 4 woman’'s sbhility to control the spacing and total
number of her pregnancies would give her the power to do
gometliing about her healih in an immediate, tangible, individual
MEDDST .

The goals for fawmily planning projects, =should b=
alwayz on 3 personsl and specific level, addressing individusl
needs. They should consist of giving women the power to achieve:

1. Spacing of pregnancies more svenly and conveniently (for
mothers)

3. Fewer birthese before having a =zon;i zand therefore

4. Ultimately., fever total births per mother.

By the laszt two statemenis= I wean only this: Many mothers
{and fathers) are determined to have a gertsin number of sons.
Urtil they achisve that number, they may be willing to have many
children, even mores than they would like to have, in the hopes
that the.next time will produce a son. “Hr=., Jahan, the health
cfficer, =aid she had five children befores hery husbhand agrssd to
& wvaseohtony. The first wsg a boy. The next three were giris

hefore they had another son. "I could never persuade s=omsons
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without sons to adopt birth control, ™ Hra., Jahan said. - (Hew
York Times 1711788 pA.1l0) Thervefore, once & =2on is born, or
before trving again, with the uss of contraception = mother could
decide to take 3 rest. The decigion should be lefit to
individuals to uze spacing methods at times which they feel are
appropriate and practicsl in their lives, rsther than sxpecting
health workers to "convince® people to be sterilized at the
convenisnoe of heslth programmers.

It iz important to recognize that to these wmen and wvomen
"kirth control® uveually referg to "sterilization”. It im & major
step, and involves z different sei of consideration= than methods
of @pacing pregoanciss do. "Sterilizstion’s irreversibility,
instead of placing the patisnt bevond corflict, thus may insitesad
engender deep conflict, if the decigicn, made in haste or under
pressure, leads to later regret.” {(Hartwann, 1987 pl234)
Investigation should digoover why this all-ocr-nothing attitude is
g0 prevalent, It prezgents ssrious prab;ems, and yet the New
York Times repncorted, for instance. that *Sterilization is the
family planning weans for three-guarters of the families= in
Kerela. " {1729/88) Al=0, in 3 northern district, *...the only
method that people sesmed vwilling to discuge during a recent
vigit wag sterilizstion.” {(1/11/88 Al Why i= this sot
Ferhaps the technoleogies for spacing pregnancies (diaéhrams. the
pill, eto. ) are impractical for rural vomen., How could they be
better suited tg their neesds? Or perhaps they are siwmply not
widely offered o rural women., Hartmann reports that in rursl
South Indiz "Although the rural elite preferrvred to use the IUD,

poor villagers weres offsred no obther aliternative but
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sterilization in the belief that they were too ignorant to cope
with anything else and that their fertility had to be controllied
st 21l oosts. " {(Hartmann, 1987 p23%) Cultural and ideclogiocal
factors abhout =s=ux, fertility, and power, affsct how men and wvomsn
peyoeive gpacing methods, These issues will he digcussed later

in thisz chaptesr.

FAHMILY SIZE

4 secondary motivation for fawmily planning programs iz that
large fawiliss are difficult to support in poor circumstancss. I
deem thiz secondary, becsuge it iz 3 complex jizsus. While it
zesems on the surface to be in the bheast interest of individual
households, it may not be. For many argue that in s rural
getting, more children rather than less are needed in order to
bring in enough income and substance to feed and provide for
everyons in the household., Thisz simple fact iz sxplainsd to
wfficials over and over again by village dwesllers. *1 have fo
depend upon my kide to bring in money.” {(R. Raja, New York Tinmes
1711788 p A.10}) ~The more children you have, the more hands
there are to work” {(R. Dei, Ibid.} ~Ancther source of income
muzgt be found, and the only sclution iz, as one tzilor told me,
‘to have enough children so that there are at least threse or four
gong in the family. "~ (M, Mamdani, B, Commoney, in Vogeler and De
Souza, 1980 plIl)

To outzide cohgerverz it may seem glear that "too many
shildren™ exaggerats poverty and 211 its related heslth problems

in a whole smocisty, But thess ars not the concerns individuals
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have. Families are profoundly aware that due to those zame
problems, they are sffectively guarsniteed to lose one or more
{prmhably more)? of thedr children to disease or starvation, znd
they have a desire io beat the odds of losing thew =211. Rural
inhakhitants are alsw avares that programs simed at "population
cgntrol” are not concerned for their individual well-being, and
in fact are often detrimental to individusis. They are therefore

not particularly inspired to "cooperate” with thew.

Some investigators have itried to explain registance o
family planning campaignz by esxploring the concesrns which rursl
peopls voice about limiting their offspring. Thege include:

1. Lineage: It iz considersd 10 be extremsly important that

lingasgez be continpued. Family names carry with
them sooial, religious, and 2conomic status and
history. ‘

2. Btstus: Large families hold conziderably more respect and
higher status than smzll families,

3. Labor and economics: In a poor, rural community, thers
muzt be many hands pesry housshold to
provide the bagicse for survival.

4, Retirement: It iz the responsibility of the =ons of a

family to provide for elderly parents who can
no longer vwork.

S, Ritual: There are important ceremoniss which must be
carried ocut by =son=.

7. CThildoare assistance: Mothers rely heavily on slder
children {females especially’ to
help care for yvounger children, and
do domsstic work,

But =311 of these zare sisply reasgons why mothers desire

children. Here ig hidden a conceptualization problem. These

people have been led to view contraception as 3 means only for

ceasing to have children all together. They ars responding fo
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guegtionsg sbout their views on birth control, by voicing their
fearz that they will denied any childrern at s311l. Again, the
guestion is raised, why iz sterilization o dominant? The
gtatistics for Indian couples using bivrth contrel of any kind
noint to the sawe attitude:

~22% of couples of childbesring ages for 211 of India ars
eztimated to use proisction of some kind:

~-&82% of those are #ithey sterilized or use IUD=, a=
terminating devices;

~The =average age of these users i= 32 yesrs {(an age when
most rurzl mothers have already born most of their childyen?;

-The other 18% uss foams and condoms, and are younger
couples, located presumably in urban arsas.

{Bulhati, in Blair 15281 ppaz)

Indigenous methods of contraception and abortion do exist,
and are practiced by sowme rural women., With the exception of
zbgtinence, these are not Qverwhelmingly.effectiv&, however, and
it ie difficult to gay whether they are not more widespread
ecause they are not desirable , or because they are not
conzidered particularly useful. In any case, the desgire for some
sort of conitraception iz present among some women., In 1966 the
Indian Hinigtry of Health and Family Planning estimated that 1 in
4 pregpancies were "terminatsd in sbortion~. {(Bulhsti, in Blair
1981 p83) It i= uncleary in the literature exactiy what that
statement meang, but ceriainly somse preghanciess {(undesgirsed by

someons! ares being ended, {E=e Appendix 5, p9%}
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BIRTH £ONTROL FDR MEN OR WOMENY

Hen and women are both involved in the process of raising a3
family. Both should, ideally, be involved in making decizionsz
conderning family aize, as it will affect, indirectly., everyone's
welfare.

However, in veal life men and women are often at odds with
gach cther in this regard. Wher that is the oase, the number one
reason for fawmily planning sghould be kept in mind. It i= the
mother s health and well being which iz at issue, and it should
b2 within her powsr to makes the ultimate decisior, It iz not up
to outziders to decide wha’ll decide, apd family planning
promoters should not expest that placing technology in these
%amen’s handz will =suddenly cauges them to assert this pover.
Anthropologists should study the wayz in which these deci=zions
are made, and analyze the dynamices bestyesen the men and vomen
involved. {For one =such attempted examination, =e=

FPoffenbeyger, 1282!) Thig information could then be uvzmed for more

i

ffegtive and gppropriate birth control programs.  Family
planning worksrs should not only make tschnology available to
rural vomen, but also instituie distribution systems which are
iocslly approprizate and accessible, with adeguate relatad
educstion and follow up visite., Ultimately., they should focus on
enzhling wvomen to asmsert power over their reproductive lives= 2z
those womnen =2es fit. If rural vomen'= health iz to be

improved, thoss vomen need to fesl that they have sowme control

over some aspsct of their healih.
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EMPOWERHENT

"Birth-control use i= mors = measure of women's increased
self-egteen and sense of opportunity than = osuss of it. "
{Gordon, 1877 pd4lZ2 cited by HMorockvagic in Young, =t al, 12484
P07}

Even in the United States, the slement of empowermenit is
oiten not considered, or is digtorted, in discussions of fawmily
planning., Congidsrations of why women do or do not engage in
gexual intercourss =2nd do or Jdo not use birth control, should
recognize the correlation hetwesn these rssultz and a ssnss of
being sffectusl, of having sowme control over zomes part of one’'s
life. In the United States, unemployment, lovw levels or lack of
education, drug addiction, homelessness, and abusive
relationships are all variables accompanied by a zense of lack of
control, or of being unshle to sffect the shape of one’s life.
Het ooincidentally, these variables all have corvelations not
only with =ach other, but alsgo vwith high rates of "undesaired-
pregnancisag. To take definits steps towardse management of one's
fertility requires confidence in one's zbility toc have & resl
2ffect, and to manage it well. If this fundanmenital confidense is
vweak, or worse yet iz replaced by fatalism, it is unlikely that
one will take the initistive to take thoses steps. Poverty, it
sesems fair to =ay, iz one of the strongest forces vworking against
feslings of gelf-determinzticon. Thus, in addressing the
fertility bshavior of profoundly poor rural women, healih
plannerz muzsi acknowledge the nesd not only for more technology.

but zlsco for a ssnss of smpowerment to affect their health and
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their lives. "Hozt ‘unplanned’ pregoanciss are parily wanted and
partly unwanted. A freguent solution to ambivalesaos is passivity
- not uging contracspiion, or using it haphazardiy. This i a
raticnal response wvhen no alternative is desirable.” (Bordon,

Ihid., pl93;

AZPECTZ OF REPRODUCTICH

I would like heres t0 disgcocuss anolther subtle, conceptual
iz=sus, which showvs how careful anthropological study can reveal
very esngitive and complex perceptions and motivations for
behavior. It concerng 3 distinction between the different ztages
of human reproduction, and how these relate to the structure of
1ife and powsry for the peopls involved.

M. Morokvasic aﬁplains that analysts must learn to
“digtinguish betweesen unplanned contraception, unwanted pregnancy,
and unwanted child®, and that "vomen can be guite clear about not
wanting 3 child, but zawbivalent or sven positive about wanting to
g=t pDregnant.” (Morokvasic in Young, st zl 1284, ppl99f! And,
hy ssparating the various azpects of reproduction and examining
the possible motivations bshind this geswming contradiction, one
becomss awsare that they are related in intricate and imporitant
ways to the power relationg betwesen men and women, memberz of the
same gendsy, and among groups of differing "status” within
scoistiss.

Writing about Yugoslavian women, Morckvaszic points ocut that
men contyrel the knowledgs zbout reproduction and contraceptive
methods. Morockvasgsic’z informants suplained that they vere

oonvinged that by taking the pill, women would lose sexuzl
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degire, or become adulterous, besr zick children, begoms 111
themselves, 0r bhecome 2ierile. HMNorokvagic examined the ways in
which knowledge about bivih control ig dissewminated and
manipulated by different membersz of communities {(especizlly men).
She anzalyrzed now these rumors vwere started, how they were pasasd
on, and in what ways they served to influence and control women's
uzé of and attitudes towards birth control and sex.

This =ort of analysis should be done among women in local
rural}l Indizn communities ag well, Each communitiy holds views of
gex and reproduction which will profoundly affect how they
vegpond to snd incorporate birth control., FPor example, among the
Huglim women of Pirzade, India, senxusl degire in 2 voman is
amzidered shameful, Consider the cultursl ramificationz of this
norm for birth control decisgions. A contraceptive such az the
pili oould be socizally unacceptzble.. For a woman on the pill is
in fact making sexusl activity more convenient, a2nd removing any
"reproductive” reasons for it, thus sseming Lo encourages it for

ite2 owvn =ake.

Where men are in a pogition of authority and contreol
regarding =¥, they may also largely beary the respongibility for
pregnancy. They may bhe expected to abstzin, or use coitus
interruptus, It iz their place or "duty” , to make those
decigions, and to carryy them cult succesgsfully, {Ibid., p202)
This i= f£=zr £frowm sayving that men decides "how many children to
have”. That repregents an entirely different (though relatsd)

get of considerstions and behaviors. Hovever, i1if women do not
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{or are not supposed to) desire geX with their partners,rthe lozs
of the thr=at of pregnancy meansg wvomen lose an eHCUSS for
abgtaining. In cultures where meEn are perceived and expsotsed Lo
be the =cle iansgtigators and enjoyer= of zex, ithey have the powsr
to gontrol it., The threat of pregnancy {or indesd, pregnancy
iteslf) can then be women’'s only defenge z2gzinst their partners’

advancoss.

ABURTION

Abortion ooocur2 in areasz of India where other forms of birth
control may not b commonly praciiced., Perhaps this is because
abortion can prevent s legitimate but unwvanted childbirth without
praventing pregnancy, and thus still allow affirmation of the
fertility and virility of a couple. HMNorokvasic suggests that for
women to whom "pregnancy ig important for asserting their
womanhood to themselves, their partnerzs and otherz in the
community, the knowlsdges that they can get pregnant is
important. " (Ibid.. p207) And, the "ability to imprsgnate at
will satisfiezs the man’'s sense of control over the relationship. ”
{Ibid., p2Gi: Are her rvemarvrks appropriate for rural Indian
Qmmen?

These phenomena may or may not be happening in‘rural India.
But theses are the =soris of guestions and iggues which zhould bhe
addresssed in order to truly understand how reproduction , in all
of ite complsxity, funcitionsg in any sociely.

The implications of this sort of analysis for differing
communitiss of rural Indiz must be carefully and individuslly

investigated before any effective planning can take place. The
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motivations for Yugoslavian women will not be identical to those
aof rural Indian women, nor will thoze from one rural Indian
gommunity e identical to thoss from another. Religious norms
vary from village to village, locsl social historiss and
ingtitutionz are also widely different, as are socio-egonomic,
environmental, and political influences and circumstances. All
of theses will shape how reproductive issues function and ars
sxperienced by any given sooiety.

The relations between different factions withdin individual
gocieties must also be sxaminad with regard to reproduction. It
ig important to recognize that family size will vary accoording to
vooation, religion, location, =sconomic and sducational status,
caste, olass, eto. Why is this =o? And what sre the mechanisme
by which thesge differences are achieved? Anthropological
vrezearch will ghow that such variables zallow for different living
arrangements, different tensts concerning gex, contraception and
abhortion, divorce laws, opinions about malesfemale children,
labour power reguired fov family survival, domestic/sexual
relationsg, and wany more factorz in deterwining family size.

Even how 2 "family" iz defined will vary, and will have important

ramifioations., (See collisr, =t al.:?

In all ocases, however, reproduction iz an extremely powsrful
means of enforcing gendsr roles and 2ocial pover structures. It
can be a wmeasure of women's relstive lack of powsyr in sociasl and
sxonomic relations. Then womsn wmay be "thus not wvery likely to
geslk an sifective means of preventing contraception until changes

in their status and their relationship with their partner take
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place, and they themzelves sse conirvaception a= the mosil zuitsble
way ito control their fertility. " (Horokvasice in Young, et zal,

1384 nZ207)
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Chapter 4: INDIA’E HEALTH CARE PROGRAM

PEC {(Primary Health Tare:

The present Indian gysztewm of Frimary Health Care in rursl
arezas, conl8istz of health centers and subcenters. The health
genters’ gsrvices are frees, and there iz zupposedly a primary or
subcenter for every 100, 000 population, ({Ramalingasgwami in

EBlair 41281 pp7! EBach center has at lsast one auxiliary nurae-

midwife and most primary centers alsc have one bazic health

worker and a allopathic doctor. (Ibkid.?

FPROBLENE

This kind of system operatez on the premise that with encough

such facilities, wvhich are get up move for an uvrban environment
than & rural one, rural aress can be treatsd just 1iks huge
gitisz., Thiz prewmise iz wrong. The vayz in which medicgal oers
£fit dinto people’'s livez involve more than just their location,
and thers iz a fundamentsl difference betwesn the lifestvies of
urban and rurzl peoples which muat be incorporated in how health
garvices are planned. For instancs:

1. ERurzl pmople do not generally live in concentrated
areas, There are ncot azlvays “central looslities™ for
the osnters to be located in. The centers operate as
though rural arsas vwere ys2ally large, spread oui
citieg. Rural populations are fayr more widely
dizpersed. and thersfore there siwmply are not encugh

centers for thisz kind of ssrvice to be effective.

2. Thess centers are not well snough sguipped to handle
#ll the typez of problemz faced by ryural pecple;

3. Acocezz to centers is often extremsly difficult, dus to
bad roads, =ic.
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4, Uften the mers digitanoe from villages to clinics is= too
far to travel: 80Y of clinic clientels comss from

within

a2 radiuz of 4-5 kEilometers, or 2 milesz {(Murthy in Blsir,
1881 p7a});

S The time reguired to travel to clinic= =2nd then wait
for treatwent, perhaps returning and waiting for
geveral daye in suceesssion, is a3 luxury vhich many
vural people cannot afford {(EBsltiwala, in Jain 13985 pa7);
and

&. Different conceptualizstions of who should go for what
Eind of help, and when, can Keep certain members of
gommunities from receiving appropriate hsalth care.
{This wvill ke discussed laisr.?

These centers pressnt sspecially difficult problems for women:
1. Time ig =& rescource particularly =carce for women;

Z. Yomen are often dependent upon othera {(men) to get thew
to the facilitieses., Depending on various cultural
factors, women may live in geclusion and not even know
the way., and will need to wait for 2 mals to have the
time to take hey, as we=ll ag convinoe him that it is
ezzgsntial thst she go {(Jeffery 1979%: Murthy in Bl=air,
18851 p79) 1

3., For thess game wowmen., who wmay live in seclusion, going
cut alone., especially far distances and in order to
interact on an intimate lesvel with strangers, can be
ingurmountably intimidating (Jeffery. 1979}:

4, The prevailing attitude in many communitiss i=s that
womsn’'s health care iz less crusial than men’s;

5., Often vomesn continue their dsily work and ignore their
gymptoms for practical reasons, until they are urgently
ill and teoo sick to continue theiry work., At that point,
travelling to & healith osnter iz particulsarly difficult
{Murthy, in Blair 1581 p75): and

&. Subcentersz and sven some primary centers are ill-
equipped to deal with such ewmergencies. {(Ibid. )

The sxisting PHC sysSitem zssunmez patisnts ars being well
gared for on the fisld level, that everyone iz being sss=n by

field worker®g who go ints the villagss, and that there is



adeguate tims befores an smergency develops to get 2 patisnt o a
clinic or hospital, In zhort, it zssumes "sfifective scoresning of
patisnts at the fisld levelr". (Hurthy im Blair, 1581 p¥v8) These
aszunptionsg, while guesticonable on 2 general level, are
eszpecizslly migguidsed concerning women. In fact, poor women’'s
lives in rursl India follow patiterns which are in direct

opposition to these premises. {Ibid., p79]

HEW ZSYZSTEM HEEDELD

It zeemz, thersfores, that what iz neesded i= pot more of
these centers, but rather a diffsyrent kind of s=ystewn, one which
iz oriented more towsrd the ways in which rural peocple live.
{Murthy in Blair, 1981 759 |

A new system wmust change the premise that it is the patients
who seek out help. This responsibility cannot realistically be
placed on rural womsn. Hezslth care worksre must find wavs to
encourage women to obtain and accept care, and provide practical
and acceptable mean2 of supplying it. {Ibid. ? dnthropological
ressarch will be of great value in identifying how best to
approsch these tasks.

The nev zystem must also changes the present tendenocy to
distinguish hetween curative and preventive care. fguxiliary
nurzge-midwives have been directed in the past to refrain from
giving any "cursative care” to vomen during their village visits,
which are supposed to be for family olanning, infant gare, and
ather "maternal” concerns. They are suppossed to t=ll women they
muzt come to the z2linic for medicaiions and mors "gensvral" hezslth

probisme.  Special zattention to women's (especizlly mothers')



health needs is crucidial, and can best bhe achisved through fisld
vorker gvstems. But this care must not become focused sclely on
"motherhood” activities, leaving women's other health issues to
be dealt with in the generzl FPHC gyatem, which has proven it=ms=lf
inadegusts snd inappropriate for thewm. A= E. Gulhati arguss, the
Indizn Sovernmsnt’s "egalitarian philogophy™ regarding health
wmanagement 1f geared to fight digerimination. But in trsating
everyone the same, it misses the specific healith needs of women
{and probably other distincot "groups®, =such as particulary
sooupational workers, age groups, caztes, e2itc. ! and in siffect it

leads to largs scale discrimination. {(Gulhati in Blair, 19817

HISCONCEFPTIOHS

Some dootors have suggested that women do not go to clinics
Decaugs they won't sse the male doctors who staifif themn, {Murthy
in Blair 1981, p79) Hovever. centers with wmale dogtors do not
have gignificantly higher ratiocs of mals to female patients
comning for cares than clinice staffed only by femalss. In fact,
even gubcenters with an all-female staff had mors more male
patients than female patisznts. The gender of the stziff
undoubtedly plays sowms part in the overzll problewm of women'=
healih csre, but is only relevant if women are able to get to
2linice in the fivst place. The Indian Institute of Manzgement
in Ahwenabad states thzat wvomen of ages 10-50 years make up the
largest =2ingle group of pecples with limiisd acoeszsz to all
zurative =sesrvices. The zex raticos of patientz= attending the

czlinics in that study wers 3-5 to 1 (male to femzlel, {Ibid..,
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£78) The guegtion of the gender of health workerz will be
imporiant, however, in the gection di=scussing sxiten=icon workers.
Ancther theory proposed by soms healih professionals in
India ig that vomen are more resistant to disease, and therefore
the patient gendser statistics are reflective £ women'z les=
frequent illnesgs, Hot only is this argument insupportable, bhut
eyen if it were t:ua it certainly could not account for a ratio

of 3-5% to 1. {(IThid., p7%}
{Eee Appendix &, plOl}

THE EXTENSION WORKER HETWORK

The netvwork of sxtension workers {also called iield workers)
who supplement the health centers should, theoretically, help to
goclve sowme of the above mentioned problems. {These are men and
women from local cmmmunitiaé who are are traimed 10 go ocut into
villages and give certain, basic health and family planning
cares. )

For magimum seffectivenesgs, there ghould b2 an swphasis on

training women for extension work positions.,  Women have more
acossgs 1o other vomen than wen do.  HMaoy communities have very
strict rules governing the interzction of men and women. I have

already discugsed this elewment of Pirzade society. {(Ses pi7)

Thi=s is not only truse of India, and E. Desowitz provides an
example from Higevisa: The villags was 2 muslim community that
enforoed purdah. V¥When the drug distributors passed the snclosed
family compound, the wvomsen’'z hands appeared f£rom bhehind the fenae;
az if disembodied, to recoeive the cloroguines. It remainad

unoertain how wmany of those who received the pills swallowsd
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them, =and hov many gave the pilis to their children. {Dezowitz,
1980 pifk) {egritainly physical sxams and digcussions of
pergonal health probliems would be difficult for male health
vorkers and femwmale patientsz in these conditions.

Yomen are also more likely to have insight into the
notentisal health problewms for women, and how differsnt responses
might f£it inteo and affsst theiy lives., In =ddition, thess
paaitiags would generate some financial incoms for women,
zgllovwing for a degres of zelf-reliance, and slso providing "role
modela” of women actively affecting healih, as discussed earvlier.

Thers are zome problems with the s?atem ag it exists
prezsntly. First, the "supplementary” orientation of the field
work muast shift. The field workers are the primary socurces of
contact that rural women have wiih heslth gcare, and provide the
cnly chanoe they have of meaningful, long terwm care
relatimnghins, Clinics and hogpitals cannot provide these sorts
of relationships, even to thoge patients who are able to go to
them. The fi=ld workeres ought then ito be respongible f£or the
Primery Health Care for these women.

f.At pregent, some zuxilisry nurse-widwives who run subcenters
are aleo the sxtengion worksrs for their juriedictions, and must
zloze the clinics when they go on figld vimits., They go in the
late afternoong, vhen rural women are mogt likely fo be able to
gpare the time to see them, Thus they make it impossible for
gome women to uge their only possible free tims Lo go to the
mlinics for medications and "general”™ primary oare. {Murthy in

Bisir, 1981 p7S)



Field wvorksre are not well prepared for emergenciss, for
providing curstive care, or any form of comprehengive preventive
care,. They are told to send gick pedsples €0 the glinics for
trestment.

There are no where near snough of thess workers to cover the
entire rural population thoroughly. Their corucizal rele in the
suppoged sEcreening process, which iz the basgis for the PHC
gyastem, cannot be sffecitively carried out. Exntension workers ars
gverlosded, which adde to thesir insffectivensss. One worker in
Uittzy Pradesh iz said to presently sesrve 12,000 peoples in thres

villages, although she iz only suppossed to serve 5,000, (Mew York

Times, 1711788 pall) Both numbers goem sxcessive Lo me.

¥Many more men than women have been trained as figeld workera,
at scoms points even constituting 80Z of the extension worker
force. {(Baltiwala, in Jain, 1983 p4¥) As discussed previously,
male workers have limited effectivensgs among females patisnts.
Alzo, theaes men ars generzlly sxpected to continue their other
occupations, mainly farwing, =2 their salaries for health work
are minimal. This means they aye not in the villagess encugh, and
it makes= travelling on the job very difficult indesd. {Gulhati

in Bladr, 1881 p&2}

i)

Often fisld workers are sent out with specific, distinct
tagks, such as particular immunizations, contraceptive
digitribution, =tc. Thesse distinct tasks compound the problem of
incomplete, fragmented care. Hore thorowughly trainsd workers ars
often led to cities, wherese their work iz more fully rewarded and

rezgpected. The =salaries for rursl field workers give litile



incentive o full time workers.

Female and male workers alike have not besn taken seriously
£ enough. They are often congidered incapable of effsctive care,
by both villagers and health centsr doctors. Traiming is often
minimal or non-existent. The prevailing belisf among dooctors is
that rursal trainessm are not capsble of handling ewergency situations
oy of giving curative cars. (HcEven in Tayvlor, 19833

The sxtension works:r aystem hasg therefors not besn used to
its fullest potentizl., Where given the opportunity and adeguate
treining, rural trainess have proven themsslives to be highly
respon=ible, capable, and s2killed heslih ecare providersz., After
&ll, they have a vezted intersst in their results.

For example, infant diarvhes i= a wmajor killer in India.
In the Havangwsl experiwment, it wag found that "the most

effective msgagsure in controlling diarvhea mortality waz early

a8

gtection and conaigtent oral rehydration in the hows. ™ (Ibid.,
o74} Local physicizns and sxtensgion worksrs had all bheen trained
to helieve that the proper treatment wvas to refer infants o
health centers for intravenous rehydration, and vers suspicicusz
of oral rehydration for being "too zimple”. When field wmrkerg
were finzlly permitted to use the nev wmethod., they were Iound to
uge it regpongibly and very effectively., Hothers became eager to
uzge the nev wmethod. {Ibid.?

Anocther sxample involves penicillin injections for infant
pnesumonia. Previously exiension workers were reguired to refer
patisnts shovwing Signs of pneumoniz to dooctors, who then gave

their permission for the extension workers to give the
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injectiong. As part of the Narangwal experiment, however, field
workers were permitted o give injegticons on their own diagnosis.
Judging mostly by infants’ respirstion and tewmperature patiterns.
They wers found to use this suthority sparingly. rather than
overuze it, and were in fact more "conservative® than ares
coctors. {Ibid., p7o: The Harangwal experiment field

workers were vwell supervised, an imporiant factor which is
migging from the present over-all systemwm. Training and
supervigion of extension workers is leags than =satisfacliory at
present, beosuse this responsibility i2 left to the dogtors= at
the PHC centers=., As Banoo Covaji argues, it isg unfair o sxpect
dostors to take on this role effsctively. They sre overworksd at
their centers;: they do not spscialire or even necesgarily
underatand the imporiance of community health; they ars not
chogen for 2ny supervigory or sducational skills: and they may
well visw the extenzion workers with =2uspicion, condescengion, ér
contempt. {Cayajzi in Blair, 1981}

The esxtenzion worksr systenm needs to look more caresefully at
the =sffect=z of extension work and how best to utilize it. Field
workers should keep tzbz on individusl familises, conduct freguent
folliow up vigits, and report to 8 supervising medical officer at
a local health center. The freguency of field wvisitg sghould
vary, depending on the agess and other particulars of patients.
However, a very yvoung infant may reguire more attention than =
busy health worker csn provide., 5S¢ might a chronically 111
adult. Ferhaps a sysiem of worksery assigtance from communiity
membhers could help to sase the sirain. Haybe particular menbesrs

oould be degignated as respongible for recognizing ceritain



symptome or easguring that certain treatwsenis were carried oul.

¥

hetwesn the fisld worker=' visits. Anthropological ressarch
would bhe able to identify roles and functicons for fiseld workers
which would ssew acoepltable and comfcriable toc local inhabitants.

Anthropologists could also assist with local acosptance of the

yorkesrs in their nev rolss.

CHOOSING WOREERS

In chooging extension work trainesg, ocfficials should be
aware of local inhasbitant=s’ ideas and feelings =zbout who is
appropriate for them. Anthropological analysgiz of zocial
roles and other cultursl factors would greatly aid the selection
prooess,

For examplie, a crucial factor is that of social status, or
ga=ts and clags. Fast programs have recognized the value of
training indigenous midvives (DAIS) in improved birthing
technigues, singe they are glready acceptsd in the roles of birth
attendant. Theses prograsms have falsely agsumed that the DAIS are
thersfore considered "suthorities® on how it should be done, and
that thelir advigs is regpected and followed. They have then
taught the DAIS new infant ocare practices, s¥pecting that other
women will want to follow the DAIS' "auvthoritative™ sxamples.
However, DAIS are not in fact "regpected- for their role as birth
attendants. Birthing i=s considered 2 filthy and degrading
activity, and is therefore thes job of women bhelonging to ths

Harilan {alsc kEnowvn a5 "untouchable” ) caste, the lowest in rank.

Their vievs on infant care and child rearing sre not gcught after
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by other women, In fact, DAIE are not permitied even to touch
the nevborn after the uwmbilicsl ocord has been cut and tied,

it i2 alsc wrong to sssuwme that DAIS arese utilized in the
majority 0f rural births. Statisgtice estimate that 90X of rural
births are attended by "relations” or othser "untrainsd”™
individuals, {Coyaji in Blair, 1581 pid: It iz impossible to
aocurately assess how many of these individuals are actually DAIS
or noi.

Finally, ocificials should not assume thst DAID have generzl
acoegs to other women or any one slse, without sxamining the
ecoial relations of individusl communities. Careseful
anthropological study of rural villages reveals intricate caste,
cclags, faotion, gendery, age, and religiouvs considerations which
govern who may intsract with whom, whers, when, and in what ways.
For, it iz not only that the lover caste woman is forbidden to
touch 3 higher caste wowman, but rather they sre both in a mutual
avoidance relationship, which neither of them may alter. Hesither

has acoegs to the othsr. {Bes Appendix 4, pS6)

&7



Chapter 5: TRADITIONAL AND WESTERR MEDICIRE:
HAKING CHOICEES

"It iz incorrect to view traditional societiess as static,
normatively consistent, o structurslly homogensdus,. * (Guefield,
p331)

The wvalue of working with "itraditional practitioners- i=
undeniakle, However, as I have shown above, agsumptions about
which individusls asre appropriate for which aspects of health
sare, have often besn guite uninficrmed. Plannsrs often use
*"Traditional Hedicine* az= a klanket term, standing for what they
think of as a singls, howmogensous get of practices and beliefs,
vith “healers® and "holy men” oatering to all physical and
spiritual needs of the rursl population. Thi=z i= incorrect.

A= B.ES. Reddy points out, Traditional Hedicine iz really two
zetz of traditions: 1) Litile (£folk) traditions ingluding an
infinite variety of gpecializsed local practitioners, and 2) Oreat
traditions, consisting of six old and very formalized =schools,
namely Ayvurvedic, Unani, Hature Cure, Yogz, Sidha, and
Homegopathic systemns. {Reddy in Chaudhuri 15886, pl3)

Folk medicines fooue on practical golutions and healing, and
are intricately tied up in whole systemz of morsls, lifestyles,
religion, cosmology. body humor conceptualizations, and sgme
magic. Fractices differ. acgoording to ths specific culturs and
circumstancesz ¢f sach village. Dyurfeldt says "The folk
practitioconsrs ars ingiders to the community. They share the
gulture of their patisnts, and their world view. They live, est,
and dregs as ordinary people. They are diffusely related to

their patients, as friends, kKinsmen, employvers, or colleaguss
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{gince most of thew are pari-time pragititionsrz). All this makes
for close relaticns bsitvesen them and their patisnts, Their
bedeide manners mabke 2 deep impression. They take care to
2xplain to their patients what iz wrong with them, They know
that illness iz not an individusl affair, and discuss iz with the
other wmemberz of thes fawmily too., They know who is the family
auvthority, and they know whe will decide how to treat the sick
peErEon. Lhey can often take time to aome to their patisnts’
houmes, because they treat only a fev patients at the zame time.
Az insiders, these hezslers ares alsc within the reach of local and
particularistic =socizl contrel.” {(Dyurfeldt, 1975 pléeZ)

Diyurfeldt makez an interesting point in the lagt statement,
which he later elaboratesz upon. He arguess that in indigenous
medical systems, healing =bilities are generally assocciated with
particular types of sccial status, depending on their spsoific
nature, and the ability of individual practitioners to perfornm
them. In contrast, allopathic (Weslern-giyiel doctors have very
high ocial status, which is not alvays connected with any proven
medical ability., Rather, it is due to their cultural
aggociations with authority, either the British {(or other Western
aocuntries), or the Indian government. VWhile this affords
pregtige and some privilegs, it dosg not necessarily aid acoess,
and often breedsz mistrust. {Ibid., ple4) In fact, Gusfield
argues that "The role of a dogtor, as a technical supsrt, grants
him authority in I[Wesgstern] culture but npot in the Indisn village
whers technical and commeycisal skills have a3 low zpproval. ”
{Gusfisld, p3&ill

But Dyurfsidt’s first statemsnt sbove iz a very dangerous

B



cone. HNot al)l folk practitioners share the same visew of anything
with 213 rural wvillagers. And, in fact, the different Lypes of
practitioners within 2ach village vary greatly in their
orientations and conceptusalizations. They presesnt a confue=ing,
wide array. Srnake bite specizalistse, midvives, sorcerers,
exarcists, oracles, diviners, priests, and astrologers each
gpecislize in particulary a2spectz of heslth zare. {Ibid., pli3}
Each performe a distinct function, wvhich brings wiith it =
specific social valustion., which will alszo vary from village to
village {(and to =ome extent from villager to villager, ) Feople
go to different practitionerz for different ills., Hany people
will go to an allopathic "doctor® for a2 "fever™. buil for nothing
elae, {Thizg zituation iz further complicatesd by the fact that
"fever® is defined by soms a2z & sympitom, but by others a= an
illness in itself, with no need for further digtinction or
invesgtigation ag to czuse. These latter people may not
distinguisgh bestween a typhoid fever and a pnsumonic fever, =ach
of which reguires very different treatment.) {(Chaudhuri. 198&,
i)

Dyurfeldt also pointz osut that while indigenous
praghitionsrs can help improve individusl health care, they do
wery little to improve community health, and therefore gannot be
relisd vpon heavily for nelp in this area.

Ancther significant factor in many rural health systewms i=
an aszocistion between illness and the supsrnatural world.
Spirits and deities {(whether evil, malevolent, cr protsctive)

witchoraft, and the evil =ys, all play large roles in the health
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pattsrns and beshavicrs of rural Indizn people. In these
idecicgies, ftransgressiong against moral, social, or religious
vulss {wvhether committied in this life or 2 past ons) result in
gickness or death from a supernatural agent. It should not be
expected that peoples will sbandon their ideclogiss, or their
conesptualizations, which form part of the fabrigc of their
culturzl sxistencs. Az Chaudhuri explains "...I have noted thszt
if there was illneas duse to evil eye, sorocery or witchoraft, the
villagers would never consult a dootor, and take the ssrvice of
the magigian as they fesl that the doctors are guite helpless
against such foroges and only 2 magicizan can counteract the=e esvil
powars, ™ {Chaudhuri, 1986 p&} Indesd, why should a villager
sxpect a dootor to cure an illness he belisves is caused by the
evil aye. when the doctor deniesg the evil sve’z existencet?
An sllopathic zervice offering only "curative care” and not
dealing with the multipls cauvses and effects of poor health, does
not pressnt very strong competition for the spiritual foross
anbaedded in the ideologies of rural people. At least spirits and
deitiez =scknowledgs that thers is mores to heslth than pathology,
that it relatez to the way one lives one’'s life. These povers
can 2lso be related to in a8 long-terwm apd intimate way.
Moreogver., moral, social, and religious rules used in thi= wav,
present a chance for individusls to actively affect their lives
and heglth. Allopathic dooctors in rural India deo not yet ofifer
211 of that.

In addition, Chaudhuri says zboul "wmodern” medicins that
"Unfortunately, adeguats facilities are not available in many of

the tribhal arzsz but the tribals zre oftsn 2ccussed of not
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accepting modern fagility [sic. i even though it is non-existent
in the ares. Thiz has becoms zomsthing like 3 myth and there is=
a nesd to oritically anslyre the resl situation, whesther the
tribals ares reslly not interssted to zcoept [sic. 3 modern
medicine or whether the modern faciliities are non-existent in the

tribal areas. ™ {(Chaudhuri, 1286 p&)

Traditionsl wedicine in Indis has always been eclectic,
alwayz incorporating and adapting nevw ideas and technigquss,
borrowing and modifying influences from other traditions, This
in itself could prove to be an immensely helpful orientation.
Aliopathic medicine wight bes used more effectively and
appropriately if it wers presesnted as simply an additional
regource to be sxperimented with and incorporated, rather than as
z didactic, hsgemonic system comiﬁg to obliterate &ll other
syztems in it path. {Ses Appendix 7, plOZ2)

¥hat there iz to be learned frowm the indigenous healers
about medicine is slgc of great value, which Western medioal
researchers are just beginning to investigate. I regret that I
cannot go into furthey depth concerning the two way communication
and learning betwesn traditional Indian and ocutmide health
gystems, but wvery liitle inforwmation iz available. The greatest
lssson ssems to be, however. that traditional methods have besn
developed and modified for specific uee in their local aresas,

which Western-style medicine ocught to learn to do a= welil.

CHOICES

People in rural India, just like people everyvhere, =re
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sager to find and use the most sfeciive means of improving their
lives. But theilr perceptions of those means, and of what would
be an "improvemsnt® are for them o define. Chaudhuri writes
that "...when both the facilities, nawmsly, traditional and
modern, are available, the tribals guite often accocept the wmodern
facility.” {(Ibid., p8} VHE iz eager to clarify that people
acoept whatever sppears to work best., The problem is that the
definitiong of what iz "best” are not alwvayg identical for the
villagergz and outgids heslith officials. For the villagers., +thers
are circumstances surrounding svery health 2ituation, plusss and
minuses to be weighed for all optionz available., With all the
technelogy which allopathic medicine has at its mervice, there
are still great nusmbers of people suffering and dying from
illness brought on by poverty. overwork, appalling liviang or
working conditieons, sto. all over India. How can these peopls be
azked to degert the beliefs and behaviors they have developsd to
cope with these conditions, without an zlternative which is

immediately acoesgible and can cffer =zomething beotisr?y

Feople sveryvhers will choose the gource of medical care
which 1) iz readily available to thew. and 2} wmosgt completsly
fulfills their sxpeciations and needs. Those'expectatiana and
ngeds are defined by culture. Dissase {(pathology) iz experienced
by individuals and communities ag iliness, ascording to "cultural
rules: we learn "approved’ wayve of being ill...There can be
marked cross-sultural and historical variation in how discorders

are defined and coped with., " {(Klsginwan et =l., 1372 p232) In



other words, psoples only consider themselvss "sick™ undsr 3
pertain g6t of conditions., the criteriz for which varies widely.
And, onoe they have decided they are *"sick™, thes *=zick role” they
will play will also depend on cultural and sgocico-sconomic
factors.

The kind of treatment people seek will therefore vary with
their conceptualiration of what is wrong with them, their
sxplanation of ite weaning and/or cause, and their supsctations

about sach 0f the treztwment methods available to them.

SATISFACTION

Fozter and Andesrson (1978) argue ithat "itraditional” healers
around the world have & much higher rate of "patient
gatisfaction™ than Western medicine has. {Foster and Anderson
1978, plZ4} Those h=salers do more of vhait they ares sxpscted to
do, and what they claim they can do, and arye more involved with
the sxperisnce of ilinsa2 {rather than pathology! than Western
doctors. {(Ibid., ppl38-7) Although wortality rates in many
places favor Western methods, patientz consider their traditional
methods to be ~work hetisr-, {Ibid., pil24) To undergtand
patients’ choiceg of heslth care, then, it is crucial to identify
paitients’ oriteris for Judgmernt. {(Ibid., p2ZIZ6;

M. Taussig (1980) prezents an idsological problem with
Western stvle medicine, which he atiributes to the theories of
£, E., Evans-Pritchard: ~SBoignge, as= vwe understand it in our day
and agse...oan cite the "how' but noi the ‘why' of disease; it can
point to ghaing of phy=ical cause and sffect, bhut a= to why 1 am

gtruck dovwn now rather than at sowme cther tims, or g to why 1t

74



iz me rather than =zomeons elss, medical szocience can only respond
with =ome varisty of probabkiliity theory which is= unsatisfactory
1z the mind searching for gcertainty and for significance. ”
{Taussig, 1380 p4}

He pointe out, howevey, that this explanation of the problew
impliss there iz & zeparation of the ‘how’ and the ‘why', within
the ooncepiualization system of the victim, one part of which is
not ansvered by Western wedicins. For psoples vho hold belisfs
which link the ‘why’ and ‘how’ together, Taussig argues, there
may be no such distinction in perception. He saye that ... the
isgues 0f 'how' and ‘vwhy' are folded into ore another; asticlogy

iz ziwmultansously physical, soocizl, and moral. "  (Ibid.?

MINL ¥vZ. BODY

A gimilar iszue iz the distinction made in Weatern medicine
between digorderz of the “wmind® and the ~“hody~., Western wmedicine
has historically relegated 2ll emctional or cognitive problems to
the fisld of psvchology, which it then rejectsd as a science.
Thiz stand iz now coming under considersbkle attack, as more and
more evidencs of the integrated nature of the human body,
emcticons, and psyche, iz amasgsed. The one ares of “compromisme”
on the part of Western wmedicine, is the invention of the concept
of the “Peychosomatic digorder. This is the term used for
phyzical manifestations (pain and ilinsss? of what wmedicsl
geisnce desems purely "emoticnzsl” or "wmental® afflicticns=.
Medical sciences doez not genervally acknowledge any large degree

ef oontrol whichk the mind and swmotional rezalm have over the
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whygical body, and victims of these itypes of symptoms are
thereforse oftsn made to fesl their problems are "imaginary™ and
not "reslt problems at =1ll.

In many other @ocisties, howevear, the mind and body are feli

£

to be one. There i= not a concsptualization of ftwo such separats
entitises. Therefors., omolional and szocial elementsz ars
acknovledged as having 3 poverful impact on the well-bsing of
comnunity members. Tradiitional cures are often gearsd towards

gxactly those aspeots of illnsss, {Ses Madsen in Kisv)

The importance of wiswing health in cultural content, to
truly understand the interplay of indiwvidual, =social, emctional,
physical, ideoclogical, and moral slements, cannot be overstated.
Taussig (1980) arguss that all illiness theoriss, including our
own Wegtern system, zre loaded with (be they overt or subile)
moral conoerns. In Western as well 22 many other aocisties,

o certain illossses bring with them moral associations, which
affsct how victims and often their families are viewsd and
treated by their communities. Lewis explaine that "Special
attitudes tovards a kind of illness hold fast to name, and a
name, .. may bescome tainted by woral or smeticonzl assuciations. "

{Lewi=z in Romanuccoi and Rossi, 1963 pi34}

Leprosy provides an example from India. For, alilthough its
pathoclogy can be cured, and it cannot be tranmswmitted through
czgual contact, "leperzs” and their families are often ostracized
and laden with harsh social stigmss. {Acguired Iwvmune Deficiency

Syndroms provides a vivid exampls from cuyr own culiurs, )
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SELY-DIAGHOSIR

A5 I'wve argued above, where psople go for treatment depends
largely on what trestment they expect will give them ithe results
they want. R. Welsch (19832) arguess that Western medicine
Tenocourages 3 view of medical systenms as undifferentiated systems
of treatment pracotices.  Physicizns generally make their own
diagnosis and preecribes trestment in terms of these diagnoses:
patients wmerely recognize and present complaints. Given =uch a
gituation, the patient’s deciszion to consult a physician is

legioslly the game whether the dootor prescribes antibiotics, a

diuretic, or confinement. Where =zelf disgnosis is more typically
the rule,...ithesse treaimenis may constitute guite different
courgss of action for the patient, This is particularly ftrue

when patients select practitionera for specific kinds of
treatment basgsed on their own gelf-diagnosis. " {(Welsch in
Romanucci snd Ro=zsi, 1983 p3d4l

I nave alresady asuggested that in much of rural India there iz
a wide varisty of guch gpecislized practitioners, to whom peopls
go for treatment based on what their own general ideas of what iz
cauging their illiness, {See p70)

Western-style practitionsrs are sometimes among the options for
care, and are selected for specific typesz of illness problems{
with particular trsatment=. Welsch cbaesrved this type of rural
zlinic usages in Hew Buinsa: "Patients regularly asked for a
particular kind of wedication by name, rather than describing
their symptoms or case history...They were not zeeking =

dizgno=siz and oporresponding trestwment frowm the AFG [Aid Post
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Gfficiall...in [=omsl cassz patients viswed the AFD as a
pharmacist o dispenser of medication, which patients had already
decided they needsd. ™ (Ibid., p333

Could this sort of thing be cocurring in rural Indiatl

ASSOCIATIONS

A problem which patientsz and doctors may encounter iz that
*"The name of a particular illness or gymptom does not necessarily
have the zame ssscociations for the lay person and the dootor sven
when they both uasese the sawme terwm corvrectly. They refer to the
game thing, perhaps, yvet give it different significance.” {Lewis,
Ibid., ppi3il-2) For example, cholera or infant dehydration, may
gignify to the dootor the need for extansive and immediate
trestwent., But to a victim and the victim’s family, they sach
may signify near ceriain death, and thereforese that it would be a
wvazte of energy and rescurces to zttempt any sort of treatment.

5. K. Hoordesn pushes this point sven further, =aying that
the term "leprosy", for =xample, represents different things to
different types of officizl personnel. For a medical hesalth
workey, it represents a patient with certain clinical symptons;
for a public health worker, it represent= = carrier of 3
communicable digease: for 2 socizl worker it ig only meaningful
cnoe the gamﬁunity haz labeled iit, and it leads to =2ocial
conflict; while to 3 he=ith sconomist, it means s physical
dizmability for someons involved in produciion, and & resulting

soonomic loss, (Hoordeen, in Boss et al., 19832 pli38)



THE ROLE OF THE DOCTOR

The role of the rural doctor i= 2z complicated one, and
difficsult to envision realistically. Engel (1977) suggests that
"the dootor®s task iz to account for the dysphoria and the
dygfunction which lesd individuzals to seelk medical help, adopt
tﬁe gick role, and accocept the =ztatus of patisnthood. He must
waigh the relative gontributicons of =2ocial and peychological as
w2ll az biclogical factore iwmplicated in the patient’= dysphorisa
and dysfunction as well a2 hisg decision to accept or not acospt
patisnthood and with it the respon=ibility to cooperate in his
own healih cars, " {(Engel, 1977 pl33:

This= descriptién lezves ocut any reference to communication
with the patisnt, respect for the wishez of the patient and his
or her fawily., orv understanding of the gffesctz of the given
treatment on the lives of the patient and wmembers of the

community. Yet, even without these crucizl condeiderations,

Engel’s list of the idezl docgtor’s responsibilities iz daunting.
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Chapter &: COHCLUSIGH
THE ARTHROPOLOGICAL ROLE: SOME DAHGERS OF APPLICATION

The role of anthropology in public health programs has many
parts. It involves analyzing social situations carefully fo
digcover 1} what are the problemz= which rurzl peocple find
thenzelveg faced with, 2} what factorsz and circumstances are
sontributing to thoge problems, {including both ocultural and
gocio-economic factors) and 2 what would ke the most usesful,
practical, and acceptabls ways to bring about change. In order
to achieve these goals, the perceptions and desires of those
people affected wuzt be slicited and clearly understood, then
energetioally defended throughout planning and administration of
heslth improvemsent sficrts.

Never should anthropoliogiczal insight become 3 tool for the
manipulation of people toc aoct or be acted upon againast their
wills or without their knowledge. Taussig describes this
unfortunate manipulsation in 2 stern warning: "Like =so wuch of
tﬁe humanistisc reform-mongering propounded in r=cent times, in
which a concern vwith the native’s point of view comessg to ths fore,
therese lurks the danger that the experts will avail themselvsa of
ihat krowledge only to makes the science of human management all
the mors powsrful and cosrcive. ™ {Taussig, 1880 pll)

Indesed, this warning spplies to all anthropological
endesavors. The igsue of hovw to "zpply” anthropology raises many
#thical and logistical guestionas. A large body of literature has
zalready appeared addressing these guestions. Should

anthropoliogists act sz advocates for ithe psoples they "studyr?
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Should anthropeologistz be in administrative positions themsslves?
Or oan thess pogiitions too sasgily facilitate the abuse of power,
trust, and knowledge? Might this becoms reminiscent of the
"miggionary” ideclogy which anthropology now frowns upon?

For exampls, the Wigers ocffsr advigce to “he who
would help any one group or 21} groups in [3]1 village™, saying
that "By sescuring for himself the posgition of sconomic master, as
he would in case he bescame the landlord or finamcing agent, he
gan transfsey all rights and duties of leadership to himself. ™
{Wiger and Wizer 19732 p20) {Thay suggest this as 3 way of
“fresing” villsge memberz from their dependence upon looal
srploitative landlords and financial agents. )

Ancther example appliesz directly to medicine: Kleinman =t
21 have zuggesied that "...if the patient acospts the use of
antibiotice but believea that the burning of incenss or ths
vearing of an amulet or a consultation with a fortune-telier iz
alsc neesded, the phy=icisn must understénd thig belisf but need
not attempt to changes it. If, however, the patient regards
penicillin as a "hot! femedy inappropriate for & 'hot’ digsase
and iz therefors unvilling to take it, one ocan negotiate ways to
'neutralizs’ penicillin or wust attempit to perswuade the patient
of the incorrsctness of his bslief, a most difficpult task. "
{HKledinman et zl1., 1979 p257:

The underliving condssosnsion and presumpticn that the
patient must bhe forced to tzke the penicillin even if it reguires
manipulating him or denyving his beliefsz, i= arrogsnt, unethical,

and counterproductive. For, as Taussig explains, *The patient’'s
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Cgo-called model of illness differs most significantly from the

alinician’s, not in terme of exotics symbolism but in terms of the
anxisty to locate the =social and moral measning of the dissase.”
{Taussig, 1298C pl3} The contrast of amulet= and penicillin is
not at issus. The issus i= reslly that the patient recognizes
and tries to identify the cultural elements of his illness, while
the doctor triss to sxclude and deny thoze slemsnits snd foous on
the gatﬂnlogy,

It iz therefore the clinigian who ig ingoryect, in that all
health problemz do indesd have very poverful culturzal slements,
a2 I have attempted o show in this paper. And the patient is
guite correct in insisting that while bio-wedical treatments may
coryect individual pathologies, they are alone insffective
against the health problews caussed and compounded by cultural and

axscio-econonic factora.

PATIENT'S MODEL: HORE INCLUSIVE

Taus=ig arguss that "it iz a =zcandal and alsc self-defeating
to zppeal to anthropology for evidence asg to the power of
conoeptse like the ’patient'é model’ and the difference between
the ‘how’ and the '‘why' of 'digesse’ and "illnsss’. For the
medical anthropology of ®o-called “primitive’ socisties also
teaches wg that medicine ig pre-eminently an instruvment of social
cuntrcl. It teaches us that the ‘why' or "illiness’ diménsian of
gicknesss besrs precisgely on what makes lifs weaningful and
worthwhile, cowmpelling one o examine the gocial and moral causes
of sickness=, =and that thoss causes lise in communal and yeciprocal

inter-human congiderations... " {(Taussig 1580 plk3)
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I zuggest, hovever, that there i= =till hops for
anthropology’s contributiong to wmedicine and public health, that
the conceptz of "patient’z modsl" and "“how" v, "wvhy” of illness
are yet important. The kevy ig to redefine what it i= one is=
classifying within thosse conospte. Jf the term "patisnt’=
model™ refers only to details of fraditicnal hesling practices
and spirit belisfe, then indeed this concept and knowledge are
only useful for manipulsiion and condescension of the kind
Taussig warns usg of, Buit, suppoging the term is redefined fto
include 2 veal understanding of how partigular illness comes o
exizEt in 2 particular places and tiwme, how it affects the zctual
liveg of the pecple in that place, and wvhat ocan be done to
alleviatse not gnly-individﬁal pathoicgies but al=o the conditions
and many ramificationsg it has in the cowmmunity. Thean the
roommunal and regiprocel inter-huwmen congideraticons™ which
Taug=ig vightly champions, would be the fosal point of
investigations, and health programs would rightly recognize them

g8 the vitslly important considerztions they are.

DOUCTORS MODEL AND POWER RELATIONSHIFE

It i= =mlsoc crucial to sxamine a2ll hezlth cars prﬁgrams-fram
both divegtionz. The rols of ~“healing®, s=2 I have shown, is very
much 2 part of the cultursllv-created contsat of illness.
Therefore, the dootorg in rural area clinice must come to fsrme
with the fact that their role thers will be different than
anyvhere slzs, with congiderably less power than they may be used

o, “Iin any =ocisty. the relaticnship between doctor and patient
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iz more than a technical ons. It iz very wuch a social
interaction which can reinforce the culture’s basic premisss in a
most poverful manner... " (Taugsig 1980 p4) Anthropological
examinstionsg of resl rural situatione must look closely at both
the inhabitant=* znd tThe doctor=s’ “wodels" asnd culiural

contexts. For, "The doctors and “health care providers’ avre no
leggs immune to the sccoial congtruction of reality than the
patiente they wminigter, and the reality of concern iz a=s much
defined by powsr and control as by colorful symbols of oulture,
incense, amnulets, fortune-telling, hot-and-ocold, and gc forth. "

(Ibid., pl2)

THEORY VS. REAL LIFE

The above discussion surrounds s2everal important issuves, and
pregent sowme powsrful vigions of how anthropology is and should
b involved in health planning. Yet these arguments gannot be
applied directly to the real life zituation in contemporary rural
India. Soms writersz seem to argue that any stiswpits by non-
community members to improve rural healih ares undesgirable
interferences, Yicior Turner (1907}, for example, describes =
traditional healer in rural Zawbis, =2aying that . ..Thes =sickness
of the patient iz wmainly a sign that ‘something is rotten’ in the
corporate body...The [healer’s] task iz tmrtap the various
streams of affsct assocciated with thesge conflicts and with the
gocial and interperaonal disputes in which they avre manifestsd,
and to channsl them in 2 socially positive dirsction. The raw
ensrgisg of Conflict are thus domesticsted in the ssrvice of the

traditicnal sogial order.” {(Turnesr, 19687 p3%2) Taussig uses
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ithiz passage as an example of how "...the ritss of healing
resdapt sogisty to predefined problems through the medium of the
gatisnt;,. .. this process rejuvenatez and even elaborate= the
gocietvy’s esgzentisl axioms=. Charged with the smotional losd of
suffering and of abnorwality., sicknsss =tz forth 2 shallengs tb
the complacent and everyday aoceptance of conventionzl structures
of meaning.” (Taussig, 1580 pl3)

Thig structuralist view focuses on the systematic
incorporation of illoese into culture, =xXplaining that the
adaptations communities have made to cops with illness ars
actually vital parts of the overall culiural process. This may
be one way in wvhich "illness" and "healing” =s& abstract concepis
function, But the azbove ascoounts describs an idesl state in
which culturs is operating in 3 socic-economic vacuum. Thers iz
no profound poverty, or economic or political oppression from
larger forces. There iE no exiernal pressure or manipulatiun of
those inhabitants. In fact, thiz viev doesg not addresss the
actual inhabkitants of azfflicted communities, or coansider their
regl-life suffering. In reality. such largs-s2cale health
problemz as exigt in rural India taﬁay ars not caused by
or bznefigial to looal traditionsal cultures, (A bit of victim
bilaming is evident hesrs.? And these problems do more to
threaten and zquelich the loczsl cultures than to "rejuvenate” them

or "slaborate on their bazsic axioms”,

Anthropologists must be extremely aware of the nature

and uas of their investigations zand Eaowlsdoge. It ig true, a=
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Taussig writez, that "It iz & sirvange ‘alliance’ in which one
party avails itself of the octher’sz private undersiandings in
order to manipulate them a3ll the mores successfiully. " {(Tauwssig,
1880 piZ2Y~ But it iz a2lso trus that given the choice of living
with malaria, leprosy, or poliomyelitis, or being relieved of
thege painful, exhsusting, and life-threatening physical burdens,
I feel =zzfe in saving that most people would {(sagerly) choose
the latter., And 2ll romanticizing aside, it should be their

choloe.

The role of the anthropologist and and the health worker,
then, is to discover what it is people actuzally desire and need
irn the way of health improvewent, and how those improvements

aould bhest bhe achisved.

SUMMARY

I have attewmpted to show that poor healih iz culturally and
sosio-sconomically caused {(sha. 1-3), sxperienced in culturally
and gocio-sconomically determined ways, {(ch. 4) and thersfore can
only be sffectively combatted in ithoses tsrms.

The Primary Health Care aystem needs to changs, to £it more
appropriately into rural peoples” lives., The field worksr systenm
ghould be used +to itz fullest poitentizl, a2nd in more effective
ways, which uvtilize the unigues advantages thiz approsch offers.

Women‘=s experiences in rural India wmust bhe more clearly
understood, and taken far more sericusly by & new health cars
gyaten, The emphazsis must ng longer be on their roles as=

mothsra, and "women’'s health™ can no longsr be sguated with



*yveproductive health and behavior™., At the =ame time, ths
sffsote of "motherhood” on rural vomen’s lives and health must be
more carsfully investigated and taken into account.

Anthropology hss an important contribution to make to the
understanding of how 311 of this could bsst be accomplished.
Anthropologists should sxamine the socio-econowmic circumstances
of individuzal villages, zs wsll as underlyving cultural elements
particular to those aresss. India is not uniforwm, by any means,
and the hugs variety of gituations and cultural adaptations oan
provide insight into possible answers to health problems in local
arsas. It iz important not to gensralize or makese assumptions,
however, about "Indian gulture”. There are unifyiang
commonalities and ties between local cultures, but health
programz ghould not ke based on thoze premises.

Family planning., for example, has various complications in
differsnt looal contents. Even within a3 2ingls community, the
numerous factions of that community will deal with family issues
in widely wvarying way=. The anthropologist and health workers
must be clear abouit exactly whose needs they wish to address, and
he sure to disgcover exactly what the specific needs and governing
sircumgtances of that particular group of people ars.

For instanos, gince birth gontrol use depend= on a large
number of cowmplex factors, people of different castes, classes,
=tc. will respond in different ways. ALl of itheazs elements must
be identified and considered, with the greatest respect for the

vants and opinionz of those involved.



It iz the rezsponsibility of anthropelogists in this fisld
to snsure that they are truly addresaing the real issuses involved
in poor health., The diffesrencesz in treatment are not 2t iassus,
rather the goals of different treatmentz must bs understood.
dnthropologists must be diligent about respecting and corresotly
*reprasenting™ the livesz and wishes of rural psoples.

Anthropologists a2 well as healih workers must never take it
upon themgelves to make degisgions "for” the psople they work
amongst. The anthreopological role involves attewmpting to clarify
the resl csusesz of heslth problems and facilitate effective
communication betwsen hezlith workers and local inhabitants.
Health workers ghould exist in order to respond o thoze problems
in ways which will be profoundly effective and appropriate for
loeal inhabitants, taking theiy cues from anthropologists and the
communities involved.

Condescengion and Jjudgemwent have no place in these
endeavors. Yictim-blaming iz counter-productive, as it doss not
unaover the ultimate oauses of public hesalth prabiema, which are
large-scaele and often originate externally to local communitiss,

Finally, I encourage anthropoliogists to acoept the
responaibllity of applying theory to real lifs. Anthropology can
no longey claim validity as a2 purely academic endeavor.
Anthropologists must shift their émphaais avay from sesking
“pure” cultures, untouched by outside influence=, asz their
primary subjsct of study. Cultures continue to change, and
develop problems relsting to their current circumstances., These

are just =22 important snd pregsing 22 ithose relating to
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"traditionsl” circumstances. Iphabitants must deal with
thege very r=al, contemporsry issues in their daily lives., using
the knowiedgs and sxgerisncs they have brought with thew from the

ggt. Do too moest anthropologists begin to investigale hov their

hnl

vieve of "culturs* apply to the confusing situations in which more
and more psople find themselves today. All of the chservational
data and theoriss of decades of anthropology, wmust novw be shown

to have gome practical use.
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AFFEEDIY 1
FINAKCE

griefly, I would like to make 3 plea for domestic {rathsr
than foreign) funding, wherever possible. The rural population
represents a large portion of India’s peoples, and foreign
spﬁnsareﬁ projects gannot provide long-tsrw sclutions on such &
large soale. Projects and aid packages funded by foreign
governments ars necessarily politicslly loaded, and ars therefore
unreliablie in their intent and commitment, These project= arse
also generally superficizl in nature.

Any sffsctive and far rezaching improvement in India’s rural
health wust ke bhuyilt upon self-avarensss and selif-reliance among
Indis’s people., Rural heslth ig 2 nationsl problem for India,
and mu=t be a pricority for the Indian Government. Sovernmental
efforts can be mors comprshensive, hire mors labor power,
ultimately reach more peopls, and work with the lsgzl system to
help rural peopls. Only the Indian Bovernment and the people
themeslves can improve the guselity of rurzl life, thus attacking
the real, Sirgumstantial causes of poor health.

Foreign sassigtance should only be zocepted in forms which
will truly help India’s poor to gain self-relisnce, rather than
depend upon the foresign sources. Foreign consultants
{anthropologigts especially) ocan indeed play a major role in
promoting sslf-avareness and avionomy, provided they ars
gensitive to the actual ways and nesds of rural Indians, and not
props to simply imposing model sclutions cresated shroad.

Douglzsse Ensmingsy vwrites that the most ussful capacity in

which foreign gdvigeres can serve iz that of helping anciher
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government to gain confidence and learn to better relate to its

papulation, to "sffectively serve the psopler, {Engminger, 4.4}
‘‘‘‘‘‘‘ Thersfors, he argues, it i=s governmenits rather than privaie
organizationz which foreion parties should work with., I
partially asgree with thisz argument, but I find it overlooks the
pover of individuzsls working to improve their lives day to day.
I therefore argus that domestic funding should either come from
the government, oy, ideally, b raised by cooperatives.

Coopsratives are best suited for meeting local needs and for
sncouraging sself-reliance and self-dstermination on a group
lsvel, The best gituation might be a network of cooperatives
oEfficially registered with the Indian Government. Cooperatives
oowld then gerve ag organizational "uniis*, invoelwving large
numbers of communiiy wembers in the improvement pirocess, and
ensuring hetier representation of rural people’s needs and
apinions.

SEWA, the Sslf Ewmnlioyed Women’'s Assocization, i= a union for
Indian women who waks their living in jobs outside of what is
glgevhere considered "employment~. These women are pettiy
traders, hawvkers, crafts workers, vastepaper collectors, quilt
atitchers, junkswmiths, and a wide variety of other such workers,
whoge tasks do not have the legal structure which other trade
unionsg are akle to work with., SEYWA raises monsy from its
menbere, with minimal contributions frowm sach, and uses it for
individual projeots.

SE¥A hasz heen able to create a "Notherhood Defenze Scheme-”,

which providez insurance coverage to thesze women. Other
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ingurances plans will not cover them, =since they are genevally
poor and constitute "high risks” medically. Other plaans slao
stop coverage of poor women when they become mothers and have to
gtop their wage work., The SEWA insurance plan is designed
gpecifically to éaver women undsr these circumstances. The SEVWA
organization provides an sxcellent exampls 0f the type of s=lf-
reliant, case-specific approach vhich I advocating for rural
health care.

SEWA has also created its own bank, because ponr wOmeEn wers
not sble to borrow capital from octher banks. EBEven after sones
hanks were convinged to risk giving credit to these women, it was
digoovered that poor wvomen “in filthy clothss, accompanied by
noisy children, and the bank siaff wvhoe were used to educated,
middle colass clisnts, " had difficulty relating to each other.
Alsn, the hanking hours did not correspond to the_wamen’s
schedules. Therefors, rather than depositing their mone2y, the
women often spent it on their familiesz or left it with local
money lenderz to keep it safe from their husbands and children.
To further complicate matters, mosgt of thess women do not read or
write, and ¥ere ther=fors unable to =zign bhank documents.

SEWA'z bank, the Mzhila Uooperative Bank, cperzstes using
photographs rather than zignatures of ite cliente, 99¥% of whom do
not read or write. The SEWA bank had a 1984 repaymant rate of
more than 98¥, with 800, 000 (US) of working capitsl invested
from 20, 12% savings aocounts.  The Bank alse provides money
management training, commercial counselling, legal services,
*maternal protecticon” and life insuvance. Hers iz an example of

how & self-reliasnt, Indian coopsrative iz bezt zble to work for
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golutions to the rezl problems its wombers facse.

SEWA hss supported and orgenized the formation of many
individual cooperatives, which fight their own battlesz against
exploitative conditions, and then cbtain or create training
coportunitises and beitter pomitions for their members, in the
relaticons beitwesn the work they do and its markst. This secems
be a great starting wodsl for how health cooperatives wight be
g=t up and run. {Hy enitire di=scussion of SEWA's activities i=
taken almost directly from a drafted essay by Ela Bhatt, 12985,

az vei unpublishsd, it i= pnot yet in edited forwm, and I have

to

been reguested not to guolte from the drafi, but given permission

to paraphrase. !
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AFPEHDIY 2

Integrated efforts are reported by regearchers to have added
advantages over separated ssrvices, including:

-More sifective use of resourcesi

-Hore efficisnt organi=zation:

~HMore sfficient use of 4training facilities and rescurces;

~Better understanding and long-term relationghips bhetween
aommunity menbers and health care wovkersz; and

-Batter worker smatisfaction, leading to best guality work.

{HoEven in Taylor, 1983)
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ARFENDIY 3

Ressarchers have sxpressed concsrn that the usse of
amneacssntecis for zex-typing fetuses couwld prove to have
implications in a population which has z pronounced son-
praference. It is guestionable whether it iz poor rural
who will have major ascess to sophisticated test like
amneccentacisg, But if this iz an iggsus for other Indian
then it becomses the responsibility of the government to
investigate it oritically, and adopt 2 policy concerning

{iMilleyr, 1981; Hariman, 1987 pi248)

sericus
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APPEHDTIY 4

FPerhapg the solution liez in cowmpromis=e, Part-time workers
ik o éach of the 2-2 factions in 3 villsges, oould sl reporit to a
supervisor, or just wmest regularly among themmelves and then
report to the health center. Other suggestions includs sendiné
workerse to forsign arssas, where their casgte and history arse
unknown. But thiz may defesat the purpose of t=spping into
trusgting, loogsl relationships, and getiting individual communities
involved with their own health care. It is also based on ths
faulty presumpticon that =ail villages share ideoclogies and helisfs
about hesith.

I argue that all parties concerned would be bétter zerved by
group involvement right frowm the start., A broad-based pelicy on
these izsussz vwill not be az sffsctive as zllowing health
wiorkerg and individual communities o aclve these types of
problems among themselves. Rather than sending 2 lone health
worker tm "do heslth for a villags, planners should besgin by
bringing the oommunity together and digoussing with them thedr
nesd=, go=sls, gripes, priocrities, sxpsotations, and suggestions.
Ooiv then can aooperation on 82l gides be sffective. At this
point, then, when all parties have voiced their mutusl fears and
hopes, the community should bs asked to chooze those mewmbers whom
it would find acoepiable az health workers. FProbably the
community will choose more than one.

Some writerz have suggested that it be left to the women,
rather than the wholes community, to choose workers. {Jayasekara,

in Blair, 1881 o 1321} I am tempted to agreese, =ince it is



£,

primarily women who will be utilizing their services, and who
have the most limited a:aeés to any alternative source of care.
Howsver, if the men of the cowmmuniiy do not approve of ithe
women's cholos, they may make the nev vorker’'s job difficult,
even limiting his or her acosss to the vomen. Also, it should

ke noted that wmen and women in a community influence sach other.
The women’s choice would preobably refleat the opinicons of the men
in some WRYS.

Choosging members from target communitiss seemz to most
clogely mest the goal of finding someone who shares the same
conceptual modsl af.health and proaper bshavior as the population
involved. Individuzls from different villagesz do not necessarily
ghare those conosptusl models, or ideclogies. Planners should
not agsume that "rural” pecopls are homogensous. Each community

must b2 involved in designing the heslth program best for iis

gpecific needs and guliturs.

TRAINING

The kevs to the extension worker sygtem include zppropriate
gslection, itraining, and supsrvizion of wvorkers., If thess wvers
the primary focus of improvement sfforis, and were in fact
achisved., the system could bhe sxtended alwost indefinitely.
Subdivigion within =ubhdivision of pecple assigned
regponsibilities, could provide a very gpecific, =ophisticated,
and sffective zystem of health care provision indesd.

Traeining should b2 practically, rather than theoretically.
crisnted. And it ghouvld be regularly reinforosd, providing

workesre with the opportunity to raise guestions that have come up



in the field, pracgtice and reviewv emergency techniques, and share
Tfoedback and experiences. Training should be ares gpecific, with
the particular problems likely to odour in particular
Jurisdictions emphasgizsd. It should alsg be looally bas=sed, ic

afford practical and spescialized experience, low-cozt, and sasisr

aocessibility for potential pari-time vorkerz (especially womeinl.

8
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APFENDIY o

BIRTH CORTROL TECHHOLOBY PROBLENG:

Froblems zls=oc arizge when birth control devices, such as the
"loopT, are digtributed to women, they may not be accompanisd by
any sxplanations or chance for guestions, For example, 0.
Ensminger writes that when Indizn women were fitted for the loop
in an sarly family planning program, they "should have besn told

up to ten perosnt of thewm would not be able to kesep the

loop:...twenty to thirty perosnt wouwld have pain in the sarly
perind and...should see a doctor...ithatl they might experience a
three to four day sxtension of the wenstrual periocd...land]l if

excegsive blseding continused over several months [they] should
come in for an examinastion...They vers given very little
understanding about the working of the loop and when they went
home and had these supsriences, they f2ll for the prapaganda
againsgt the loop. © (Ensgminger, 1971 #B1)

The "propsganda” resulting from nedgative euperiences such as
these, iz found in placesg other than India. H. Horokvasic
gquotez =zowne Yugoslsvian vomen a8 sayving “It'= not good for vour
health”: "one hasz gick children afterwards” and: "one bhecomses
gterile", {Morokvasic in Young, =t al, 1384 p202)

In addition, doctors performing sterilization operations are
not always reliable. One farmer *gaid he decided to have a

vagectomy aftsr his fourth child, but the doctor failed to show

up =ach time he went. By the time he had the operation, he had
sgix children. (Hew York Times, 1711715988 pAlD) And, Hariwman

veports that "In the sutumn of 19835, India wvas rocked by yeti

=



ancther sterilization soandal: In s Maharaszhiran sterilization
canp one woman died and gsventsen others were in =erious
condition after being given sn antibiotic drug mistaken for =
pain killer [and then opesrated uponl...The dogtors paid no

atitention [to their screamsl.” (Hartman, 1987 pl40)

Finzally, the availability of pilis and other coniraceptives
has been poor. HMen who go to the cinema may for sxample S2& pre-
fezature sghert filmg sxplaining what condoms arg and how to use
them, but there may be oo condoms available to thewm anywhere
within their ares.

It ig zleo interesting to note that in India *Since 1977-78
femals sterilizstion has accoounted for 80 percent of total
gterilizationg, despits the fact that it i= a2 wmuch rigkisr

opeyvation. ” {Harimann, 1987 pi39)
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APPENDIY &

¥Wegstern-gtvle doctors are trained to approach heslth cars in
a very cure-oriented manner. This approach doss not provide for
finding high-risk categories for cerizin problems and their
subzeguent prevention., and sspecially ignores specizl types of
groups of factors, such 22 maternsl snd child care. One groups
of ressarchers administered a guestionnaire concerning views
about functions and sffects of PHO serviges, to 3332 final-year
medical students in India. The rezponses scarvrcsly included any
mention of maternzl or child health care at =a1l.
{Ramalingasvwami, in Blair, 1981, p 103} Thiz shows that medicsl
peraonnel being trained in India are not necessarily taught to
think in termsg of high-risgk categories, or how different "non-

medical” factors will effsct their clientele.

il



Py

AFFERLIY 7

Another helpful sspect of the Great traditions of Indian
medicine, i their concern for holistic health. The orientation
iz towards promoting preventive care, be it through religiocus
study, strict distsry measures, edsrcige programe, meditation, or
whatever, This orientation i® shared by the most successful
public heslth projectsz.  Perhaps cooperation could be achisvad
by doncentrating on this common goal.

On & practical level, the roles of various indigenous
praciitioners gould be incorporated very effectively into ithe
geEneral medical referral system. {(Reddy, in Chaudhuri, 19886 p 33)
The soreening proceszg for people who neéd or may potentially need
praventive or curative care could be heavily aided by theses

indigencus health care providers.
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Appendix B: RUTRITIOHRAL DEFPICIENCIES

Sowe pariticulzar deficiencie= {besides basic undsrnutrition,

known as wmarasmus! provide examples of complications classified

in thz available statistics under non-nuiritional categoriss:

i.

Z.

tanemia in women has already been cited abover)

Trachoms =snd kerztomalacis {resulting from vitamin
deficiencies! arse responsible for 2 large psroentage of
the estimated 5 million blind in India:

Deficiencies in genevral have bhesn shown to lower anti-
body formation:

Protein deficisnciez are ocften not detected as zuch,
but the phy=ical and menital developrment of victima
{sa@pecially in childhood) will be zlowed:

If encugh protein is ingested, but not sncugh toial
salories, the protsin will be used to offset the
primary caloric need, rather than broken dovn and used
for crucizl protein funotions sguch as cell building
{Thi= i= & condition called HEvashiorkor?: and

Underweight habies arese an alarmingly high proporiion of

21l rurgl births, dus to the undernutrition of
mothers, esspeqislly young mothers.
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