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Most maternal deaths occur in the puerperium and most matenu21 morbidities probably also 
a~ at that time. Maternal morbidities occur much more frequmtly than maternal deaths, but 
verY little is knoum about their magnitude or causes. This study uses focus-group discussions to 
explore the experUnces of childbirth and postpartum illness among nmzJ Bangllldeshi women. 
The women's beliefs about disease causation, and their use oj traditimuzi halth azrt, are ex­
plored. The significance of the findings for the training of traditional birth attendants and for 
programs ofpostpartum care is discussed. (SruolES IN FAMILY P1.ANNINc 1995; 26,1: 22-32) 

Bangladesh has one of the highest maternal mortality 
ratios in the ~orld, about 600 deaths per 100,000 live 

. births (UNICEF, 1993). It is one of the few countries 
where life expectancy at birth for females is shorter than 
that for males (UNICEF, 1993). Although many female 
deaths occur in childhood, the life expectancy of females 
at age£ifteen is still shorter than that of males, with the 
excess deaths due solely to pregnancy-related causes 
(Fauveau et al., 1989). The main medical causes of these 
deaths (septic abortion, hemorrhage, eclampSia, ob­
structed labor, and infection) have been documented in 
several studies; the majority occur in the postpartum pe-­
riod (Alauddin.l986; Fauveau et aI., 1988; Olen et aI., 1974). 

Much less is known about the magnitude and causes 
of serious morbidity related to pregnancy than is known 
about maternal deaths. A small study in India in 1980 
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estimated that there are 16.5 episodes of serious illness 
related to pregnancy and childbirth for every maternal 
death (Datta et aI., 1980). However, more recent esti­
mates suggest that tr~ number of acute morbidities re­
lat~ to childbiIth may be much higher, as many as 67 
episodes for every maternal death in a country such as 
Bangladesh (Koblinsky et al., 1993). Although conditions 
. such as pelvic sepsis, vesicovaginal fistulae, and pro­
lapse may not result in death, they may have serious 
social and physical consequences for women. 

As most maternal deaths are believed to occur dur­
ing the puerperium, so are most maternal morbidities 
likely to arise at that time, linked to events occurring 
during delivery (Fauveau et al., 1988). Whereas sepsis 
and hemorrhage are the most frequent causes of mater­
nal death in the puerperium, however, the pattern may 
well be different for morbidities. It is not known how 
great a role delivery practices play in the etiology of ma­
temal morbidities; other risk factors for postpartum mor­
bidities in rural communities of developing countries are 
also largely unknown. 

For Bangladesh, few published data exist on post­
partum morbidity, on women's experience of illness dur­
ing the puerperium, or on the local beliefs and cllstoms 
relating to it. Most of the literature focuses on the deliv­
ery itself. For example, several anthropological studic~ 
have emphasized the importance of traditional beliefs 
surrounding childbirth (Blanchet, 1984; Maloney et al., 
1981; Aziz and Maloney, 1'185). Other researchers have 
used a varie·ty of qualitative and quantitiative techniquc~ 
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to investigate delivery practices that may be potentially 
harmful to the health of either mothers or infants (Hhntil'l, 
1981; Amin and Khan, 1989; Khan, 1981). 

ln countries such as Bangladesh, where most deliv· 
eries occur at home, maternal and child health programs 
often focus on the training of traditional birth attendants 
(TBAs), with the aim of changing and improving deliv· 
ery practices. One of the objectives ofTBA training, in 
addition to improving neonatal outcomes, is to prevent 
the major causes of maternal mortality and morbidity. 
Evaluations have suggested, however, that TBA train· 
ing may not be as effective in preventing maternal deaths 
as had been hoped (Greenwood et aI., 1990; Jordan, 
1989), but the role ofTBA training in preventing mater­
nal morbidity has never been adequately evaluated. 

ln December 1991, the Research and Evaluation Di-
+ , 

vision of the Bangladesh Rural Advancement Commit-
tee (BRAC), in collaboration with the London School of 
Hygiene and Tropical Medicine (LSHTM), undertook a 
prospective study of postpartum morbidity and its re­
lation to delivery practices. The study was carried out 
in three unions (administrative units -of about 15,000 
people) of a rural district'in central Bangladesh, where 
BRAC undertakes demographic surveillance. BRAC 
maintains a'residential base for its field-workers in each 
of these three unions. When completed in June 1993, 
the main study had covered more than 1,500 women. 
The principal objectives of the study were to determine 
the nature and incidence of illness during the puerpe­
rium and to define thE! risk factors for morbidity, includ­
ing events occurring during delivery.. The stUdy was 
also designed to investigate a number of methodolog­
ical issues in this relatively new field, including the con­
Sistency between self-reported morbidities and physi­
cal examinations. 

As part of the preparation for the main study, fo­
cus-group discussions (FGDs) were held during August 
1991 to obtain in-depth information about local beliefs 
and practices during pregnancy and delivery, and mor­
bidity and customs during the puerperium. The infor­
mation gained from the FGDs was used to guide the 
main study design and questionnaire development and 
to develop a vocabulary of local terms. 

Methods 

In recent years, interest has grown in the use of qualita­
tive rapid aSSf>Ssment techniques as a health research 
tool in developing countries, where fielding large sur­
veys may be difficult, expensive, and lengthy (FoIc.:h­
Lyon and Trost, 1981; Schearer, 1981; Khan et a1., 1991). 
Focus-group discussions are a technique that can pro-
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vide considerable Insight into the problems of a com­
munity in a rapid manner. Although the validity of the 
data obtained from FGDs is sometimes questioned when 
the technique Is used as the only research tool, focus 
groups can provide invaluable background information 
for the preparation of quantitative studies. They have 
also been found to be particularly helpful for research 
into sensitive subjects; recently, several studies have 
used this technique to explore aspects of maternal mor­
tality (Maternal Mortality Network, 1992; Adetoro et aI., 
1991). BRAC members have had considerable experience 
conducting focus-group discussions, and their familiar­
ity with the techniqu~made formal training unneces­
sary, although practice sessions were held. The topics 
to be covered by the FGDs were devised by a small 
group of researchers from BRAC and LSHTM, with ad­
vice from an anthropolOgist who had extensive experi­
ence in Bangladesh. Before the questions to be askec 
were finalized, they were discussed with three group~ 
of female BRAe health workers working in the study 
area to test the acceptability of the questions and to dis­
cern the likely form of the responses. The actual discus­
sions were facilitated by an experienced female BRAe 
research field-worker who had been living in the study 
area. She was given the questions to be used in the FGD~ 

in advance and was asked to translate them into the com­
monly spoken rural dialect of BangIa. 

In order to obtain a comprehensive picture of expe­
ri'ences and opinions within the community, mothers c · 
all ages, as well as TBAs, were included in the fOCll 

groups. The researchers felt that mothers would tali 
more freely of their experiences of delivery if they wer­
in separate groups from the TBAs, and, similarly, the! 
young mothers would feel less inhibited if separatec 
from the older women. Thus, three types of group wer 
devised, composed of: (1) young, less experienced mott 
ers-women aged 25 years or younger who had had on 

. to three births only; (2) older, more experienced motl­
ers-women older than 2S years who had had four c 
more births; and (3) TBAs, both trained and untrainec 
All of the trained TBAs had undergone BRAC's oW 
TBA training, which is similar to that used in the go' 
emment program. 

Participants for the groups were chosen hy BRA 
field-workers who resided at the field sites. Althoug 
the selection was not randomized, participants were 5, 

lected to be broadly representative of the community : 
terms of their religion, educatinnallevel, and socioec: 
nomic status. Field-workers were particularly careful · 
include women from the poorest sections of the cor 
munity. Women from the richest houses were not i: 
vited to participate because the researchers felt that thF 
presence. might intimidate the others. Although partie 
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pants were not closely rclatE'd to each other or from the 
same ban (family compound), many were acquainted 
with E'ach other, which was unavoidable in such small 
communities. 

Each group had between eight and 10 participants. 
Sessions lasted a maximum of two hours, and partici­
pants were offered refreshments during the session. Dis­
cussions were held inside a relatively private room in 
the BRAe compound. Men, older children, and onlook­
ers of either sex were not allowed to be present during 
the discussions. (If more than 10 participants arrived, 
as was usually the case, they were given refreshments 
in another room and another BRAe worker discussed 
topics of general interest with them.) The facilitator in­
troduced ~ach topic or question for general discussion 
and then probed as was necessary. Discussions were not 
allOWed to wander off into unrelated areas. The facilita­
tor tried to ensure that all participants were given .the 
opportunity to speak and that the discussion was not 
dominated by the most vocal women. 

Written records were kept by a female BRAe re­
searcher who did not participate in the discussions. The 
entire discussion was also tape recorded, and these re­
cordings 1fIere subsequently used to check the \\"Iitten 
transcript. Although participants were informed that the 
proceedings were being taped, they did not appear to 
be inhibited once the session had "warmed up." A total 
of nine focus-group discussions were held with a total 
of about 90 women, one group of each type in each of 
the three unions of the study area. The three main top­
ics of discussion that were introduced during the ses­
sions can be seen in Figure 1. 

Results 
Beliefs about the Causes and Prevention of Disease 

The participants expressed three overlapping categories . 
of ideas about disease causation in pregnancy, child­
birth, and the puerperium. Disease at these times is con­
sidered to be mainly due to (1) attack by evil spirits; (2) 

the kinds of food that are eaten; or (3) physical causes. 
Whereas the concepts of prevention and treatment of ill­
ness reflect these ideas, their content and the balance be­
tween them changes as pregnancy progresses to the de­
livery and thence to the puerperium. Many problems 
during delivery and the puerperium are linked to events 
that occurred during pregnancy, and many of the pro­
scriptions during pregnancy are intended to ward off 
later untoward events. 

PrecQutions against Evil Spirits 
Intervention by evil spirits (bhul or upriv/tabJ was put 
forward by members of all groups as the most common 
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reason for problems during pregnancy and after delh 
ery. The researchers had anticipated thnt evil spiril 
would be mentioned in the discussions, as these belie~ 
had been described previously (Blanchet, 1984; Malone' 
et ai., 1981), but the eagerness with which group men 
bers discussed them was not expected. Many of the prr 
cautions prescribed for pregnant women are an attemr 
to avoid the actions of spirits. Both the TBAs and ti~ 
mothers believed in the importance of these proscrir 
tions, although one of the TBAs mentioned that now; 
days, younger mothers often ignore their elders' advic 
about correct behavior during pregnancy, and, cons( 
quently, they experience more problems. Overall the r' 
searchers' impression was that younger mothers we: 
anxious to take all possible precautions to avoid evil spi 
its, while older mothers were more skeptical of their € 

fect. Indeed, two of the older mothers differed complete 
from the general view, remarking that there were tc 
many restrictions, that it is not possible to follow them a 
and that taking precautions makes no difference anywa: 

Most of the precautions against spirits invol' 
avoiding activities considered likely to attract their ; 
tention. These activities include going outside at nig 
or in the afternoon, or going out with one's hair dov­
or with the end of one's sari trailing on the ground. 0 
Hindu older mother told us that pregnant mothers shou 
not eat in the evening or on a moonless night, becau 
doing so upsets Rahu (a Hindu god). Other activities th 
'attract spirits include going outside during storms or ; 

Figure 1 Main topics covered during focus-group discus­
sions, Bangladesh, 1991 

Beliefs about disease causation and prevention during 
pregnancy and the puerperium 

• Practices 
• Food restrictions 
• Restrictions on activities 
• Health-care seeking 

Delivery practices and experiences of childbirth 
• Place of delivery and birth attendant 
• Conduct of normal labor and delivery 
• Prolonged labor and other problems during labor 
• Delivery of placenta 
• Immediate postpartum hemorrhage 

Postpartum health problems 
• Abnormal discharge 
• Perineallears 
• Prolapse and fistulae 
• Eclampsia 
• Tetanus 
• Dreas! problems 

---- - - ----



ter cooking with oil, becauRe spirits are said to be at­
tracted by the smell of oil. 

Discussions revealed the widely held belief that 
abortions and congenital abnormalities. are caused by 
possession by evil spirits. One TBA described how one 
pregnant mother had gone out in the evening to pick 
fruit and had a miscarriage as a result. One woman who 
had experienced an intrauterine fetal death descri~d 
how she had been walking through a bamboo grove 
when she was touched by an evil spirit that caused her 
abdomen to harden and the baby to stop growing. A 
kobiraj (traditional healer) had been called in and told 
the woman to drink pani para (water he had blown over 
after saying a prayer). He had said a prayer and waved 
a br'?Om C1yer her. Soon after that, the woman had gone 
into labor and delivered. a macerated baby, which was 
considered to be a positive ~ign of possession by an evil 
spirit. The treatments offered by traditional healers re­
fleet a belief in the spiritual causation of disease and usu­
ally involve songs, prayers, amulets, pani para, and re­
strictions on movement or food. 

The period after delivery is thought to be one of par­
ticular vulnerability to spirits, which is reflected in the 
practice of Seclusion. Other precautions taken during this 
period include puttiitg pieces of iron around the room, 
putting leather near the bed, and purifying the feet of 
anyone entering the room. Muslim women often carry 
a piece of iron around with them for between seven and 
40 days after deUveIY as a precaution. The protective power 
of iron is a common idea in Bangladesh and North India 
and has been described elsewhere (Bhatia, 1981; Karon et 
a1.,1983). 

The strength and universality of the belief in super­
natural causation contrast markedly with the medical 
model of childbirth propounded by the government 
health services, including the TBA training program. The 
training that some of the TBA participants had received 
did not appear to have altered their belief system in any 
significant way, While this means that TBAs remain an 
integral part of the community in which they provide 
services, it also calls into question the assumption, com­
mon in many rural health programs, that TBAs can act 
as a force for change in health-related behaviors. 

Food Restrictions 
Food taboos are common during both pregnancy and 
the puerperium in India and Bangladesh (Rizvi, 1976; 
Katona-Apte, 1977). Although specific prescribed and 
proscribed foods differ considerably from region to re­
gion, one item of general agreement is that "hot" foods 
should be avoided during pregnancy and encouraged 
in the early postpartum period (Khan, 1981; Thomp!>on, 
1983; Rea, 1981). 
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The focu~-group participants linked a number ( 
food taboos during pregnancy to the origins of n sr' 
cific condition; for example, pineapples were said . 
cause abortion, and coconuts were believed to make 
baby blind, a condition described as "white eye." AT 
other belief was that ducks' eggs may cause asthma ' 
the baby. Other restricted foods mentioned were mil 
hilsha (a popular river fish), other fish, and cucumber. 

The participants noted that after childbirth, Hinc 
women are not allowed to eat any meat or fish for or 
month, while Muslim women are restricted from doir 
so for seven days only...other forbidden foods after chile 
birth are bananas with seeds, eggs, and leafy vegetable 
especially pumpkin leaves. Beef and hilsha fish a : 
thought to dry up the milk of a lactating mother ar 
may also cause shutiktz (postpartum diarrhea). Durir 
the period of seclusion, women may be restricted to or 
rice meal a day, though they are permitted to eat oth 
cereals and milk during the rest of the day. A groun, 
up mixture of cumin, chili, and garlic (a "hot" food) 
commonly eaten in the immediate postpartum perio 
because it is thought to help heal the birth passage. Soa 
mothers said they had not been allowed to take any foe 
for the first few days, only water. Many women said fro 
their water intake had also been restricted at this time. 

Although food taboos are 'often implicated as co~ 
tributing to poor nutrition among rural women, mar 
IIf the foods to be avoided, beef, for example, are not, 
fact, part of the commonly available diet. Many of ti 
food taboos involve substituting one food for anoth 
or do not last for long periods of time. In fact, it is qUE 

tionable whether food taboos during the postpartu 
period .have as great an impact on nutrition as do e 
demic food shortages, coupled with the nutritional ci 

mands of lactation. 

Restrictions on Physical Activity 
Falls during pregnancy were commonly mentiom 
as a cause of such problems as premature labor ar 
miscarriage. Heavy lifting and using the dheki (ric 
husymg machine) were also identified as activities to • 
avoided. Sex was another activity that all group mer 
bersattempted to avoid during pregnancy. Avoided dL 
ing the first and last trimester, sex was blamed for cat: 
ing miscarriages and malformations. However, the TB. 
stated, amid some laughter, that it was difficult to ke( 
men away. 

Resumption of sexual relations is only consider­
proper after 40 days postpartum. To have sexual int, 
course before that time is believed to cause a foul-sme 
ing discharge. After delivery, it is also considered ina 
visable to do heavy lifting or to work on the dheki. ThE 
activitieS are thought to bp a direct cause of conditio 
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such as prolapse, rather than hcing attributed to the in­
tervention of evil spirits. 

It was clear from the discu!lsions that even though 
women had definite ideas about which physical activi­
ties should ideally be avoided after childbirth, thev had 
very little control over their participation in these ~ctivi­
tics. If the rice had to be husked, they had to work the 
dheki; if their husbands desired sexual intercourse, they 
had to submit. Should a health worker have advised rest, 
women would have been Wlable to follow her instructions. 

Antcl1Jltal Care 
Most TBA training programs in Bangladesh have an ante­
natal care component. TBAs ~ expected to identify preg­
nant women in their community, examine them, give 
them aQvice:.and follow them up. A majority of the 
trained TBAs in the focus groups stated that they fol­
low up a pregnant woman from the second or third · 
month of pregnancy. They do not usually seek out preg­
nant women at this stage of pregnancy, but come upon 
them by chance in the community. The TBAs said that 
they give adviL-e about nutrition, work, and tetanus im­
munization; and they check ror anemia, edema, and the 
position of th~ baby. Some TBAs claimed that they could 
detect twins, breech presentations, and transverse lie. 
When complications arise, they said that they send the 
mother to a doctor. However, most of the TBAs said that 
if a pregnant woman is healthy, she does not need to go 
for antenatal checkups. Only a few said that pregnant 
women should go for antenatal checkups every month 
from the fifth month of pregnancy on. 

In contrast, the groups of mothers said they did not 
normally seek help from TBAs until labor started. The 
concept of antenatal care during a normal pregnancy 
was not familiar to them. They usually only sought care 
during pregnancy if they felt Wlwell or thought they had 
a problem, in which case they usually went to a kobiraj 
or fakir. Some of the women had been immunized against 
tetanus as part of the Expanded Program of Immuniza­
tion, but one woman mentioned that a pregnant acquain­
tance had experienced an intrauterine death as a result 
of a tetanus injection. However, others believed that a 
tetanus injection is good for pregnant mothers and their 
babies. 

Clearly, ~ wide gulf still exists between the ~ontent 
of TBA training and the actual prar-tices of TBAs even af­
ter training, and between the expectations and knowledge 
of mothers. 

Delivcry Practiccs and Expcriences of Childbirth 

Place oj Delivery find Birth Attclldant 
All the participants agreed that TBAs make the best birth 
attendants. Nonetheless, untrained relatives oversee 

many deliveries. None of the women wanted to go to 
the hO!lpital for a delivery, and they all !laid they would 
consider doing so only if desperately ill. The TBAs told 
us initially that they send all women with problems to 
the hospital, but discussion with them revealed that they 
almost always try to deal with the problem themselves 
and look upon the hospital as a last resort. For their part, 
the mothers affirmed that the TBAs never send them to 
the hospital "until they are nearly dead." The discus­
sions highlighted the discrepancy between what the 
TBAs had been taught to do and what they actually did. 
This gap may have been-partly due to the TBAs' profes­
sional pride and determination. More realistically, it may 
also have had much to do with fears about the poor qual­
ity of hospital services and the difficulties of transport 
and finance involved. 

Conduct of Normal and Abnormal lAbor and Delivery 
In Bangladesh, the usual position women adopt during 
the first stage of labor is upright or on all fours. If labor 
is prolonged, the mother may be encouraged to walk 
about or she may have her abdomen massaged with oil. 
If labor still does not progress, more drastic action is 
taken by the birth attendant. Tying a tight band around 
the abdomen above the uterus, which is believed to pre­
vent the baby from rising up again into the abdomen, 
or even standing on the abdomen, are two such actions. 
Sometimes TBAs massage the cervix with oil or put co­
conut oil inside the vagina and manually stretch it, a 
practice that has been described elswhere (Bhatia,·1981). 

Although accounts exist of TBAs purposely ruptur­
ing membranes (Bhatia, 1981; Ghosh, 1968), no TBAs in 
this study reported doing so. Indeed, the TBAs said they 
worry that if the membranes rupture before the end of 
the second stage, the vagina will be too dry. This belief 
leads them to pour coconut oil into the vagina ir\ an at­
tempt to lubricate it. Many of the TBAs reported attempt­
ing internal manipulation for conditions such as trans­
verse lie and footling breeches. Some said they washed 
their hands first 

Women in the second stage of labor are usually told 
Lo assume a squatting position. Although some of the 
TBAs mentioned they had been taught that lying down 
was the best position for women to assume, none had 
ever instructed a patient to do so. Some TBAs said that 
perineal tears could be prevented by applying pressure 
to the perineum during delivery. 

Although some of the practices described are poten­
tially harmful, massage of the vagina and cervix, for ex­
ample, it was apparent that the TBAs in general were 
seen as supportive participants in childhirth and thilt 
many of th~ir interventions were expected and wel­
comed. It is interesting to note that their adherence to 
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traditional hehaviors hAd prevented them from trying 
to persuade women to lie down during labor (which 
milny women find intensifie!' the pilin), despite their 
having been been trained to do !'l0. 

Delivery oj rlre Placenta 
All focus-group members exhibited great anxiety dur­
ing discus..c;ion about the delivery of the placenta. The 
anxiety was due 'to a belief, also documented in other 
studies (Mita et al., 1988), that if the placenta does not 
come out immediately after birth., it can rise inside the 
abdomen and choke the mother. Because of this belief, 
the cord is psually cut only after the placenta is com­
pletel)' out. tf there is a delay of more than a few min­
utes, the birth attendant pulls on the cord and simulta­
neously pushes the mother's hair or a finger down the 
mother's throat to induce vomiting. Some TBAs sai.d 
they attempt manual removal of the placenta, while oth­
ers perfonn abdominal massage or use fundal pressure. 
Although trained TBAs have been taught to cut the ·cord 
before placental delivery so that the baby can be put to the 
breast, they are often afraid to do so. Some get around the 
problem by tying the cut end of the cord around the 
mother's thigh. Occasionally, birth attendants tie a heavy 
object to the end of the cord. Similar practices for pla­
cental delivery are described in other Asian studies 
(Ghosh, 1968; Bhatia, 1981). 

These descriptions of placental delivery again high­
light the belief systems of TBAs that are not changed by 
training and make clear that, where possible, TBAs may 
make attempts to incorporate what they have learned 
in their training course into the traditional model. 

to incorporatf' new ideas into traditional helief!'. A reA ­
sonable conclusion is that trained TBAs had not been 
taught about what specific action!' to take in cases of 
hemorrhage. 

Postpartum Health Problems 

The Implications of Seclusion 
The fonnal period of seclusion (choW starts at delivery. 
However, during the discussions it became apparent 
that the restrictions on'a woman's mobility begin dur­
ing pregnancy. Although part of the reason for limiting 
activity at that time is fear of evil spirits, for Muslim 
women these restrictions are bound up with notions of 
pllrdah; consequently, extra shame is attached to a woo 
man's being mobile during pregnancy. Feelings of shame 
may be intensified by the responses of men, which typi­
cany include laughter and ribald comments. Thus, preg­
nant women sometimes wear a burica (a long-sleeved 
coat, sometimes with a veil) when going out of their 
baris, whereas they would not normally wear one. 

Women go into seclusion in the period immediately 
after birth for two reasons: First, because they are con­
sidered to be particularly vulnerable to the attentions 
of evil spirits at that time (Blanchet, 1984), and second. 
because they are considered impure. Consequently, se­
clUsion provides protection for both women and men 
who might become polluted by contact with them. Sepa­
ration from men is ensured by the feelings of shame tha: 
a woman experiences at this time. These feelings begir: 
during pregnancy but are intensified during and after 
delivery. Belief in pollution is particularly strong among 

Immedilzte Postpartum Hemorrhage Hindus, who observe seclusion for 30 to 40 days; Mus-
Ruhini is a local tenn for postpartum hemorrhage, but lims observe it for only seven days. Group member~ 
few focus-group participants had an appreciation of the noted that Hindus usually build a separate temporary 
danger of this condition. Ideas about how much bleed- hut (choti ghar) for delivery and seclusion, while Mus· 
ing was too much were vague. In the words of some par- lims commonly use a kitchen or the room where the 
ticipants, "sometimes blood passes like a waterfall" or dheki is kept. Restrictions on food intake and activitie!' 
the bleeding "is as much as fills a water jar." One woman are particularly rigorous during the period of seclusion 
commented that excess bleeding after childbirth is not New mothers are not allowed to do normal housework 
actually bad because it relieves uterine cramps. AI- and their movements are restricted during their stay ir 
though some of the TBAs knew that a retained piece of the choti ghor. Some of the mothers said that such re-
placenta could cause hemorrhaging, risk factors such as strictions are not always followed, especially by poore; 
the age of the mother, multiparity, or previous postpar- women; only the women who are better off can afforc 
tum hemorrhage were not mentioned. Similarly, drink- to follow them strictly. 
ing hal water and putting hot water containers on the All of the limitations on mobility, whether due te 

abdomen were the suggested treatments for the condi- fear or shame, dearly reflect the lack of autonomy of ru-
lion; uterine massage and the use of oxytocics were not ral Bangladeshi women and have important impliciltion~ 
mentioned. for their access to medical services-whether for rou 

In contrast to the findings on delivery of the pla- tine care or in case of illness. The restrictions are mos 
c:enta, the findings about postpartum hemorrhage seem stringent during and after childbirth, at the time wheT 
to indicate a lack of knowledge rather than an inabiJit' 1 :t,omen may most need I\ccess to medical care. 



Rieedi"g alld Discharge 
The reported normal duration of discharge after child­
birth ranged widely from seven dnys to two months, 
which mny have reflected individual physiological dif­
ferences because the women were speaking from their 
own experience. The passage of blood is considered ben-

. eficial in that it is believed to cleanse the birth passage 
and relieve cramps, especially if clots are passed. 

. The participants had no real concept of infection as 
such, or of the causes of infection. Fever was frequently 
mentioned as a symptom, but invariably so in conjunc­
tion with other symptoms. Excess smelly white dis­
charge, known as kosluzr dosh, was identified as a com­
mon problem after childbirth. The unpleasant smell was 
attributed to eating fish, and a mash of chilis, garlic, and 
cumin was considered to be a good treatment for it. In 
other cases, foul discharge was attributed to evil spirits; 
in such cases, a kobiraj was called. 

Because women believe that abnormal discharge is 
due to supernatural influences or the intake of certain 
foods, it is unlikely that they would actively seek treat­
ment with ~ntibiotics or consider consulting a formally 
trained health worker for this condition. As a result, 
postpartum infections are unlikely to be treated ad­
equately in this community. 

Pennell! T ellTS 
All the participants mentioned that tears are common · 
during first childbirth. Although a small tear was not 
considered a serious problem because it heals by itself, 
a larger tear was recognized as problematic. Some TBAs 
stated that they cleaned small tears with commercial an­
tiseptic, but others said they did nothing. Home rem­
edies were used for medium tears. For example, a piece 
of cloth with cumin seeds is made into a ball, heated, 
and put on the tear. Some TBAs mentioned that the tears 
heal gradually by filling up (granulation), which indi­
cates that they did observe them after delivery. Some 
participants stated that larger tears require stitches given 
at the hospital. 

Both the mothers and the TBAs described how 
sometimes the two "ways" (the vagina and the rectum) 
become "one way," which indicates a third-degree tear 
necessitating stitches. One mother recounted the story 
of a friend who had suffered this kind of a tear and had 
gone to the hospital to have it stitched up. The friend 
was unable to have any more children. Two case histo­
ries of perineal tear as a cause of death were described. 
An older motller told the group abuut a friend whose 
perineal tear had become infected, smelled, and attracted 
fl ies. This friend became very sick and later died . An­
uther olde'r mother described another woman with an 
infected perineal tear who became pale, edematous, and 
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later developed tet,mus and died. 
As in the discussion about postpartum discharge 

few participants knew that an infected perineal tea ; 
could be successfully treated with antibiotics or tha : 
perineal cleansing could prevent or treat such infections 
On the other hand, many of the participants knew some· 
thing about obstetric fistulae, which were not consid ­
ered to be common and were sometimes confused witl' 
stress incontinence. That the participants were aware 0 1 

obstetric fistulae indicates that the problem-now ex· 
tremely rare in developed countries-occurs relatively 
frequently in this community. 

Prolapse 
Some of the participants stated that they had seen case~ 
of prolapse where the uterus slips down when a womar 
sits in a squatting position. They said that the prolapsec 
part looks like an egg, is sometimes ulcerated with bleed­
ing points on it, and discharge is often present. SomE 
young mothers said that they had not heard much abou 
the problem because older women do not speak abou 
it. One woman described. a case with breech presenta· 
tion where a TBA applied unusual pressure over the ab 
domen and a prolapse occurred. One TBA described i 

woman she knew who carried a heavy water jar durinf 
her puerperium, which resulted .in a uterine prolapse 
The TBA treated the woman by placing big arum leave: 
on 'her uterus. The TBA then made a ring with doth fa 

. the woman to sit on. 
Some participants described how to prevent pro 

lapse. After delivery, when a woman stays in the chot 
ghor, she should have her legs closed together, other 
wise air will go inside the opened and raw uterus anc 
may cause prolapse. If heavy weight-lifting during th 
puerperium is avoided, prolapse can be prevented. Th 
~omen in this study did not mention the use of vagin:: 
pessaries to control prolapse, though these are com 
monly available in the towns. 

Ec1ampsUz and Tetanus 
Not surp~ingly, the participants were not able to Ji i 
ferentiate between the spasms caused by tetanus and th 
convulsions due to eclampsia, but these conditions wer 
known to them and were identified as serious problem ~ 

Although many of the discussants had heard about tetl1 
nus, no one spontaneously mentioned that it could b 
prevented by vaccination. No sense was indicated (' 
there being a connection between edema and the deve : 
opment of eclampsia. Many of the participants lUI ( 

known women who had died from these conditions, bl : 
they believed the conditions were caused by evil spirit!>. 

Because these srriou5 conditions are believed I 

have wholly !;upernatural causes, attempts by the med i 
cal profession to introduce services to prevent them i-ir 



not JikC'ly to he well unoC'rl'tood and ml1y be perceived 
a~ ineffective' nr irrelevant. 

Hrcnsl l'n)/llc:m~ 

Brel1~t problems appeared to be quite common, and the 
particip:mts hOld 11 whole range of remedies to deal with 
them. Some said that the best remedy for pain, heavi­
ness, and excess milk secretion (breast engorgement)­
locally called sllaj(lr oslin or dlldll onro-is to express the 
excess milk before allowing the baby to feed on the 
breast. Others said that the baby should feed as much 
as it can, and then the rest of the milk should be squeezed 
out. Sometimes a medicinal poultice is obtained from 
the kobiraj and put on the breast. Occasionally a jute 
string obtained from the kobiraj is. tied around the breast. 
Other recommendations included taking a hot bath or 
eating hot rice mixed with garlic and cumin mashed to­
gether a~ a paste. 

The participants described how breast abscesses 
(gote orfora) become very painful and produce pus. To 
remedy this type of breast problem, an herbal plant with 
salt may be rubbed on the breast. Other remedies de­
scribed were the use of dol (lentils) ground with a spice 
roller and put on the breast, and placing a poultice ma,de 
of river mud on the affected area. If a fakir (traditional 
healer) is ~ed in, he waves a broom over the breast 
and expresses the pus. Mothers usually continue to feed 
the baby on the healthy breast until the pain and pus 
are gone, but one woman told us that her milk became 
smelly and her baby did not like it. She was told that 
the baby would get an upset stomach if it drank the milk, 
so she fed it cow's milk. 

In general, the remedies used for breast problems 
were practical in nature. That breastfeeding usually con­
tinues despite the existence of abscesses demonstrates 
that local customs may be beneficial and are worth iden­
tifying and promoting. 

Postnatal Chronic Diarrhea 
Although diarrhea is not a conventionally recognized 
complication of the puerperium, several women de­
scribed it as a condition that rural people link to deliv­
ery. It is considered to be a serious disorder and is often 
thought to be caused by spirits (Blanchet, 1984; Rea, 
1981). The group participants had a lot to say about 
shutika (postnatal chronic diarrhea) and, in fact, the word 
can connote an abdominal problem without diarrhea. 

The participants described two types of shutika, dry 
and wet. The signs and symptoms of dry shutib are in­
digestioJ) wiLh abdominal pain, loud bowel sounds, 
wcaYJless, and Joss of weight. In wet shulika, diarrhea 
accompanies these signs and symptoms. 

Many things can cause shutika, including lifting 
heavy weights, eating leilfy vt'gelables, working on th~ 
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dhcki, or havin~ St!X within 40 dllYs after deliv('n' . 
The prt'vention of shutika reflects the spiriillal n.,­

tUrl' of ih; cnusi\lion. During the period of choti, iron rods 
arc stuck at four comers outside the choti ghor, and cow 
dung (which i~ of special significance in Hindu commu­
nitics) is distributed around the choti ghor. 

The participanh; described a number of treatments 
for shutika, which are normally prescrihed by the 
kobiraj. One treatment is for the woman to tie herbal 
medicine to the hip, use a special amulet, and avoid eat­
ing for two days. Other treatments involved special ex­
ercise, such as swimmit)S or hanging from a tree. In one 
elaborate treatment, the kobiraj puts jute in a new pot . 
sets fire to it, and turns it over onto a plate of water. 
When the heat from the pot sucks up the water, the 
shutika is healed. In another treatment, the kobiraj 
stretches a measuring string from the umbilicus to each 
side of the abdomen to determin~ which side is affected. 
The kobiraj massages the affected side (the one where 
the string is longer) with oil, stroking outward then in­
ward; he also does so with the arm on the same side . 
The bowel sounds fade gradually. 

The multiple symptomatology and treatment 
modalities associated with shutika indicate that it is prob­
ably not a single clinical entity, but a general descriptive 
term for the symptoms of a whole variety of pathologies 
Further investigation of the meaning and nature of shutikc 
iS,probably justified, because scant published date 
exist on this condition that can be used to help healtl­
workers respond appropriately when confronted witl­
the complaint. 

Discussion 

One of the. important findings of this study is that post 
. partwn ill health is prohably common in this commu 
nity. Most illnesses are well recognized, with brea~ 
problems, perineal problems, infections, and prolaps( 
being the most commonly described. A wide range 0 

treatments is available locally, but knowledge of, say 
antibiotics in the treatment of infection is rare. An aF 
parent need exists, which is currently unmet, for basi 
postpartum health care to be made available to villag ' 

women. 
Another finding is the existence of a tenacious bf 

lief in the supernatural causation of disease; many of th 
locally available remedies reflect these beliefs. Althoug ' 
this study did not investigate local government service 
the model of disease causation and treatment used b 
health workers is typically strictly medic:l! in niltun 
Knowledge of th~ beliefs of local women must be illco~ 
para ted in the training of health-care previden; if th 
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