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What Women Want: The Role of Care and Social Support in the Search for Synergy 

Between Traditional and Biomedical Childbirth in Rural India 
 

 
“Old tradition, what do we know?” proclaimed a stately voice from amidst the all-male 

village health committee that had gathered and were sitting cross-legged on the dirt floor, 

protected from the sun’s burning rays by the house’s veranda. “Dirty blood comes out, so 

the woman was given a dirty place to lie down and deliver … and old clothes … and 

nobody used to touch her. She was supposed to be away and untouchable. We used to 

burn some fire over there so there was smoke around so that no evil spirit comes inside 

the room.” The man proceeded matter-of-factly:  “She was supposed to be untouchable”. 

Nods of agreement spread like a wave throughout the gathering of men, each sway of a 

head affirming the beliefs on childbirth once held collectively by the male population of 

the small Indian village in rural Rasoolabad.  

In a setting like Rasoolabad, childbirth takes a form that is molded not simply by 

poverty and consequently, an ignorance of basic biological processes and inability to 

afford proper care, but something deeply rooted in the makings of Indian culture. One 

must only look as far as the language used by the male village health committee to see 

the depth of these roots. Descriptions of “evil spirits” that possess the birthing mother 

suggest that religion is a major factor in determining the local understanding of 

childbirth. Within this knowledge is interwoven the idea of the “untouchable” woman in 

labor, which draws from elements of the governing caste system. Furthermore, the 

description given by a member of the all-male village health committee hints at widely 

accepted notions of the treatment and position of women in rural Indian society: the 
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absence of women in a committee that deals with gender-specific issues speaks audibly 

about the lack of value placed on women in the village community, family dynamics, and 

duration of pregnancy.  

Perhaps the most important manifestation of this distinct understanding of 

childbirth is the reality of the physical location of where village women give birth. 

Poverty, a lack of rural health facilities, and cultural influences result in an extremely 

high rate of home births in areas such as Rasoolabad: in Uttar Pradesh, the state within 

which Rasoolabad is located, only 17.5% of births are institutionalized, leaving the 

remaining women to their own devices1

                                                 
1 Ministry of Health and Family Welfare, Government of India, and International Institute of Population 
Science. National Family Health Survey. Rep. no. 3. 2005-2006. Web. 
<http://www.nfhsindia.org/anfhs3.html>. 

. This, however, is not to say that home-birth is 

not also preferred by women in Rasoolabad. In fact, the reality is often that women do, in 

fact, prefer birthing at home. When questioned on whether she would prefer to give birth 

in the house or in an institution, one interviewee answered, “If the child is born in the 

house that is very, very good. We prefer that. There is a tradition where the umbilical 

chord is cut by the Dai. It is cultural and religious.” In this case, the woman preferred 

home-birth because it allowed her to partake in a “tradition” that her community 

understands to be the norm. Furthermore, she implies that an institution would not allow 

the Dai to perform her traditional duty. Within the isolation of the home, the where of 

childbirth impacts how childbirth actually occurs. It shapes the “traditional” practices – 

“traditional” in that they are directly influenced by the realities of villagers, as opposed to 
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biological “universals” to which medicine ascribes – that villagers follow: in order to not 

pollute the home, the “dirty” woman was given a “dirty place to lie down and deliver”.  

 

While many of these “old traditions” are not harmful to the mother or the outcome of the 

delivery, others such as neglecting to provide the mother with a clean environment, can 

lead to complications and ultimately, contribute to India’s high maternal mortality rate of 

2542

The empirical observations described by the male village health committee above 

are a stark contrast to the widely accepted biomedical practices of the Western world.  

.  

Within the global developmental discourse surrounding maternal mortality reduction, 

specifically over the last 25 years, the complexity of this clash has persisted in puzzling 

both international and local players. With the assumption that one cannot ignore religion, 

the caste system, or deeply interwoven notions of gender disparity, how does one bridge 

the gap between Western biomedical practices, which inarguably have the power to save 

lives, and the ideas in places where culture-rooted process dominate in order to deliver 

the best possible care and preclude easily preventable maternal deaths? With the presence 

of multiple competing influences in Rasoolabad, the extensive gap in the state of 

maternal health between villages in rural Uttar Pradesh and the institutionalized West 

transcends mere geographic and technological space and reaches instead into distances 

created by opposing attitudes: the ideological clash of these two models of childbirth is 

more complex than merely a difference in practice.  

                                                 
2 Defined as the number of deaths per 100,000 live births 
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Over the past fifty years, global and local efforts alike have fluctuated greatly in 

their approach to the problem of maternal mortality. On average, half a million women 

die in childbirth annually3. Despite the fact that the greater majority of these deaths occur 

in the home, these approaches have overall failed to positively influence home-birth 

practices, opting instead to train traditional birth attendants in biomedical practices and 

hospital referral or push for institutionalized birth4

This research aims to evaluate the changes that have occurred within the 

community of rural Rasoolabad as a result of a project called Sanjeevani implemented 

locally by an NGO called Shramik Bharti, an effort spurred as a result of the 

aforementioned developmental discourse. While the National Rural Health Mission, 

India’s nation-wide effort to lower maternal mortality, attacks the issue with a biomedical 

and institutionalized-birth approach, Sanjeevani explores a synergy between Western 

medicine and traditional practices by focusing on the reality of its beneficiaries, a reality 

. India is one of six countries 

responsible for half of the maternal deaths happening every year, and because of its 

enormous contribution to the global maternal mortality rate, is finding itself deeply 

intertwined within the developmental discourse surrounding maternal health. As the 

country moves towards developing its healthcare system to attack the issue of maternal 

mortality, much of India is facing a drastic change in how it understands childbirth as 

care is taken out of the home and placed into the hospital, a hospital that is most often not 

properly equipped to handle these cases in the first place.  

                                                 
3 WHO, UNICEF, UNFPA and The World Bank, comp. Trends in Maternal Mortality: 1990 to 2008. Rep. 

Print., 2010 
4 Sibley, Lynn M., and Theresa A. Sipe. "Transition to Skilled Birth Attendance: Is There a Future Role for 
Trained Traditional Birth Attendants?" J HEALTH POPUL NUTR 4 (2006): 472-78. Web. 
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which calls for home-birth. By giving villagers the knowledge to strengthen their home-

birth practices and the power to save the lives of their women, Sanjeevani, has seen 

tremendous improvements in maternal mortality reduction in the area of Rasoolabad 

without forcing villagers into a biomedical ultimatum. 

Sanjeevani is unique among maternal health projects. By accepting the reality that 

the majority of births occur in the home, Sanjeevani elucidates that the successful 

integration of traditional ideas of childbirth and biomedical approaches to safe 

motherhood has less to do with two models competing for superiority – with what must 

change or overshadow a pre-existing practice – as it does with what remains the same. 

For mothers who live in a community where home birth is preferred, Sanjeevani reveals 

that the ability to maintain the social support system set up through the traditional beliefs 

that cause women to give birth the way they do – at home, surrounded and cared for by 

women of their community – is a comfort that women value more than the discomfort of 

accepting and utilizing aspects of Western medical practices.  

 

The “Problem” of Maternal Mortality 

 

“We frequently receive medical students from America searching for exposure to the 
developing world. I ask them, I say, why do you think these women are dying in 
childbirth? They answer … hemorrhage or infection … eclampsia. They do not see that it 
is deeper.” 

Ganesh Pandey, Convener, Shramik Bharti   
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According to the World Health Organization (WHO), complications arising due 

to childbirth claimed an estimated 358,000 maternal lives worldwide in 2008, or about 

1,000 women daily. An overwhelming 99% of such deaths occurred in the developing 

world, where the lifetime risk of maternal death is 1 in 120 (opposed to 1 in 4300 in the 

industrialized world). Although there has been a 34% decline in maternal mortality since 

1990, these numbers nonetheless represent an alarming issue worthy of worldwide 

attention, especially when considering that out of the eight UN instituted millennium 

development goals (MDG), number 5, which aims to reduce by three quarters the 

maternal mortality ratio and achieve universal access to reproductive health, not only has 

the lowest amount of funding, but has also ranked lowest in progress56

But why are these women dying? In their work entitled Half the Sky, journalists 

Nicholas D. Kristoff and Sheryl WuDunn eloquently outline that among factors such as 

inadequate schooling and a lack of rural health systems, disregard for women plays a 

major role in the type of care that women receive. Because maternal health is consistently 

brushed off as a “women’s issue”, efforts to save the lives of women in developing 

countries have a difficult time gaining sufficient support to actually prevent deaths

.  

7

Rasoolabad resides in India’s most populous state, which comprises 16.4% of the 

total population with 19.9 million individuals. 81% of the total population resides in rural 

.  

                                                 
5 "United Nations Millennium Development Goals." Welcome to the United Nations: It's Your World. The 
United Nations. Web. 13 Aug. 2011. <http://www.un.org/millenniumgoals/maternal.shtml>. 
6 Women Deliver. Focus On 5: Women's Health And The MDGs. Rep. New York, 2010. Print 
7 Kristof, Nicholas D., and Sheryl WuDunn. "Why Do Women Die in Childbirth?" Half the Sky: Turning 
Oppression into Opportunity for Women Worldwide. New York: Alfred A. Knopf, 2009. 115-16. Print. 
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areas, where most engage in cultivation and agriculture8

A biomedical approach does not consider what is present beneath the surface of 

the problem. Representative of a very westernized and highly elated outlook on medicine, 

the biomedical model is one that presents the human body as machine-like, with specific 

inputs, processes, and consequent outputs that are manipulated by medical authorities. 

Within this model, authoritative knowledge rests solely in the hands of the physician. 

Evaluations are results of what is seen rather than what is observed through more innate 

senses. Furthermore, the biomedical model greatly underestimates the importance of 

human companionship during childbirth. In fact, the very nature of the model creates a 

striking disconnect between the parturient body and her social surroundings. In essence, 

during a biomedical birth, physiology becomes pathology and the natural flow of the 

body is disturbed. Childbirth is henceforth viewed as dangerous to the maternal body, 

. In a country where rural 

education is lacking, especially for women, Rasoolabad’s low female literacy rate of 

43.9% is a sad representation of women’s disregard in the area. Also evident in the male 

village health committee’s comments, this issue is prevalent in India and contributes to 

the cultural practice of home-birth, even when the birthing mother faces a complication 

and requires medical attention. Unlike the biological problems that women may face 

during childbirth, a disregard for women is just one of the problems that cannot be 

resolved through medicine. Medicine has its limitations. This is to say, as described by 

Ganesh Pandey above, the roots of maternal deaths often run deeper than what medicine 

sees on the surface.   

                                                 
8 District Level House and Facility Survey 2007-2008 
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instead of the natural process that it actually is, and the mother is placed into relative 

isolation in an attempt to achieve the necessary sterile environment for biomedical 

healing9

Anthropologists and feminists alike refer to this process as the “medicalization” 

of childbirth. It is important to note, however, that this term is most often paired with the 

intensifier, “over-“, suggesting that the most problematic aspect of medicalization is that 

it is routinely taken to an extreme. Indeed, it is this effect of Western medicine that has 

women in many Western countries fighting for their right to once again “own” their 

childbirth experience. Medicalization, critique Fox and Worts, greatly contributes to an 

erosion of women’s autonomy. In a way, a medicalized childbirth is a microcosm of an 

androcentric medical system that shapes the social context in which women give birth: “a 

key consequence of medicalization was the transformation of childbirth from a social 

event in which the birthing woman was surrounded by relatives and friends to an 

experience that removed women from their everyday lives and supports” 

.  

10

Consider the work of a doula. Block describes it as such: 

.  

The doula is a vestige of the female labor support that existed gratis for 
much of history. Midwives attended birth and were generally the only 
ones to examine the woman in labor, but other women from the 
community, as well as relatives from far away, would arrive to cook and 
launder, take care of other children, keep the house warm, fetch supplies 
for the midwife, and help physically support the woman during childbirth 
itself – often propping her up in a seated position to give birth. 
 

                                                 
9 Block, Jennifer. Pushed: the Painful Truth about Childbirth and Modern Maternity Care. Cambridge, 
MA: Da Capo Lifelong, 2007. Print. 
10 Fox, B., and D. Worts. "REVISITING THE CRITIQUE OF MEDICALIZED CHILDBIRTH: A 
Contribution to the Sociology of Birth." Gender & Society 13.3 (1999): 326-46. Print. 
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Pushed, 154 

The doula, then, is essentially a professional support system for a woman giving birth. 

Interestingly, the decline in the demand for a doula corresponds with an increase in 

medicalized (and thus alienated) childbirth, and a steady increase (in 2005, doulas 

attended between 120,000 and 200,000 births in America) as women began to take a 

stand against biomedicine. This trend once again delineates the importance of social 

support to the parturient body, and furthermore, the lack of desired social support in a 

biomedical birth.  

However, because this and similar analyses assume that all women feel as if they 

lose their autonomy during a hospitalized birth, research rarely delves in to understand 

the arguments of women who actually feel empowered by a hospital birth, those who feel 

that having medical control over their birth places more control into their hands. Or, for 

that matter, women who do not want to assume control over their births. Some women 

prefer what a medicalized birth has to offer. While this avenue lacks thorough research, a 

trend observed by Fox and Worts suggests that hospital responses to harsh critiques of 

medicalized childbirth, which regularly consist of social additions such as birthing rooms 

or allowing newborns to room-in with their mothers, tend to encourage the acceptance of 

medicalized birth by promoting a social experience.  

 

Sanjeevani and Home-Based Life Saving Skills  
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Sanjeevani, a lythophytic plant used traditionally by tribal peoples in India to 

ameliorate a variety of medical ailments, grows mostly in the hills of tropical areas in the 

northeast of the subcontinent. Translated, Sanjeevani means “One that infuses life”, a 

characteristic dictated by Hindu mythology in the Ramayana. In this tale, Sanjeevani 

takes the form of a magical herb, a universal panacea capable of reviving the dead. When 

Lakshmana is badly wounded in battle, Hanuman, a general among the ape-like race 

called vanaras, is asked to retrieve Sanjeevani from Mount Sumeru in the valley of 

flowers of the Himalayas. Unable to identify the herb, Hanuman lifted the entire 

mountain and dropped it upon the battleground just in time to save the life of Lakshmana.  

Sanjeevani is also the name given by Shramik Bharti, a local NGO located in 

Kanpur, just an hour outside of Rasoolabad, to their village maternal health project. “I 

wanted to name it something that everybody in the villages would recognize. Everyone 

knows Sanjeevani … what it means because of the story. So many people do not know 

our academic terms, but this … this everyone knows”, revealed Usha, Shramik Bharti’s 

co-founder and impetus behind Sanjeevani11

The project, as implemented by Shramik Bharti and the American College of 

Nurse-Midwives, was a conscious effort to empower village members to handle maternal 

complications and deaths that are easily avoidable by teaching Home Based Life Saving 

Skills (HBLSS), a set of tools designed to augment the practices of community members 

in a way that allows for safe, feasible, and culturally acceptable ways to reduce maternal 

. The name alone implies the nature of the 

project: it directly considers the understanding and needs of its beneficiaries.   

                                                 
11 Varkey, Usha. "Sanjeevani: Foundations." Personal interview. 18 June 2011 
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mortality. By emphasizing community ownership, problem identification, and 

negotiation, HBLSS aims for “respectful consideration of existing solutions before 

attempting to integrate biomedical practices12

According to Shramik Bharti, maternal health is influenced by the social, 

economic, and political context of the health care system, as well as the cultural and 

biological realities of women seeking care

”. In other words, it works in 

correspondence with “traditional” birthing practices, aiming only to educate beneficiaries 

on how to recognize problems and plan ahead in case of emergencies.  

13

                                                 
12 American College of Nurse-Midwives. "Home Based Life Saving Skills." American College of Nurse-
Midwives Department of Global Outreach. Web. 15 Aug. 2011. <http://www.midwife.org/Home-Based-
Life-Saving-Skills-HBLSS>. 

. The pillars of their reasoning that led them 

to implement Sanjeevani emphasize that “strong cultural beliefs” contribute to a low rate 

of the utilization of institutionalized healthcare, that Rasoolabad presents a strong 

disregard for women, that this lack of decision making power influences the high 

prevalence of home birth, and that these factors are the driving force between 67% of all 

home births in Rasoolabad (which encompasses 90% of all births in the area). Based on 

these beliefs, Sanjeevani sounds like the panacea for culture-driven maternal deaths. 

However, it is important to note that the project is rooted in Western medicine: it is how 

the information is relayed that contributes to Sanjeevani’s success and distinguishes it 

from other projects, not necessarily what the information is. Similar to the naming of the 

problem of “medicalization”, the real issue is that Western medicine is oftentimes utilized 

to an extreme. Therefore, Sanjeevani’s unique nature yielded success in lowering 

13 Shramik Bharti Program Overview, 2005 
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maternal mortality while utilizing Western medicine, yet considering the cultural 

practices already present.  

 

From a “Caregiver’s” Perspective: Social Support During Institutionalized Birth 

 

Aarti14

“She started her pains in the evening,” began Sunita, “then she was called … the 

ASHA worker. She came and took her to Rasoolabad health center … this community 

health center”. The ASHA worker is a part of the National Rural Health Mission, a 

government-instated program that encourages institutionalized birth as it promises both 

ASHA workers (who are responsible for ensuring that the women reach the health center) 

and mothers a small sum of rupees in reward for following proper protocol. For Aarti’s 

family, ensuring that this happens required months of preparation and planning, as well 

as careful saving of money to pay for transportation to the hospital – money that these 

 was just 23 years old when she died during childbirth. While sitting on the 

floor of a dimly lit room in a house shared by multiple families, sweating, fanning 

herself, and warding off flies, her saree clad mother-in-law, Sunita, passionately revealed 

the horrific story of Aarti’s death, her colorful bangles jingled as she waved her arms 

with anger. Representative of one of the few cases in rural Rasoolabad that make it to the 

health center, Aarti’s stories is one that tells the difficulties of institutionalized childbirth 

in a system ill-equipped to handle it, as well as the strong desire for support during 

childbirth.  

                                                 
14 Pseudonym are employed for all community members 
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poor rural families simply do not have to spare. This program is distinct from Sanjeevani. 

Despite having undergone training through Sanjeevani and seeing wonderful results – 

maternal deaths were reduced 95% - the government instated this program in rural 

Rasoolabad to encourage institutionalized births. Sadly, as one can see from Aarti’s 

story, these institutionalized births usually discourage mothers from returning to health 

centers, opting instead to revert to the comfortable means of antenatal care prescribed by 

Sanjeevani. 

After delivering her baby “quite easily and comfortably”, the health center 

officials asked for Aarti to be picked up and moved to another bed. Suddenly, Aarti took 

a turn for the worse: “then, as we did this, suddenly from her vagina there was a very big 

splash of blood … like a big balloon that came out and burst. It was a splash of blood that 

came. Then, everybody realized that it was something very serious that happened, and 

she would have to be removed from Rasoolabad health center to Kanpur”. Terrified and 

without any knowledge of how best to proceed as the health center workers failed to 

communicate with them, Aarti’s family spent an hour arranging for the money to pay for 

transportation, after which they placed her in the vehicle and began their two hour 

journey towards Kanpur, the nearest city with a reliable hospital. Aarti died halfway to 

the hospital. She had bled to death. The doctors failed to elaborate on the cause of death; 

Aarti’s family was forced to return home, emotionally pained and answerless.  

 

Aarti’s story presents a difficult case, one that includes a complication of childbirth that 

rural Rasoolabad was and is not able to handle in its health centers. Aarti, terrified and 



Luca Koritsanszky               Biehl Internship: Kanpur, India                 September 1, 2011 

 14 

unsure, was taken out of her home and placed into the hands of health workers who were 

not equipped to handle such difficulties: the system failed her. Furthermore, the isolation 

the family felt from Aarti, as well as the utter lack of communication, left her family 

regretting their decision to take Aarti out of the house in the first place.   

While in this case, transferring Aarti to a health center greatly increased her 

chances of survival, the decision to do so came at a high cost for Aarti’s family. When 

asked to reflect on the situation and describe what, if anything, she feels she could have 

done differently, Sunita responded, “If the child is born in the home that is very good, 

very good … it means that we can support her like women do.” In retrospect, Sunita 

considers the tragedy of Aarti’s death not necessarily as a failure on either end of the 

“biomedical” or “traditional” childbirth system. Yes, Sunita expressed her lamentations 

concerning the way they were treated by the health center staff, but she admitted that she 

mostly mourned the fact that she was not able to be the socially supportive body that she 

is able to be in her home environment.  

Consider the case of Shuli as told by her sister-in-law. Much like Aarti’s family, 

Shuli’s followed the protocol laid out by the biomedicine-based National Rural Health 

Mission, only to be met with uninformative health center staff and isolating 

environments.  

“She used to live here”, stated Shuli’s sister-in-law, Manjari. A collective shudder 

silently spread through the small gathering of Shuli’s family sitting on the house’s front 

steps. “Everything was done … everything was done, everything was perfectly all right. 

We took her to Kanpur for delivery. They were two children, and something went wrong 
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with the operation”, stated Manjari. After Shuli’s stomach grew larger than normal and 

the swelling on her face and feet started to concern her family, Shuli’s family agreed to 

follow ASHA worker guidelines and sent their expecting mother to deliver in a hospital 

(with medical personnel that had seen Shuli throughout her pregnancy) an hour and a half 

commute away. The operation that Manjari referred to was an emergency c-section 

performed when Shuli’s unusually strong pains signaled an impending complication. 

Little did they know that this operation would eventually be the cause of Shuli’s death.  

“… The doctor did not know that she had twins. So, they took out one and when 

they saw the second, in a hurry when they were taking out the second … some vein or 

artery got cut and she started bleeding,” described Manjari. The medical personnel who 

had seen Shuli on previous occasions during her pregnancy were unaware that she was 

pregnant with twins. While this fact is shocking in its own right, the events following the 

physician’s discovery of the twins are even more disturbing. “And something went 

wrong with the operation,” continued Manjari, “She started bleeding and they stitched 

her, and the blood kept on accumulating inside. Then they took her to Lakshmi hospital, 

regency hospital, which is a very big and very expensive hospital, and then she expired in 

that”. The doctors provided no concrete explanation for Shuli’s death. They provided no 

comfort.  

After losing Shuli due to excessive blood loss and gross infection acquired during 

a septic open-air ride just minutes after a c-section, the health center pursued to charge 

Shuli’s family a sum of 14,000 rupees for the operation, a sum amounting to more than 

seven times the family’s monthly income. Unable to pay the fee, the family fled the 
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center, leaving the babies behind. Today, two years after the tragic death of Shuli, her 

family still does not have any information on the babies, and are fearful of pursuing any 

lest they be asked to pay the paralyzing health center fees.  

Unlike in the case of Aarti, the death of Shuli can be attributed to a general lack of 

knowledge of Shuli’s physical situation, “they did not know that she had twins”, as well 

as highly inappropriate, harmful, and arguably unnecessary medical treatment. However, 

similar to Sunita’s lamentations, Manjari admitted that she regretted most that no one was 

able to offer social support or care to the parturient body during the c-section, much less 

during the last minutes of Shuli’s life when she was transported. She laments that Shuli 

was on her own during the delivery, and therefore wishes she had “been with her at 

home. In the house … she would have been surrounded by us … [where] I could have 

cared for her.” 

Childbirth in Rasoolabad is a shared experience among women. Isolated from 

men during birth, female family or community members are the only ones who are able 

to offer aid and support to the birthing mother in the home. When childbirth is taken out 

of the home, the social support that women are used to giving is upset, and the absence of 

it is emphasized by what replaces it: biomedical care that further isolates the parturient 

body.  

Both cases of maternal death represent viewpoints of “caregivers”, individuals 

who believe that their proper place during childbirth is next to the birthing mother 

offering social support. While it is clear that the institutionalized childbirth the ASHA 

workers pushed for does not support Sanjeevani, and therefore, culturally preferred home 
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birth, the major issue to the families described was independent of the model of childbirth 

that the expecting mothers were a part of. Rather, the families admittedly lamented the 

loss of social support. In both cases, giving birth in a health center greatly reduced, if not 

deemed impossible, the social interactions that family members were able to have with 

the birthing mother, a phenomena ultimately alternative to the “traditional” birth model 

that culturally ascribes family members to be a supportive body to the mother.  

 

Perspectives from Within: Community Ideas of Social Support 

 

It is a natural process, but quite a number have to be around the girl, the 
woman who is delivering the baby. So, it is a natural process but … we 
are around because suddenly something may go wrong, so we are there to 
help. So, it is natural, but we all try to be around and do our own part.  

 

Female Village Health Committee Member 

 

Sanjeevani taught women how to handle uncomplicated childbirths in the home, 

how to recognize danger signs during pregnancy, and it taught the community to prepare 

for situations that require transporting the mother to a health facility. Therefore, the 

program’s philosophy aligns more closely with the traditional, culturally ascribed ways 

that women give birth as it does with programs that are rooted more in biomedicine. The 

stories of Aarti and Shuli’s tragic deaths represent one of the main reservations that rural 

Indian women have against changing their means of giving birth. Contrary to popular 

belief, it has little to do with the fact that childbirth no longer occurs in the home – that is, 
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that the physical location is different – as it does with the fact that support systems are 

essentially eradicated. This, as one can see in the comment by a female village health 

committee member above, is essential to women’s understanding of childbirth, that it is a 

natural event supported by other women.  

While the strong desire for social support is highly evident in cases such as Aarti 

and Shuli’s, where biomedicine reigns and by nature, opposes social support, the 

collective call for support also stands out in the attitudes of women who have undergone 

training through Sanjeevani. While interviewing members of a village health committee, 

mothers in the group responded to a simple question, “who usually attends to the birthing 

mother”, by stating, “Dai, Mother-in-law. Sister-in-laws. The Dai. So, four or five 

women would be around.” Here, one can see that childbirth is obviously not a private 

matter. In fact, one of the beauties of Sanjeevani is its ability to utilize social support that 

women value in a home birth and extend it to the community in an effort to augment 

some of the intolerant perspectives that are rooted in cultural ideas of childbirth. 

Consider the nature of Sanjeevani. Attempting to involve all community members 

in lowering village maternal mortality rates, Shramik Bharti created the aforementioned 

village health committee in each village, and designated one woman as a village health 

guide, the primary caretaker of medical support to pregnant women. In this manner, men 

and women alike came to be more educated on the biological process of childbirth, 

resulting in an overall higher regard for the process of childbirth. It eradicated the, “if we 

didn’t know anything, how would the women know?” mentality that many village men 

held. Furthermore, Shramik Bharti found that the village health guides were supported by 
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the entire community and encouraged to do their work. Men and other community 

members supporting female village health guides who in turn support childbirth is an 

indirect avenue of support towards the parturient body. Comments such as, “We are 

supporting her. We are supporting the…we are continuing to work in what we have 

learned and now we are supporting her for the safety of the women,” and, “The whole 

village is our village. To save our own people,” are some of the words that men declared 

during a village health meeting.  

The following presents an even more extreme perspective. In an interview with 

male members of a rural village, individuals stated that the single most important thing 

they learned from Sanjeevani training (which they, like the village’s women, also went 

through) is “to save our women … and we can save them.” This newfound perspective is 

directly opposed to previous beliefs of “dirty, untouchable” women. Consider the case of 

Prakash. Having undergone Home Based Life Saving Skills training through Sanjeevani, 

Prakash now saw childbirth not as an event dictated by spirits or “dirty blood”, but rather, 

as an occurrence that can be controlled.  

The men of the rural village told Prakash’s story with pride. Prakash was a 

member of the village health committee, they told. When his daughter-in-law went into 

labor, Prakash took his culturally ascribed place outside of the birth room, waiting for 

news of the mother and baby’s health. After several hours without any news, Prakash 

began to be worried. He knocked on the door and asked the women inside about the 

current situation. After finding out that the placenta got stuck (an event for which any 
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Western doctor would recommend hospital attention), he “went near the door and told 

them to do this, this, then this ... he said to put the baby to the breast and the placenta will 

come out”. Knowing that Prakash had participated in training, the women listened to 

Prakash’s advice, and the placenta was delivered shortly thereafter. “This program has 

really given a place to the women … that she is important,” finished the men telling the 

story.  

Supported not only by the women, but also men in her family, Prakash’s 

daughter-in-law successfully birthed a healthy baby and remained healthy herself with 

the support of her community, all the while utilizing medical knowledge instilled in them 

by Sanjeevani. A stark difference from the experience that mothers and family members 

had in the health center, this story represents the supportive network created by 

Sanjeevani. This indicates that in the home-birth environment in rural Rasoolabad, after 

Sanjeevani training, birthing mothers have a network of social support unequivocal to 

that which women experienced before Sanjeevani, much less that which is offered in a 

biomedically controlled health center.  

 
Lessons Learned from Rural Rasoolabad 
 

Maternal health has been a part of developmental discourse for decades. 

However, despite hundreds of efforts to lower global maternal mortality rates, maternal 

deaths continue to plague families worldwide. While it cannot speak for the millions of 

people outside of rural Rasoolabad who are suffering from such deaths, the story of 

Rasoolabad and Sanjeevani has much to teach to the global community.  
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When asked to describe the phenomena of childbirth, one woman in a village 

simply said, “childbirth is just like ‘that’,” and waved her arm through the air. To the 

women who suffer most during childbirth, maternal health is a world removed from the 

biomedicine that Westerners employ to save the lives of their women. Trying to align 

spirits that possess suffering mothers, ideas of dirty blood, and practices of smearing 

turmeric or vegetable oil on the recently cut umbilical chord with fetal monitors, 

epidurals, blood transfusions, and properly performed c-sections is impossible if one does 

not search for some fragment of consistency, stability.  

Aarti and Shuli, as well as supplementary examples from village health committee 

members and village health guides, are searching for some sense of stability. In this case, 

these stories revealed that having a sense of sustained social support as women venture 

out of the comfort of their homes and into the unknown of the medical health center is 

what women want. Perhaps this is the sole reason why Sanjeevani was so successful – it 

not only maintained the already present social support between female family members, 

but also extended it to the entire community, creating a network of support unfathomable 

in a biomedical community. Sanjeevani is a small, project, isolated from the maternal 

mortality reduction attempts of various development agency giants and rooted in details 

of the local community. However, considering its success and community support, the 

global developmental community would be wise to turn their heads towards such projects 

and internalizing the lessons that Sanjeevani has to teach; that is, the importance of a 

support network to rural women.   
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