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ABSTRACT 

I have studied the role of husbands in women’s health-seeking behavior. My research 

participants are women, men, and community-level workers of a local NGO, from a 

marginalised and impoverished community residing in a slum neighborhood known as 

Gautampuri (Delhi, India). I used qualitative research design and fieldwork strategy, and 

participant observation, focus-group discussions and semi-structured interview methods. 

The major contribution of my research to sociological theory is the construct of the 

concepts of ideal versus actual role of husbands. My findings reveal that in Gautampuri 

community, husbands’ role is articulated in two distinct ways: the ‘actual’ and the ‘ideal’ 

role performance (that is, what husbands’ role should be); and the role is comprised of 

three aspects. The first aspect, which is husbands’ role in women’s health and illness-

related behaviors, entails two issues. The first issue (husbands’ knowledge of women’s 

health/illnesses) embodies a lack of awareness, since matters pertaining to women’s 

health/bodies are deemed as a woman’s domain, and men always remain detached. The 

second issue (husbands’ attitudes concerning wellbeing/ailments of their wives) is 

characterised by apathy and avoidance, and in particular, husbands do not routinely 

enquire about their wives’ wellbeing. The second aspect, which is husband’s role in the 

utilisation of medical care services by wives, involves three issues. As regards the first 

issue (decisions regarding wives’ medical care), the extent and impact of husbands’ 

influence varies significantly. The second issue (medical treatment of wives) is signified 

by husbands’ lack of involvement. The third issue (household tasks of wives during 

illnesses) is characterised by nonparticipation from husbands. This affects women’s 

health-seeking behavior, as when ailing or bedridden, the foremost impact is on their 
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daily chores, so wives somehow continue their chores; consequently hindering 

recuperation and/or aggravating ailments. The third aspect, which is husbands’ role in the 

reproductive behavior of women, encompasses two issues. With respect to the first issue 

(pregnancy and childbirth), the ‘actual’ role is comprised of a lack of involvement, due to 

reasons like their tradition of letting elders of husband’s family supervise reproductive 

matters. Vis-à-vis the second issue (women’s contraception), the ‘actual’ role is 

contingent on type of contraception. For permanent methods, there is husbands’ 

influence, but not for temporary methods as wives use them surreptitiously. 
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Chapter One: Introduction 

 In my doctoral research I examined the role of husbands in, and the impact of 

marital relations on, women’s health-seeking behaviour in a marginalised and 

impoverished slum in New Delhi, India, called Gautampuri (pronounced gaw-tum-poo-

ree). In particular I addressed the following research question: what is the role of 

husbands in their wives’ health-seeking behaviour? In my research I attempt to 

comprehend how husbands’ and wives’ marital relations shape women’s health and 

illness behaviours, women’s use of medical care services, and women’s reproductive 

health behaviors. Thus, the concepts of health-seeking behavior and husbands’ role are 

vital concepts in my study. A key finding of my analysis is that husbands’ role is divided 

by the women and men who participated in this research into the actual role performance 

by husbands (that is, what husbands do), and the ideal role performance (that is, what 

husbands’ role should be). 

 I used a qualitative research design and symbolic interactionism as the theoretical 

framework for this study and employed an interpretivist epistemological framework. The 

methods of data collection I used were participant observation, focus-group discussions, 

and semi-structured interviews. My fieldwork entailed living in the Gautampuri 

community, from November 2008 to November 2009, in order to document women’s 

health-seeking behaviour. My research participants were twelve women and twelve men 

of the Gautampuri community, as well as eight community-level workers of a 

nongovernmental organisation (NGO) Arpana that serves that community. 
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Significance of the Research Question 

 The topic that I have researched (that is, husbands’ role in their wives’ health 

seeking behaviour) is important because according to the literature on impoverished and 

marginalised sections of urban areas on the Indian subcontinent, women’s health (and its 

inferior status), high rates of ailments among women, and utilisation patterns of medical 

care services are profoundly connected to women’s marital relations (Allendorf, 2013; 

Casterline, Sathar & Haque, 2001).  

 Role of Husbands 

 Researchers argue that among low-income urban groups in India, husbands’ 

“behaviours, attitudes and decision-making regarding reproductive health have been 

shown to exert considerable influence over women’s contraceptive use, fertility, STI and 

HIV transmission” (McDougall, Edmeades & Krishnan, 2011, p.141). This is because 

several researchers observe that in the Indian subcontinent, “social and familial norms 

create a climate of disempowerment that often leads to marginalization” and lack of 

autonomy with regards to various decisions concerning the lives of married women 

(Sabarwal et. al., 2012, p. 44). Other studies add that husbands’ role and marital relations 

negatively impact women’s health and are key reasons for high morbidity rates among 

women (Chattopadhyay, 2012). For instance, as per survey data on slum populations of 

Mumbai (formerly Bombay), husbands’ alcoholism is correlated to spousal violence, 

higher fertility, unwanted pregnancies and high abortion rates (Nair et. al., 2013). 

However, other researchers have suggested that husbands play a supportive role in 
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reproductive health of women, as revealed by survey data on slums of Delhi (Narang & 

Singhal, 2013).  

 Although there appears to be a correlation in the aforesaid studies, researchers 

also claim that there is inadequate data about the role of husbands in their wives’ heath 

and illness status (Chapagain, 2006). For instance, researches on southern India argue 

that even though inter-spousal communication is critical for women’s well-being and use 

of health care services, “relatively little information on the subject is available” (Santhya 

& Dasvarma, 2002, p.224). Consequently, researchers studying the Indian subcontinent 

assert that, it is vital to grasp the connection between women’s health/illnesses and their 

marital relations, because as husbands’ involvement becomes “more widely studied, more 

information will also become available as to how accurately these behaviours correspond 

to positive health outcomes” for these women (Mullany, Hindin & Becker, 2005, p. 2004; 

Casterline, Sathar, & Haque, 2001). Furthermore, given that husbands (and other men in 

husbands’ families, like husbands’ fathers) are the “primary decision-makers of most 

families” within marginalised communities in India, many researchers conclude that 

“future research should assess the impact of educating these decision-makers on the 

health outcomes” of women in these families (Mullany, Hindin & Becker, 2005, p. 2004). 

In contrast, other literature indicate that the influence of mothers-in-law on women’s 

health-seeking behaviors, especially reproductive health and patterns of contraception, 

among low income communities in the states of northern India (Chapagain, 2006; Mistry, 

Galal & Lu, 2009). 
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 Women’s Marital Relation 

 In the literature on health and illnesses of women in impoverished communities of 

urban India, a major area concerns wives’ autonomy in their marital relationships 

(Agarwal et. al., 2010). To illustrate, researchers focus on how cultural beliefs about 

women limit their personal autonomy” and lead to “substantial inequities in gender power 

that disfavor women.” This is especially an issue in their husbands’ families and is a 

significant barrier to utilisation of prenatal medical care. This is why “maternal mortality 

is a leading cause of adult female deaths” in rural India (Mistry, Galal & Lu, 2009, p. 

926). Conversely, other studies reveal that increase in women’s autonomy in marital 

relations is correlated to better use of health care services (Koski, Stephenson & Koenig, 

2011). However data on the urban poor of Uttar Pradesh state (province) in India 

demonstrate that autonomy indicators like “employment status” and “contact with natal 

kin” have negligible correlations with improvement of maternal health (Bloom, Wypij & 

Das Gupta, 2001, p.75). Likewise, education, which is correlated to women’s autonomy 

in Western societies, has limited impact on women’s autonomy in the marginalised 

groups on the Indian subcontinent, whereas access to income does contribute to women’s 

autonomy regarding their health (Allendorf, 2007). On the other hand, data on urban 

areas of northern India demonstrate that only freedom of movement as an indicator of 

women’s autonomy has the most impact on women’s health (Bloom, Wypij & Das 

Gupta, 2001). 

 Despite the existence of these studies, several researchers note that research about 

how marital autonomy affects women’s health-seeking behaviour is lacking. This is 

because the concept of women’s autonomy has not been sufficiently researched and 
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defined in the context of the Indian subcontinent, due to reasons such as “no local 

translations of the term autonomy” (Mumtaz & Salway, 2009, p.1349). Furthermore, 

studies on Nepal and eastern India note that wives may have control over some resources 

(like the purchase of daily household items), yet they may not have any autonomy over 

areas such as their health care decisions (Allendorf, 2007). Other studies add that 

women’s marital autonomy is a “set of multiple but inter-linked domains” like decision-

making authority, and economic, social, emotional and physical autonomy (Jejeebhoy, 

2000 in Mumtaz & Salway, 2009, p.1349). Consequently, researchers stress “the 

importance of conducting qualitative research to better understand the context of 

decision-making” in marital relations in India, given that “husbands having final say’ or 

wives having ‘no final say’ can take on different meanings in different settings” 

(Mullany, Hindin & Becker, 2005, p.2002; Mullany, 2006). 

 Researchers assert that more data is required also because there are significant 

divergences between husbands’ and wives’ perceptions regarding women’s autonomy1 

vis-à-vis health, illnesses and treatment-seeking decisions (Jejeebhoy, 2002). For 

instance, studies on the states Tamil Nadu and Uttar Pradesh state in India reveal that, 

with regards to the subject of wives’ role in reproductive decision-making process, 

husbands’ perception of wives’ participation varies considerably from the perception of 

the wives themselves (Becker, Fonseca-Becker & Schenck-Yglesias, 2006; Saikia & 

Singh, 2009). Moreover, in low-income communities in India, especially in northern 

                                                 

1 How the concept of autonomy is defined in my research is discussed in Chapter Three   
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regions, wives seldom report disagreeing with their husbands on sexual matters, 

especially in public. Hence gathering information on husbands’ role in women’s health is 

problematical, requiring more research on this topic (McDougall, Edmeades & Krishnan, 

2011; Bloom & Griffiths, 2007).  

 Other researchers add that in India, women’s autonomy and their health is not 

adequately understood because studies are based usually on “information gathered only 

from women” (Allendorf, 2007, p.35). Hence such studies cannot contribute to the 

subject of husbands’ perception of their wives’ autonomy, which shapes wives’ 

autonomy to a significant degree. Therefore, according to these researchers, the role that 

husbands “play in women’s autonomy is one area that requires further attention” and 

research (Allendorf, 2007, p.35; Mullany, 2006). Accordingly in my research, I have 

taken both women’s and men’s perspectives regarding women’s health seeking behavior, 

in order to grasp the similarities and differences in viewpoints. I also take into account 

community workers’ perspective, so as to attain a more comprehensive understanding of 

how women’s marital relations affect their health in Gautampuri community. 

 Husbands’ Family and Kin 

 A noteworthy segment of researchers deem that husbands’ immediate families, 

wider kin, and even the community, must also be included when examining how marital 

relations affect women’s health, illness and health care use. This is because in these 

communities spousal relationships pertain not only to the connection between husbands 

and wives, but also to the relations between wives/daughters-in-law and their husbands’ 

parents, as well as other members of the husbands’ families (Ooman & Ganatra, 2002). 
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Moreover, various studies conclude that “kin group, neighbors, and older women in the 

community” play important roles in the health and health-seeking behaviours of women 

in impoverished communities of India (Parashar, 2005, p.992). To illustrate, in patrilocal 

extended families of north and west India, women in husbands’ families accompany their 

daughters-in-law to medical care facilities, or “knowledge about health topics can be 

obtained from family” and community members, by wives (Ayers & Kronenfeld, 2007, 

p.32). 

 In the context of reproductive health among urban poor and rural groups of India, 

such as in states like Tamil Nadu, “mothers-in-law in the household may affect fertility 

decisions made by young couples” (Char, Saavala, & Kulmala, 2010, p.154). Likewise 

studies on Pakistan2 assert that women’s contraception behaviour is affected by the 

mother-in-law’s level of formal education, and her perception of the Islamic standpoint 

on contraception (Fikree, et. al., 2001). However, researchers also point out that “not 

much is known about how intra-family relationships per se influence choice of 

contraceptive method and timing of use,” or other health-related decisions pertaining to 

these women, necessitating further research on how husbands’ wider kin affect women’s 

health-seeking behaviour (Char, Saavala, & Kulmala, 2010, p.154; Casterline, Sathar, & 

                                                 

2 I am aware about the debate for the separation of data from India and Pakistan, due to 

cultural differences, as well as the critique towards generalisations like south Asia or 

Indian subcontinent. I have included studies from Pakistan, Bangladesh, Nepal and Sri 

Lanka, due to the similarities of data and conclusion, with findings from my study. 
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Haque, 2001). Consequently, my research also focuses on how husbands’ family 

influences women’s health-seeking behaviour.  

 Utilisation of Medical Care Services 

 The literature on marginalised populations of the northern India shows that 

husbands heavily influence women’s use of medical care services, especially in the 

context of low rates of usage. Another key factor that impacts on women’s use of these 

services reasons is the high cost of modern medicines, which is a barrier for 

impoverished populations. In addition, certain communities prefer using traditional and 

indigenous medicine, instead of Western medicines (Wiley, 2002). To illustrate, 

husbands in the Ladakh region of northern India are reluctant to let women use modern 

obstetric services. As a result, women use traditional medicine, leading to high maternal 

mortality rates (Allendorf, 2007). As a result, several researchers “reaffirm the call for 

inclusion of husbands in the reproductive programs” in India, for safer pregnancy, less 

maternal mortality, and so on (Chattopadhyay, 2012, p.148). Despite this 

recommendation, there is an enduring “lack of consistent policies and absence of focus 

on evidence-based interventions” regarding how women’s use of medical care services is 

shaped by their marital relations (Mavalankar, Raman & Vora, 2010, p.700; Ayers & 

Kronenfeld, 2007).  

 A number of researchers add that other issues such as patriarchal hospital staff 

who are insensitive towards women, intersect with husbands’ role and affect women’s 

use of medical care services (Bhatti & Fikree, 2002). However, existing research 

regarding husbands’ influence on their wives professional medical care seeking 
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behaviour is still insufficient. Moreover, such studies should not exclude husband’s role, 

given that woman among impoverished urban populations “completely depend 

economically, socially and emotionally” on husbands, families and communities (Singh, 

2007, p.1; Parashar, 2005). Consequently, I focus on how husbands and their family 

influence the utilisation of medical care services by wives in the community of 

Gautampuri. 

 

Structure of the Dissertation 

To provide further context for my study, in Chapter Three I discuss the literature 

that defines health-seeking behaviour and the substantive literature on women’s health-

seeking behaviour in the Indian subcontinent. I then describe my research methods and 

theoretical framework in Chapter Four. Findings from my research are presented in 

Chapters Five through Nine. In Chapter Five and Six, I explain the health-seeking 

behaviour of women of Gautampuri community. In subsequent chapters, I elucidate my 

findings on the role of husbands in women’s health and illness-related behaviours 

(Chapter Seven), in women’s use of medical care services (Chapter Eight), and in 

women’s reproductive health behaviours (Chapter Nine Eight). In Chapter Ten, I 

conclude by comparing my findings with the existing literature, and discuss policy 

implications 
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Chapter Two: The Research Setting 

Below, I describe the slum community of Gautampuri, the typical ailments among 

women who live there, and the medical care services available to them. I also describe 

the economic, social, cultural, conjugal and familial characteristics of members of 

Gautampuri community. Furthermore, I compare Gautampuri community with the 

literature on slums populations in Delhi and India. 

Gautampuri  

 My research site of Gautampuri Resettlement Colony is situated in the southeast 

corner of Delhi state (see images 1 and 2). This locality is approximately one square 

kilometre in area, and is a resettlement colony; as in 2002, the government of Delhi 

relocated several slum communities to this location, which already had a small existing 

population (Department of Health, n.d; IDPAD, 2003; Field Note [henceforth FN]: May 

05, 09). In 2009, there were approximately 70,000 residents, and no drinking water, 

sewage or sanitation points in the households. The municipal authorities provide 

sanitation through community toilets and water through tankers. There is considerable 

open defecation and urination by children, as well as by some adults (Arpana, n.d.; FN: 

May 07, 09). Dwellings in Gautampuri community vary considerably, but as per 

government regulations, all dwellings are built on sixteen square meter (four by four 

meter) space. Dwellings range from temporary mud huts to semi-permanent homes with 

tin or asbestos roofs, to more permanent houses made of brick and cement. As the 

families expand, residents add one or two floors on top of the ground floor. On average 

six to ten individuals live in one dwelling (FN: May 17, 09). 
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Image 1: Delhi, India, Google Maps 2017 

 

 

 

 

 

 

 

 

 Image 2: Gautampuri, Delhi, India, Google Maps 2017 
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 Economic Characteristics 

  Gautampuri community is a low-income group, and the majority households that I 

observed are poor. Their average monthly income is about 150 to 300 Canadian dollars, 

with a few families earning as little as 80 to 100 dollars. With this income, no household 

suffers crisis of food; nonetheless, most families have just the bare minimum of 

necessities and own very few possessions. A handful of households have basic luxuries 

like a television or a refrigerator (FN: May 24, 09). Most men in Gautampuri community 

are daily-wage labourers, who are temporarily employed and are paid fixed wages for a 

day’s work, which is typically 5 to 8 Canadian dollars per day (FN: June 04, 09). Wives 

in Gautampuri community rarely seek employment, and most are confined to their 

households. A few women work as domestic-chore workers in affluent neighbourhoods. 

Those who are in their homes at times work at unskilled tasks like making grocery bags 

out of old newspapers, which provide an average income of 20 Canadian dollars per 

month for each woman (FN: May 25, 09). As a result, the women of Gautampuri have 

limited purchasing capacity. My findings are consistent with the literature, as a prominent 

feature of slums is that it they are characterised by “concentrated poverty” (Patel, 

Koizumi & Crooks, 2014, p.300). Poverty of wives, in low income communities of India, 

is highlighted by several studies; as they assert that wives have “very little purchasing 

power,” and “requested money from their husbands” (Mullany, Hindin & Becker, 2005, 

p. 1997). 
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 Socio-cultural Characteristics 

 The majority of residents in Gautampuri community have very low levels of 

formal literacy. My informants range from having no formal education to possessing a 

level of formal education of grade five or six. However, with Arpana’s support, the 

current generation is beginning to achieve better literacy levels. The first language of 

most residents is Hindi, and very few know English at a basic level. The eight 

community-level workers have high school and/or higher qualifications, and are 

conversant in writing and reading English (FN: June 04, 09).  

 Gautampuri community members are particularly conscious of their poverty and 

social background because it sharply contrasts with the affluent neighbourhoods of Delhi 

which surround it. Moreover, since some residents work in these affluent neighbourhoods 

(as domestic help, vehicle drivers, gate keepers and so on), they are well aware of the 

lifestyles of these prosperous neighbouring populations. Community members refer to 

this wealthy segment as ba-ray loag or high community, that is, social groups who have 

higher education, social prestige, and wealth. In comparison, many informants refer to 

themselves as chhoa-tay loag or lowly community (FN: June 14, 09). Women informants 

mentioned that the difference is not just of wealth but also of standards and values, for 

instance wives in high community have a lot of autonomy. This is a mark of superiority 

compared to their lowly community where women have almost no say in any matter. Due 

to inferior social, educational, and financial backgrounds, these women believe that the 

high community of Delhi has a low estimation of their community (FN: June 17, 09). 

Other researchers studying low-income groups of urban India have also noted similar 

narratives; for instance, in slums of Delhi, residents define “rich people” or “badhe log” 
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in terms of their lifestyles including such things as their access to amenities like “regular 

electricity, refrigeration, and air-conditioning” (Snell-Rood, 2013, p. 281). 

 My findings show that Gautampuri community makes a clear distinction between 

ap-nay or insiders and pa-raa-yay or outsiders. Furthermore, their definition of an insider 

is not just family or kin, but the whole community (FN: May 24, 09). Hence residents 

discuss many private matters (such as sexual health) not only with their kin members, but 

also with neighbours and other community members. Therefore, individuals who are not 

family or kin members still have access to some information about the health issues of 

other community members. Furthermore, all matters pertaining to individuals, families, 

or the whole community are constantly discussed in small and large groups; leading to 

the creation of several collective narratives and discourses within Gautampuri 

community, which have a fair amount of influence on individual members (FN: May 25, 

09). 

 I also found that Gautampuri community’s perceptions of insiders and outsiders is 

also made by many studies on impoverished groups in India. For instance, one study uses 

the framework of “private realm,” which is “primary group members who are located 

within households and personal networks;” “parochial realm,” which is “a sense of 

commonality among acquaintances and neighbors who are involved in interpersonal 

networks that are located within communities;” and “public realm,” which indicates 

everyone not included in the private or parochial realm (Lofland, 1989, in Bose, 1999, 

p.7). Akin to my findings, other researchers assert that as slums in India are dense areas, 

residents live in very close proximity; and hence there is lack of privacy since private 
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matters are open “for neighbours to scrutinize,” which “produces a transformation in 

social relationships” in slums (Datta, 2012, p.755). 

 Since residents of Gautampuri consider the whole community as insiders, hence 

even unrelated community residents address each other by generic kin terms and behave 

accordingly. To illustrate, residents typically address each other as sister, son, mother, 

etcetera, keeping age and gender in mind (FN: May 05, 09). Therefore as soon as Ratna 

(community worker) introduced me, women informants spontaneously addressed me as 

bha-ee-yya or elder brother, and they expected that I call them bay-hen, or younger sister. 

When residents learned that I was there to understand women’s health-seeking behaviour, 

they had to include me in as an insider by identifying me a one of the statuses available in 

their community, thus they began to address me as elder brother. This is because while 

they did want to discuss their health issues with me, they would have been uneasy about 

doing so if they view me as an outsider. In Gautampuri community, personal, family or 

kin matters (like women’s health) are restricted to the insiders; and residents, especially 

women, are uncomfortable about discussing personal issues with outsiders (including 

medical care professionals). Residents expected that as elder brother I would be 

conscious of the fact that I was now an insider and not just any detached outsider and 

would behave like someone in that position. This meant that even though initially the 
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residents perceived me as a member of ‘high community,’ over the duration of my 

fieldwork, I was able to gain trust and inclusivity 3 (FN: May 24, 09).  

 Household and Familial Characteristics 

 In Gautampuri community, household sizes vary from six to twelve members and 

households have multiple generations living under the same roof. Families in Gautampuri 

community are comprised of consanguine male members (fathers, sons, and brothers) 

along with their wives and children. In addition, unmarried sons and daughters are also 

part of household, although daughters get married when they are between 16 to 20 years 

old (FN: June 15, 09). The literature on marginalised communities of India is 

corroborates my findings, as “joint family systems continue to exist, particularly for 

lower income groups” (Raj et. al., 2011, p.709); and in these families, such as in the 

northern states, “the fundamental tie is the patrilineal blood tie among men,” and the 

primary role of the daughter in law is the continuation of the family line via reproduction 

(Allendorf, 2013, p.855).  

 In Gautampuri community, daughters once married are expected to move into the 

extended family of their husband, and after marriage they effectively dissolve all 

connections with their natal family (FN: June 29, 09). Post marriage every aspect of 

married women’s lives is connected to their husband’s family. Hence in Gautampuri 

                                                 

3 In Chapter Four, I further discuss reflexivity/ positionality vis-à-vis the residents of 

Gautampuri 
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community, spousal relationship includes the relations between wives/daughters-in-law 

and their husbands’ parents, as well as other members of the husbands’ families (FN: 

June 29, 09). In Gautampuri community, when married women mention pa-ree-vaar or 

family, they are usually referring to their husband’s household, particularly in the 

contexts of domestic finances or social prestige. (FN: July 27, 09).  

 Similar to my findings, the significance of marriage for women is highlighted by 

several researchers, given that in the “north Indian kinship system,” women “literally 

begin a new life after marriage when they arrive at their affinal household” (Bloom, 

Wypij & Das Gupta, 2001, p.76). Other studies add that in the “patrilocal extended-

family” system, wives “join their husband’s family after marriage,” and “occupy the 

bottom of the gender and generational hierarchies of the family” (Allendorf, 2013, p. 

854). Furthermore, members of women’s natal family “withdraw and perceive that after 

marriage, the major caregiver of the married woman is her husband’s family” (Ay et. al., 

2009, p.298). 

 In Gautampuri community, husbands’ extended consanguine kin typically share 

property, social status, and familial ceremonies (like marriages or births). A key example 

is cooking, as women of the household collaboratively prepare food for all male 

members, children and older women. Utensils, cooking appliances, raw materials, and 

cooking spaces are typically shared. Another example is important decisions, which male 

members jointly make, with senior men having more say, particularly in domestic 

matters, such as marriages. I also noted that Gautampuri community  tenaciously upholds 

this aspect of their life (FN: May 20, 09). The practice of collective decision-making is 

noted by several studies; for example as per data on impoverished groups of Pakistan and 
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north India, for issues like marital negotiations and relations, the wider kin or “biraadari 

is also involved” (Mumtaz & Salway, 2009, p.1352). However, these researchers do not 

note the role of religion in this context. My observations about the authority of extended 

family is consistent with other researchers; as these families value the “ideology of 

akhathe (togetherness)” over individualism (2009, p.1352). 

 Elders are the most valued members of Gautampuri community, especially in 

matters of family hierarchy. They have the highest social position in both private and 

public maters, and traditionally, this has always been the fundamental element of their 

family structure. Fathers have had an unquestioned final say in every matter relating to 

the whole family; men obediently follow older brothers; and mothers-in-law have more 

influence on the reproductive choices than the daughters-in-law themselves. In 

Gautampuri community, couples must get consent from elders for most major decisions, 

such as when to have children and how many children they will have (FN: June 15, 09). I 

observed that this authority of elders is not perceived as something that elders force on 

younger generations, as this familial structure is part of their traditions. Elders take a 

supervisory role and take decisions regarding major domestic issues such as childbirths, 

and junior family members, no matter how old they are, always follow willingly. In my 

participant observations, I did not note any resistance from the younger generation, and 

they diligently conform throughout their lives (FN: June 13, 09). In Gautampuri 

community, the entire familial relationship is built upon this structure, and is highly 

valued by the community. Elders expect younger generations, particularly sons, to obey 

them; and residents define a good son as someone whose parental loyalty is above any of 

his other relations, including his wife and children (FN: June 17, 09).  
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 Marital Characteristics    

 According to my informants, in Gautampuri community there are several marital 

customs and behaviors that reflect appropriate conduct between wives and husbands. For 

example, wives are expected and used to doing only those things that are approved by 

their husbands. Wives typically do not challenge their husbands’ authority, especially in 

public, because it is considered dishonourable. Even when women earned some money, 

for example through working as domestic help, I did not note any variation how they 

addressed their husband’s authority. Instead, women informants claimed that husbands’ 

authority and wives’ obedience is rooted in their traditional customs. However they 

claimed that it is also due to the quintessential nature of women of Gautampuri 

community (FN: Oct 04, 09); which is why wives like Kangna stated: 

What to do brother [Alekhya], a woman [in our community] is made like that 

(Kangna, Focus Group Women [henceforth, FGW])  

 

In my field observations and focus groups, I noted that residents believe that both men 

and women are born with certain distinctive traits (that is, made in a certain way); for 

example, women of Gautampuri community are born with the trait of obeying their 

husbands. That is why Kangna believed that, since this trait (of obeying husbands) is 

inborn, therefore wives have no option of behaving otherwise (FN: Oct 05, 09).  

 My observations about the authority of husbands is consistent with findings of 

several researchers; as in the context of Pakistan and northern India, younger wives are 

“not expected to voice their opinion forcefully” as it is perceived as a challenge to the 

husbands’ authority and masculinity; and “akhri faisla (final decision)” is always made 

by male members of husbands’ family (Mumtaz & Salway, 2009, p.1352). Furthermore, 
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parallel to my findings, other researchers assert that the lives of women from 

marginalised communities in India are controlled by various men of her family; for 

instance “by father and brothers before marriage, by husband after marriage, and by sons 

during her old age” (Chowdhry, 2004, p.56). Therefore, women of all ages occupy a 

subordinate economic and social position compared to men, and “men retain nearly 

absolute control over women’s minds and bodies” (Go et al., 2003, p.265; Ahmed-Ghosh, 

2004).  

 In Gautampuri community, another important marital behavior for women is 

bodily/physical detachment, which couples always stringently maintain in daily 

behaviour, both within the household as well as outside of it. With the exception of 

sexual encounters, such physical distance is strictly followed, particularly if couples are 

in front of elders such as parents or older male family members. Informants claimed that 

maintaining bodily distance is necessary to show respect to elders as well as for curtailing 

any excessive affection of husbands for their wives. Uncontrolled physical proximity may 

lead to too much attachment between couples, thereby reducing the loyalty of the 

husband (son) towards his parents and kin (FN: June 13, 09). My aforesaid observations 

add to findings by researchers who focus on women’s sexuality, as they argue that in 

low-income communities in India, such as in slums of Mumbai (Bomabay), “women 

exert little agency over their own sexuality” (Santhya & Jejeebhoy, 2005 in McDougall, 

Edmeades & Krishnan 2011, p.142). 

 In my research, informants reported about the practice of leg massage, (in Hindi: 

pay-r [leg] da-baa-naa [massage]) as a significant aspect of the husband-wife 

relationship in Gautampuri community. Primarily it refers to the practice of a wife 
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messaging her husband’s feet and/or legs after he returns from work. However, the 

meanings attached to leg massaging are more important than the act itself. For instance, 

husbands are perceived to be the providers for their families, and through this act wives 

demonstrate gratitude for their grueling work which maintains the family. This act also 

signifies a wife’s dedication, respect, and belief in say-vaa or selfless service towards her 

husband; as well as symbolises obedience, which is considered an esteemed characteristic 

for wives (FN: July 13, 09). My findings about wives’ dedication is consistent with by 

other researchers as they assert that “Indian traditions have demanded from the wife not 

only to merge her individuality with that of her husband but also to accept her husband, 

as a God” (Gulati & Jayanti Dutta, 2008, p.109; Pandey, Dutt & Banerjee, 2009). 

 In my research, I also noted that the practice known as ghoon-ghut or head-

covering is an essential facet of a married woman’s role, spousal relationships and family 

life in Gautampuri community. The Hindi word ghoon-ghut literally refers to the loose or 

untied end of a saa-ree, (unstitched yard of cloth, wrapped around the body), or it can be 

chun-nee/pal-loo (stole-like accessory); which is used by married women to wrap their 

heads. They may partially or fully cover their faces as well. A woman whose face is 

completely covered has limited visibility through the perforations of the garment (FN: 

May 28, 09).  

 This practice is associated with a set of meanings and narratives. For example, in 

domestic settings and amongst peers, a married woman may or may not cover her head. 

However, in the presence of elders, these women must keep their heads covered as a 

mark of respect, and they may or may not cover their faces. Residents judge those 

women, who do not follow such practices, as ill-mannered and discourteous because this 
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head covering is a vital family custom. In other circumstances, such as when meeting a 

stranger, women always cover their heads, and fully or partly cover up their faces, before 

a male stranger. Residents value this behaviour because the head cover denotes the 

honour and modesty of a woman as well as the maintenance of that honour. Conversely, 

if women greet male strangers without covering their heads, they are deemed disgraceful 

(FN: May 11, 09). Similar to my findings about head covering practices, other studies 

note that in squatter settlements in Pakistan, owing to veiling practices or “purdah, a 

concept deeply rooted in Muslim theology and tradition,” women “lack the freedom or 

autonomy” (Fikree, et. al., 2001, p.130).   

 As per my findings about spousal conduct, husbands in Gautampuri community 

regularly scold their wives, including verbal assaults such as yelling and shouting. In 

Gautampuri community this behaviour by husbands is typical, and therefore wives expect 

it; and in general, these women quietly and obediently accept such conduct. These 

women claimed that they are brought up to accept that husbands would scold them and 

that they should consider it a normal aspect of conjugality (FN: June 25, 09). My findings 

are consistent to research on low-income communities of India, which conclude that 

wives frequently face “multiple forms of violence” (Panchanadeswaran & Koverola, 

2005, p.753; Stephenson, Jadhav & Hindin, 2013).  

 According to my informants, in Gautampuri community, children are an 

indispensable component in their definition of conjugality and family, and for them the 

main purpose of marriage is to reproduce. Women typically experience first pregnancy 

by age eighteen, and have two or three children by early twenties. Older women have an 

average of four to five children (FN: June 13, 09). But such high fertility rates are 
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declining, principally due to the excessive cost of raising children in a city like New 

Delhi. Yet family, kin, and the community at large put considerable pressure on the 

couple, and particularly on women, to reproduce as soon as possible. Only when a couple 

has children is their family deemed complete by the community. Childless couples are 

socially marginalised, and the community generally approves if a husband desserts his 

wife if she is perceived to be unable to bear a child (FN: May 17, 09). Analogous to my 

findings, the importance of reproduction is noted by other studies, since they assert that in 

low income groups of India, for example in eastern states, women’s inability to conceive, 

especially within the first year of marriage, causes significant anxiety, particularly since 

they have little knowledge of fertility (Barua & Kurz, 2001; More et. al., 2011).  

 Marital Roles and Customs 

 My informants told me that in Gautampuri community, there is a clear 

understanding of what activities are meant for women and which ones are for men. 

Residents refer to the area of men’s activities as the outer world (in Hindi: baa-hur 

[outer] kee du-ni-yaa [world]), where outer refers to anything beyond the domestic realm, 

such as jobs, education, healthcare systems, or political activities. Informants provided 

clear outlines about the role of a married woman in their community, for instance, most 

domestic activities like household chores, cooking, child care, and upkeep of the house 

are distinctly women’s activities (FN: June 17, 09).  

 Wives in Gautampuri spend a considerable part of their days completing routine 

chores like washing and cleaning. The near absence of basic facilities like a water supply 

or private sanitation means that women spend, on average, four to seven hours per day on 
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these activities. Women are forced to walk to the community water supply, wait in long 

queues, and drag heavy containers of water back to their homes. All throughout the day 

women are engaged in these types of activities. Similarly, cooking with fuels such as 

waste wood is quite time-consuming. Therefore, in Gautampuri community even minor 

tasks use up a large portion of these women’s daily lives, leaving them with very little 

time for anything else (FN: May 30, 09). Comparable to my observations, other studies 

on slums of Delhi assert that “it is primarily the responsibility of the women in the 

household to arrange and store water,” which is why “the everyday lives of these women 

are organized around water” (Chandola, 2012, p. 56). 

 In Gautampuri community I noted that cooking is a task that is reserved 

exclusively for women, and men are not expected to get involved with it except when 

buying raw materials. Residents affirmed that ability to cook is basic skill that every 

woman must possess, and they express this belief by mentioning making roa-tee or 

flatbread; which may mean anything from the task of making a flatbread to the entire 

responsibility of cooking. Women informants often explained the severity of their 

illnesses by stating that they cannot even make flatbreads, or in other words, being 

rendered incapable of doing even the bare minimum of a woman’s duties (FN: May 18, 

09). Informants also cited washing clothes as an example of a task that differentiates a 

woman’s role from a man’s role in Gautampuri community. Residents deemed it quiet 

shameful if in ordinary circumstances, a husband washes his, or worse, his wife’s 

garments. Many residents perceived this as a loss of husband’s influence over his wife 

and an unacceptable instance of the wife emerging as the primary authority figure in her 

family (FN: Sept 16, 09).  
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 My findings are consistent with research on impoverished groups, as they 

conclude that traditionally, men and women in Indian subcontinent have lived in different 

social worlds; where women “typically have a separate area where they perform 

domestic” tasks and where they spend most of their time. Men/husbands are 

predominantly outside the house/dwelling and spend most of their time with male 

“friends, coworkers, and kinsmen” (Mandelbaum, 1988, in Ruback & Pandey, 2002, p. 

2298). Other studies on slum communities in India, such as in Calcutta city, add that the 

work of women is divide it into three parts, “biological (childbirth and childcare), 

physical (cooking, cleaning, washing), and social (socialising children, maintaining 

gender norms and family values)” (Moser, 1993, in Bose, 1999, p.9).  

 Changes in Family and Marital Relations 

 According to my informants, residents of Gautampuri community, who originate 

from rural areas, believe that their familial structure alters significantly once they start 

living in cities like New Delhi. The community members referred to this change as shay-

hay-ree or becoming like city dwellers; and affirmed that the main transformations occur 

in two types of relationships: (a) elders and younger community members, and (b) 

husbands and wives (FN: May 17, 09). My informants claimed that unlike in previous 

periods, children in the current generation do not prefer spending most of their time at 

home with their parents. Instead, younger community members, especially newly married 

couples, enjoy being outside their homes. Elders reasoned that this is because once 

outside, the youth no longer have to submit to their parent’s authority. This tendency is 
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contrary to the past when, according to the community elders, youth were eager to be in 

an environment of parental supervision (FN: May 15, 09). 

 According to my observations, the older generation is dissatisfied with these 

changes because they do not possess the same authority they used to have, or are 

supposed to have, according to traditional norms and customs (FN: May 16, 09).The 

older generation expressed its discontent through the discourse of ee-zzat or respect/ 

honorable which, in this context, refers to community’s younger members paying respect 

to elders by heeding to their supervision. Elders also mentioned the discourse of bay-sha-

rum or being shameless/ dishonorable to convey the youth’s emerging propensity to keep 

seniors out of their affairs, which the elders perceive as a serious insult to their position 

of influence. Elders asserted that this dishonorable behaviour combined with lack respect 

for elders, estranges the elders from the younger generation (FN: May 15, 09).  

 My informants asserted that traditional conjugal conventions are also in decline in 

Gautampuri community. For example within the household, some younger couples do not 

strictly maintain physical distance, and at times, husbands are emotionally closer to their 

wives than their consanguine kin. Informants conveyed that this change is due to factors 

such as urban living and getting influenced by high community, who do not subscribe to 

these practices. Elders informed that they consider such behaviour offensive and 

threatening, express their resentment through the discourse of being dishonorable (FN: 

May 15, 09). Elders tend to blame wives more than husbands for what they perceive as 

undesirable changes in their family life, as residents firmly believes that it is a woman’s 

obligation to sustain traditional customs. Yet some contemporary wives engage in actions 

like physical closeness with their husbands, which is deemed as insubordination of the 
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authority of parents-in-law. As a result, contrasting to earlier period, nowadays husbands’ 

parents feel distant from their daughters-in-law (FN: May 15, 09). These findings are 

consistent with other studies on marginalised communities of India, such as in New Delhi 

and Mumbai cities, where young women are “expected to remain largely invisible and 

under the authority of her husband’s family” (Population Council, 2004, p.5). 

Furthermore, husbands’ family feel an “entitlement to control women” due to the 

“cultural expectations of daughter-in-law’s subservience” (Raj et. al., 2011, p.709). 

Arpana  

For my data collection, I collaborated with NGO Arpana (see Image 3). Arpana is 

an organisation that has been working in the Gautampuri locality since 2002 (Arpana, 

n.d.; FN: May 03, 09).  

 

 

 

 

 

 

 

Image 3: NGO Arpana Office, Das 2009 

NGO Arpana was operating a primary health clinic in this locality and a successful 

community health program for women and children. NGO Arpana also operated self-help 

groups for women, primary education for children, technical education for adolescents, 
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loan programs for building and fixing residences, and immunization programs (see 

Images 4 and 5). NGO Arpana employed eight community-level workers, who are 

residents of Gautampuri locality. These workers, who have at least a high school level of 

formal education, work with approximately 900 households each and were participants in 

my research. NGO Arpana employed other professionals as well, such as teachers, 

nurses, and doctors (FN: May 03, 09; Arpana, n.d.). 

 

Images 4 & 5: Arpana Community Clinic, Das 2009 

As part of my data collection, I accompanied Ratna, one of the community 

workers, as she performed her daily tasks on behalf of NGO Arpana. I was introduced 

and vetted by NGO Aparna, who acted as gatekeepers for my fieldwork. But as I 

proceeded through my data collection, I independently interacted with the community 
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members, without the support of NGO Arpana or Ratna. Community worker Ratna was 

responsible for assisting 850 households, from which I recruited all of the women and 

men informants in this research. Along with the aforesaid tasks, Ratna’s work included 

record-keeping of antenatal visits for women, infant immunisation and health check-ups, 

contraceptive information dissemination and distribution, follow-up on medical care for 

ailing women, and assisting women with childbirth (FN: May 04, 09). 

 

Slums in India 

 According to the literature, slums (or squatter colonies or residential localities of 

urban poor) are defined in several ways. To illustrate, international agencies like the 

United Nations define slums as a collection of households that lack “one or more of the 

following five elements,” namely drinking water, sanitation, adequate space, adequate 

structural integrity, and “secured tenure” (Patel, Koizumi & Crooks, 2014, p.301). 

Likewise, Government of India defines slums as a “compact area with a collection of 

poorly built tenements, mostly of temporary nature, crowded together” in unhygienic 

conditions” (Ahmad, Choi & Ko, 2013, p.91). Accordingly many researchers focus on 

the legal status of slums, for example, municipal policies of India define slums as an 

“encroachment,” or an area “occupied illegally,” and hence a “source of danger to the 

health, safety or convenience of the public” (Bjorkman, 2014, p. 41). 

 In the social science literature, the emphasis is on living conditions, lack of basic 

civic facilities, and socio-economic conditions in slums (Gupta, Mahajan & Lal, 2009). 

Some researchers describe slums as spaces “where buildings are unfit for human 
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habitation” and have a “faulty arrangement of streets, lack of ventilation” (Snell-Rood, 

2013, p.273); dwellings can range from impermanent shelters made of “mud, brick, tin 

and bamboo” to permanent structures “made of brick and cement” (Hayami, Dikshit & 

Mishra, 2006, p.47); and have absence of basic utilities, as “water scarcity is an acute 

problem” (Asthana, 1995, p.180). Many researchers conceptualise slums as areas of 

extreme population density, as studies on Delhi reveal that “each slum housed between 

7,000 and 10,000 families (average of 4-6 members), with the majority living in small 

huts of one or two rooms” (Khan, 2012, p.6). As for sanitation, studies reveal that 

governmental agencies in India provide community toilets (Asthana, 1995). However, 

these are always inadequate proportionate to the number of users and are poorly 

maintained (Chandola, 2012), and because of absence of sewer system, household and 

human waste flows through open drains that crisscross the slums (Read, 2012).  

Slum Conditions in New Delhi 

Delhi is a state (province) that contains the city of New Delhi, which is the 

national capital of the Republic of India. Delhi’s area is approximately 1,430 square 

kilometres and it has a “metropolitan population of about 16.3 million” (Ahmad, Choi & 

Ko, 2013, p.91). If the suburban areas and daily commuters are included, then Delhi’s 

infrastructure is used by approximately 31 million people. Delhi is one of world’s most 

rapidly urbanising area, and it is a major industrial and commercial hub. Being the centre 

of national (federal) administration, Delhi has a sizeable population that is employed by 

various public institutions (Chakraborty, 2012). There is also a considerable demand for 

cheap labour in Delhi meaning that it is the slum dwellers who “work [in] factories, drive 
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the taxis and rickshaws,” and “work as servants to care for the families of the middle” 

and upper classes (Parkar, Fernandes & Weiss, 2003, p.292). According to various 

estimates, around “377 million people reside in India’s 53 million-plus cities and 8,000 

towns,” and within this urban population, approximately “93 million are estimated to 

inhabit slums.” Many of the members of these communities are internal migrants and 

refugees (Harriss-White, et.al., 2013, p. 399). In “2002-2003, Delhi’s slum population 

was approximately three million, residing in about 1,080 settlements” (Wadhwa, Ghosh 

& Kalipeni, 2012, p.479).  

Estimating slum populations in Delhi is additionally problematic because 

government agencies frequently demolish settlements and intermittently create 

“resettlement colon[ies],” such as Gautampuri locality. These are low-income localities 

typically “beyond the margins of the city,” formed by relocating members of demolished 

slums and squatter colonies (Read, 2012, p.88). Each household is allocated a fixed and 

standardized area to build shelters; however, there is no land ownership. Hence, these 

settlements are provisional, and can be repossessed at any time (Chandola, 2012). 

According to the literature, slums develop in cities of India mainly due to continuous 

migration of unemployed or underemployed populations from rural areas. For instance, 

Delhi province “annually receives about 250,000 migrants,” mainly from neighbouring 

states (provinces) like Haryana, Uttar Pradesh, Rajasthan, Bihar and Madhya Pradesh 

(Khan, 2012, p.6). Other factors causing migration from rural areas are floods, droughts, 

epidemics, riots, and for “education, health care facilities” (Parkar, Fernandes & Weiss, 

2003, p.292).  
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 NGOs are present in all impoverished communities of urban India, such as Maitri 

in Dharavi slum (Mumbai), Child Relief and You (CRY) in slums of Calcutta, and 

Childline India in slums of Delhi (Parkar, Fernandes & Weiss, 2003). These 

organisations are both publicly and privately funded, and they provide services such as 

“preschool,” “vocational training,” “health clinics,” and family counselling regarding 

fertility and contraception (More et. al., 2013, p.2). Many organizations assist with loans 

and microlending, as well as organize community events (Gupta, Mahajan & Lal, 2009). 

Akin to NGO Arpana, these NGO hire community workers who are typically women 

“chosen from that community who [receive] intensive short-term training on health 

promotion, disease prevention, and the treatment of some common ailments” (Shaikh, 

Haran & Hatcher, 2008, p.751).  

 

Women’s Illnesses in Slums of Delhi and India 

 My findings are consistent with the literature, as ailments and infirmities are 

widespread as well as recurrent in slums of India. Researchers claim that “crowding and 

lack of hygiene” are contributors to the “spread of infectious diseases such as 

tuberculosis and respiratory infections,” and lack of basic services, such as access to safe 

drinking water, causes high rates of diarrhea and malnutrition (Butala, VanRooyen & 

Patel, 2010, p.936). Researchers also point out behaviours such as unprotected sexual 

intercourse, leads to HIV-AIDS (Ghosh, Wadhwa & Kalipeni, 2009). Other researchers 

identify “worm infestation,” “skin conditions,” vaginal discharges, measles, cataracts, 

and physical handicaps, as the main infirmities (Goswami & Kedia, 2010, p. 108). 
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Studies on the slums of Delhi report that gastroenteritis, dysentery, malaria, tuberculosis, 

and fevers are the most common ailments. Moreover, many aliments among slum 

dwellers are made worse because of inadequate nutrition and malnutrition, especially 

among adolescent and young women. Lastly, these ailments are so pervasive and frequent 

that many residents of slums consider them a part of daily life (Snell-Rood, 2013), which 

is consistent with my findings. 

 Akin to women in Gautampuri, there is prevalence of anemia, as studies on Delhi 

conclude that more than 50% of pregnant women from low-income populations are 

affected (Population Council, 2004). Fertility rates are also high among marginalised 

populations of Delhi (Viswanathan & Tharkar, 2010). Among low income communities 

in Delhi, frequently reported women’s reproductive and sexual health problems are 

“blood after sexual relations,” “abnormal vaginal discharge, pain or burning during 

urination,” “bad odor,” painful intercourse, and vaginal irritation (Stephenson, Koenig & 

Ahmed, 2006, p. 203). Historically, maternal mortality rate has been very high among 

slum populations, which are declining. However, women still face potentially fatal 

dangers during childbirth such as “haemorrhage and sepsis,” “obstructed labour, 

toxaemia and unsafe abortion” (Population Council, 2004, p.108). Researchers note that 

practices like multiple unplanned pregnancies and abortions, as well as home-based 

deliveries by untrained birth attendants, cause serious harm to women (Cornisha & 

Ghosh, 2007). My findings are consistent with these studies, as maternal health problems 

significantly shapes women’s reproductive behaviour in Gautampuri. 
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Medical Care in Delhi and India 

 In India there are “six different recognized systems of medicine,” with the 

predominant system being Western biomedicine, which is commonly referred to as the 

allopathic system; which is perceived to be modern medicine and health care by people in 

India (Majumder, 2006, p. 46). Other medical care systems that are practiced in parallel 

are homoeopathic medicine and indigenous systems like Ayurved and Unani systems of 

medicine (Mignone et. al., 2007). My informants always consult allopathic doctors 

(including fraudulent), and I did not observe use of indigenous or homoeopathic systems 

(FN: June 25, 09). As for the payment structure both private and publicly funded methods 

operate concurrently in India. However, privately funded medical care is costly, which is 

why it is used predominantly by the affluent populations (Ranson et al., 2006). On the 

other hand, marginalised rural and urban populations rely on the public health care 

system of India, which is owned and operated by various levels of the government 

(Parashar, 2005; Garg, Sharma & Sahay, 2001).  

 Public healthcare institutions of India employ Western biomedical (allopathic) 

practitioners, and vary widely in terms of size and functionality. At the “primary” level 

(that is villages and localities), there are “Primary Health Centres (PHCs)” consisting of 

one or two doctors, a few nurses, midwives, and auxiliary health care staff (Vaishnavi, 

2009, p.171). At the primary level, governments often collaborate with NGOs to operate 

not-for-profit clinics, such as NGO Arpana’s dispensary; in order to cover remote and 

underserved populations, like slum dwellers (Bhandari et. al., 2002). The “secondary” 

level hospitals (in large towns and small cities) provide emergency and curative services, 

and are large institutions comprising of 100 to 400 doctors (Vaishnavi, 2009, p.171). 
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Tertiary level hospitals operate in provincial capitals and larger metropolises; and at both 

secondary and tertiary levels, “consultations and drugs are also free of charge” 

(Sakdapolrak, Seyler & Ergler, 2013, p.143). Delhi has 38 public hospitals, and the two 

used by residents of Gautampuri, safdarjung and medical, are tertiary hospitals. Tertiary 

hospitals are sizeable and complex; for example, safdarjung has 4900 employees, and 

annually conducts approximately 150,000 surgeries, 330,000 radiological examinations, 

and 6 million pathological tests; and established in 1956, medical has 52 specialised 

departments served by 496 specialists, and 11,000 resident doctors. Some public hospitals 

of Delhi, like Moolchand Hospital, have all three levels of care (Govt. of NCT of Delhi, 

2016; VMMC & Safdurjung Hopsital, 2016; AIIMS, 2016).  

 The privately financed health care sector in India is popular among middle and 

upper classes, and payments for medical care are made by “private households, in the 

form of direct out-of-pocket payments.” There is no comprehensive governmental health 

insurance system, and only “10 per cent of the Indian population, mostly government 

workers and staff of large companies,” is covered by private health insurance 

(Sakdapolrak, Seyler & Ergler, 2013, p.138). In the privately financed sector, medical 

care is provided mostly by practitioners of Western biomedicine (allopathy), and 

institutions vary widely. In India, the private sector in health care has grown from being 

almost nonexistent in the 1950s to the current period, when “about 75 per cent of 

aggregate health expenditure is financed by the private sector” (Vaishnavi, 2009, p.172). 

Yet this expansion has not helped the urban poor as there is a vast inequality between the 

poor and the affluent classes in terms of utilisation (Sakdapolrak, Seyler & Ergler, 2013). 
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 In India, qualified and licensed physicians/doctors (of Western 

biomedicine/allopathy, homoeopathy, Ayurvedic medicine, or other indigenous 

medicine) are “graduates from medical colleges” and “registered with medical councils in 

India.” They practice in the public health care system and/or recognised private medical 

care establishments (Mignone et. al., 2007, p.152). However, parallel to Gautampuri 

locality, according to the literature on medical care use by marginalised communities in 

India, there are many “non-doctors and unqualified providers,” or fraudulent medical 

practitioners. These providers have an educational background (finished or unfinished) as 

paramedics, community health workers, birth attendants, pharmacists, etcetera; however, 

they portray themselves as doctors of Western biomedicine (that is, legitimate allopathic 

physicians). In impoverished urban localities, these providers operate illegal and 

unauthorised “solo out-patient set-ups,” and “work on a fee for service” basis (De Costa 

& Diwan, 2007, p.274).  

Based on my observations and information from research participants, in Chapter 

Four, I discuss the advantage and disadvantages of the aforementioned medical care 

sources. 

 

Women’s Illnesses in Gautampuri 

 According to findings from my research, significant ailments among women in 

the Gautampuri community are paet kha-raab (upset stomach/diarrhea), malaria, sir-dee 

(flu), injuries, and ta-pay-dik (tuberculosis), which are widespread. Other ailments 

include chronic health problems like sha-reer durd (bodily aches and pains), pay-r durd 
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(arthritic problems), and saas phool-naa (respiratory problems). Women-centric health 

concerns are reproductive issues such as garbh (pregnancy), childbirth and contraception, 

along with sexual health problems like ghaav (lesions) and soo-jan 

(inflammation/soreness) in the vagina, sa-fade paa-nee (white discharge) or leucorrhea, 

and vaginal infections (FN: May 13, 09). Women in Gautampuri community are 

susceptible to all types of ailments, and with recurring episodes, due in part to improper 

nutrition, including a lack of vitamins, minerals and protein rich food. As a result, they 

spend a considerable part of their lives coping with illnesses and infirmities. I also noted 

health behaviours that are detrimental to these women’s well-being, such as home births, 

low or no contraception, repeated unplanned pregnancies, and multiple abortions. 

Because these issues are so common, NGO Arpana runs a vast contraception program for 

women (FN: May 15, 09).  

Medical Care used by Women of Gautampuri 

 According to my research, there are four types of medical care sources used by 

women of the Gautampuri locality. These are public health care establishments, a primary 

health care clinic operated by the NGO Arpana, private health care establishments, and 

locality healthcare practitioners (that is, fraudulent medical practitioners). The first three 

sources comprise trained and licensed Western biomedicine (allopathic) practitioners. 

The fourth source is comprised of the untrained/semi-trained and unlicensed individuals 

who pose as Western biomedicine practitioners (FN: June 08, 09).  

 Residents/women mainly go to two public hospitals, which are the All India 

Institute for Medical Sciences (AIIMS) and Vardhman Mahavir Medical College & 
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Safdarjung Hospital, which the residents refer to as medical and safdarjung, respectively. 

Both are tertiary hospitals of Delhi, and community members visit medical for critical 

ailments and procedures (such as heart surgery) and safdarjung for less critical 

procedures like childbirth. These institutions are 18 kilometres from Gautampuri 

community, which is approximately two hours travel using two or more buses, or one 

hour by private vehicle. The travel time is lengthy because there are no direct bus routes 

to these institutions, hence residents transfer to two or three buses; there is significant 

traffic congestion in Delhi; and buses are overcrowded which is why residents wait for a 

less crowded bus. Moreover, the nearest bus stop is about two kilometres from 

Gautampuri locality, and residents walk to the stop (FN: June 10, 09).  

According to my informants, residents prefer these institutions because hospitals 

beds, treatments, or medicine are free of cost. However, the beds are in massive wards 

housing almost sixty beds with only a handful of nurses and doctors serving these wards. 

Thus, patients’ families send family members to these wards to look after the personal 

requirements of patients. Informants mentioned that these institutions have an Out-Patient 

Department (OPD), which is their main source of regular medical care, particularly for 

treating common ailments. If necessary, these doctors refer patients to specialists in 

hospitals or other institutions (FN: June 22, 09). 

 According to my informants, the second health care facility used by the residents 

is the primary medical care centre run by NGO Arpana, which residents refer to as the 

dispensary (see Images 4 and 5). NGO Arpana managed the dispensary while it is 

financially supported by the government of Delhi; hence services were free of cost. It 

employed licensed allopathic/Western biomedicine practitioners, that is, a full-time 
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physician, two nurses, and auxiliary nurse midwives (ANMs) who specialise in maternal 

care (Arpana n.d.). The dispensary also employed other specialists, such as gynecologists 

and ophthalmologists, who provide their services on a part-time basis. Furthermore, it 

organized large-scale vaccination drives such as anti-polio programs. Community-level 

workers coordinated with the dispensary staff to follow up on the health of women (FN: 

June 06, 09). 

Private medical care establishments, staffed by qualified and licensed Western 

biomedical practitioners, are the third available type of medical care facility. Since 

Gautampuri community is surrounded by middle- and upper-class neighbourhoods, there 

are many private medical care facilities, commonly known as ‘private clinics,’ of varying 

size and specializations in the vicinity. However, these establishments charge for their 

services (which are always paid for upfront), and the cost varies based on the type and 

quality of service, as well as the reputation of the doctor or the establishment. In my 

fieldwork, I did not observe the use of insurance services, because residents cannot afford 

(FN: June 24, 09).  

The fourth type of available medical care is unlicensed and semi-trained or 

untrained practitioners. Residents refer to them as low doctors or doctors of the locality, 

and I noted around twenty-five to thirty of such practitioners in Gautampuri locality. 

Residents are aware that they are unlicensed and not nearly as skilled as legitimate 

doctors, yet they frequently visit them because they charge much lower fees and are 

constantly available. Their fee also includes medicine, which saves the residents the extra 

trouble of visiting a pharmacist with a prescription for purchasing medications. 
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Consequently, many residents use them as their first line of treatment, especially for 

common ailments (FN: June 25, 09).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

41 

 

Chapter Three: Review of the Literature 

 

 In this chapter, I present the literature on conceptualising health-seeking 

behaviour and husbands’ role in women’s health-seeking behaviour. First, I explain the 

various frameworks for defining health-seeking behaviour, particularly with respect to 

seeking overall health and well-being vis-à-vis the utilisation of institutional medical care 

services. Then I discuss different areas in the literature concerning the role of husbands 

with regard to women’s health and illnesses, use of professional medical care, and 

reproductive health and health care on the Indian subcontinent. 

 

Health-seeking Behaviour 

 Health-seeking behaviour is a prominent concept within the sociological and 

anthropological literature about health and illness. The concept of health-seeking 

behaviour is also used by disciplines such as development studies, public health, policy 

sciences, social work and nursing (Leventhal, 2001; Kwok & Sullivan, 2007). In these 

bodies of literature, researchers conceptualise health-seeking behaviour in two prominent 

ways. For some researchers, health (in health-seeking behaviour) refers to health care 

services, which is institutional and professional medical care. Thus, health-seeking 

behaviour refers to seeking health care services after an incident of illness or injury. 

Moreover, health-seeking, cure seeking and health care seeking are used interchangeable 

by these researchers (Wiggins, 1976; Charles et.al., 2008; Renner, 2001). 
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Other researchers deem that health in health-seeking behaviour refers to the wider 

concept of being healthy, maintaining a state of physical and psychological well-being, 

preventing ailments, being socially able, and so on. Here the concept of health-seeking 

behaviour is not contingent on the presence of ailments or injuries and/or professional 

medical care (Ayers & Kronenfeld, 2007; Mackian, Bedri & Lovel, 2004). In my 

research, I have taken an inclusive approach to the concept of health, one that 

encompasses both definitions of the term: I have studied women’s health-seeking 

behaviour in terms of both access and usage of medical care services, as well as women’s 

behaviour with regards to their overall health, nutrition and illness beliefs, along with 

prenatal and maternal-health practices.  

 

Utilisation of Medical Care Services 

 Researchers who define health-seeking behaviour in terms of use of medical care 

services are influenced by concepts such as Talcott Parsons’ sick role (Parsons, 1951 in 

Chrisman, 1977; Ahmed et. al., 2000). These researchers focus on illness-related 

behaviours, and due to this emphasis, the emphasis is on curing illnesses (Leventhal, 

2001). Hence, they argue that “formal medical care is a central feature of people’s help-

seeking behaviours.” Hence these researchers highlight end use or actual use of medical 

care services (that is, the formal health care system), and health-seeking behaviour is 

defined in terms of seeking professional medical care services (Chrisman, 1977, p.352; 

Woldemicael & Tenkorang, 2009). The concept of health seeking behaviour, which 

focuses on actual usage of medical care services, shapes the definition of women’s 
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health-seeking behaviour in my research, given that the women in my research are 

recurrently unwell,4 and access to professional health care, especially in terms of 

proximate, affordable and quality services, is a prominent topic in my findings. I noted 

that not only do husbands shape women’s use of institutional health care, but their role 

also influences the frequency and regularity with which women use quality care.  

Social Determinant of Health Care Use 

 Several researchers, who conceptualize health-seeking behaviour as the use of 

professional medical care, examine determinants, which are factors that facilitate or 

obstruct use of medical care services. These determinants can be divided into “three main 

categories: population characteristics, health care systems and the external environment” 

(Mackian, Bedri & Lovel, 2004, p.138). These researchers draw attention to the many 

facilitators and barriers to health care use, which are “geographical, social, economic, 

cultural and organizational” in nature (Mackian, Bedri & Lovel, 2004, p.138; Osubor et. 

al., 2006). An example of a facilitator of health care use is residing in an urban area, 

given that studies from heterogeneous cultural contexts have shown that urban 

populations are much more likely than rural populations to report ailments, consult 

medical care professionals and get admitted to health care institutions (Thompson, Miller 

& Witter, 2003). Other researchers point to monetary resources as another facilitator, as 

                                                 

4 The definition of unwell and healthy, as articulated by my informants, is explained in 

Chapter Five.  



 

44 

 

they lead to increased reporting of ailments, as well as higher use of health care 

(Majumder, 2006). For instance, several studies from European and North American 

contexts affirm that compared to working-class populations, patients from middle- and 

upper-class backgrounds seek medical care for minor and/or conditions that inhibit their 

routine activities (Qureshi & Shaikh, 2006; Uchudi, 2001).   

 Conversely, there are many potential barriers to using health care. Residing in a 

rural area has been cited by several researchers as a barrier to health care use (Osubor et. 

al., 2006; Uchudi, 2001). For rural populations, especially those connected to farming 

professions, the loss of work time is a major barrier (Ahmed et. al., 2000). Other 

researchers have determined that the distance and a lack of transportation to health care 

facilities is a key impediment to the use of institutional health care, particularly among 

poorer and more rural populations. Numerous studies have found that the longer the 

distance, the less often illnesses are reported and the lower the use of professional 

medical care (Mcowan et. al., 2002; Thompson, Miller & Witter, 2003). Barriers to 

health care use can be geo-spatial and socio-cultural (Bronfenbrenner, 1999; Singh et. al., 

2012); for instance, stigmatization is an obstacle to medical treatment for HIV patients 

(Wilkerson et. al., 2010). A considerable section of the existing literature also highlights 

economic/class background, in particular lack of monetary resources, as a foremost 

obstruction to health care use, predominantly within societies with privately-funded 

health care systems such as the United States (Kamat, 2006; Woldemicael & Tenkorang, 

2009).  

 In my study, such determinants (barriers and facilitators) are vital to the definition 

of health-seeking behaviours, since there are several barriers faced by the women of 
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Gautampuri community to utilizing health care, such as insufficient funds, distance from 

institutions, a bureaucratic and insensitive public health care system, and so on. There are 

certain facilitators as well, such as community-level services, especially contraception-

related programs, which are provided by NGO Arpana. In my findings, the husbands’ 

role is both a barrier and a facilitator; it also intersects with the aforesaid barriers, often 

resulting in the intensification of these barriers. However, in my research, I have 

highlighted the point of view of these women, taking into account whether they consider 

their husbands’ role to be a barrier or enabler, and in which particular contexts. 

 Pathways Focus     

 Among those who define health-seeking behaviours in terms of the end use of 

institutional health care services (that is, health care-seeking behaviours), a subsection of 

researchers use the framework of pathways to medical care. A pathway is “a logical 

sequence of steps beginning with perception and evaluation of symptoms and ending with 

the use of different care types” (Mackian, Bedri & Lovel, 2004, p.137). These researchers 

articulate steps or pathways as “elements in the health-seeking process: symptom 

definition, illness-related shifts in role behavior, lay consultation and referral, treatment 

actions, and adherence” (Chrisman, 1977, p.353; Rhi et. al., 1995). Proponents of the 

pathways framework for conceptualizing health-seeking behaviour also focus on 

knowledge about health and illness. Knowledge or awareness informs which path a 

patient or community takes when deciding on appropriate health care services (Ayers & 

Kronenfeld, 2007; Nettleton et al., 2005). Various studies attest that knowledge about a 

particular illness, prior to the occurrence of that illness, significantly shapes the ensuing 
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care-seeking behaviours, for instance, if symptoms will receive immediate or delayed 

first aid, if treatment will take place at home or hospital, if professional or local medical 

care practitioners will be consulted, and so on (Ahmed et.al., 2000; Charles et.al., 2008).  

In my study, this process or pathway of deciding about health care is essential to 

the conceptualization of women’s health-seeking behaviour, as there are four main 

sources of medical care available to Gautampuri community, including lay referral 

sources. I observed that these women categorize these sources based on their perceptions 

of them, as well as their beliefs and awareness regarding health and illness. Furthermore, 

women (and their husbands’ families) used elaborate and intricate processes when 

making decisions about which sources to use for a particular ailment or health issue.   

 However, conceptualizing health-seeking behaviour solely in terms of use of 

institutional medical care has been criticized by several researchers as being limited in 

scope. To illustrate, present-day health issues are markedly different from previous 

periods when issues of health and well-being centered on emergency services (example, 

surgery, trauma, childbirth) that were performed only through medical institutions and 

professionals (Chrisman & Kleinman, 1983; Mackian, Bedri & Lovel, 2004). In contrast, 

present-day health issues, especially in developed societies, are primarily about chronic 

conditions. Most contemporary health-seeking behaviour consists of the individual or 

family members managing chronic illnesses, like diabetes, asthma, or arthritis. In such 

cases, the active role of institutional health care services is limited (Steen & Mazonde, 

1999; Leventhal, 2001; Currie & Weisenberg, 2003). 

Likewise, researchers who focus on determinants (facilitators and barriers) that 

affect end use of institutional health care have also been criticized (Green, 2000; 
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Mackian, Bedri & Lovel, 2004). For instance, a determinant like the availability of 

medical care facilities is not always an enabling factor for health care use. Data from 

developing societies attest that factors such as low quality of medical services, the gender 

of the patient, the perception of the severity of a symptom and ailment, the economic and 

educational status of the household, and so on can act as barriers to the end use of 

institutional medical care (Teerawichitchainan & Phillips, 2008; Woldemicael & 

Tenkorang, 2009). Consequently, several researchers criticize the facilitator/barrier 

framework by questioning its conceptual foundation, which is causality: determinants are 

seen to cause particular health-seeking behaviours, or, inversely, the absence of a certain 

determinant (facilitator or barrier) is considered the cause for the absence of a particular 

health-seeking behaviour.  

 Similarly, the pathways framework is criticised because it assumes that “people 

use the principle of cost-benefit in evaluating best courses of action” (Mackian, Bedri & 

Lovel, 2004, p.137) and “individuals are autonomous in making decisions.” Such 

conceptualizations “underplay the social context in which they act” (2004, p.138; 

Leventhal, 2001), a context which critics claim is integral to understanding an 

individual’s health-seeking behaviour. There are three key facets in an individual’s 

context: immediate family and kin, the collective belief system about health and illnesses 

within the individual’s community, and the availability of health care professionals (from 

Western biomedicine practitioners to folk healers) (Chrisman & Kleinman, 1983; 

Mcowan et. al, 2002).  

My research supports these criticisms. As these researchers argue my findings 

reveal that enabling factors, like the availability of public health care facilities, may not 
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increase usage of services like antenatal care. Similarly, my data shows that these 

women’s health care choices are seldom made autonomously but are shaped by the 

husbands’ family, kin, and occasionally the whole community. Moreover, several factors, 

including the husbands’ role, which is both a constraint and an enabler, intersect in 

women’s use of health care. Lastly, even though several researchers cite the husbands’ 

role as a strong determinant of women’s health in India, from the viewpoint of women in 

my study, the role of husbands is neither a barrier nor an enabler but is inconsequential to 

many issues like the location of childbirth. Hence, for my research, I have augmented this 

framework with other conceptualizations of health-seeking behaviour, described below.  

 

Health Behavior   

For another significant segment of researchers in this body of literature, health-

seeking behaviour is defined more broadly as seeking overall health (Ayers & 

Kronenfeld, 2007; Mackian, Bedri & Lovel, 2004). Their focus is on health behaviours 

rather than on the end use of institutional medical care alone. These researchers argue 

that conceptualizing health-seeking behaviour by emphasizing only illness and illness-

related behaviours is narrow in scope for various reasons (Currie & Weisenberg, 2003; 

Pang et. al., 2003). For instance, researchers demonstrate that the presence of symptoms 

and/or illness may not be a sufficient motive for participating in many health behaviours, 

such as consulting medical care professionals, seeking preventative health care (example, 

immunizations), or reducing or ceasing health-damaging lifestyles (example, smoking, 
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excessive alcohol intake, or unprotected sexual activities) (Khan & Hyman, 2010; Ayers 

& Kronenfeld, 2007).  

These researchers add that health-related behaviours also encompass behaviours 

and actions that are vital to the well-being of a person, irrespective of the presence or 

absence of ailments. Examples of such health behaviours are exercising, consuming 

nutritious diets, using healthier practices in the workplace, maintaining cleanliness, 

becoming knowledgeable about ailments and cures, and so on (Renner, 2001; Khan, 

2012). Numerous factors activate the aforesaid health behaviours, such as concern over 

the likelihood of illness, competitiveness in the workplace, social pressures (like 

culturally preferable body image), fear of infirmities due to old age or chronic ailments, 

and so on. Thus, health behaviours are shaped by a complex set of factors, all of which 

may not be present in an individual’s health/illness situation, and which may not exert 

equal influence on an individual’s health behaviour (Mcowan et. al., 2002; Ayers & 

Kronenfeld, 2007; Alcock et. al., 2009).  

In my study, I have adopted the more inclusive approach to health and health 

behaviours described by these researchers. According to my research, women of 

Gautampuri community engage in health behaviours (example, consuming culturally 

prescribed food) and have wide-ranging health-related perceptions and beliefs (example, 

regarding the basic characteristics of a woman’s body) that are not related to illnesses or 

usage of professional medical care. More prominently, these women’s reproductive 

behaviours entailed practices (like being mobile and carrying on domestic chores post 

childbirth), community and tacit knowledge (like the weather affecting a pregnant 

woman’s body), and subjective interpretations (like the side effects of contraception) that 
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are unrelated to these women’s interpretations of unwell and ailing. Therefore, in my 

research, defining health-seeking behaviour in terms of broader overall health, subjective 

meanings of well-being and ailing, health-centric behaviours, and beliefs about the body, 

is central.  

 Expert and Lay Definitions 

 Among researchers who use the framework of overall health for defining health-

seeking behaviour, a subsection deems that health-behaviour refers only to “what experts 

evaluate and define as health-affecting behaviours,” which is distinct from behaviours 

that “lay people believe may affect their health.” For non-experts or lay people, health 

behaviours consist of behaviours that they believe maintain their healthiness and/or 

causes positive changes in their health, irrespective of whether these behaviours actually 

cause any objective biophysical change (either positive or negative) (Renner, 2001, p. 

6512; Leventhal, 2001). Yet many researchers, especially within epidemiological and 

public-health disciplines, only concentrate on health behaviours as defined by medical 

care experts and institutions. These are behaviours that have a demonstrable connection 

to health, as substantiated by medical science through biochemical and biophysical 

indicators, like blood, urine, bodily tissues, different chemicals in the body, and so on 

(Mackian, Bedri & Lovel, 2004; Kwok & Sullivan, 2007). 

With regards to my research, expert-defined or institution-defined health and 

illness are not applicable, given that I have focused solely on my informants perceptions 

and interpretations of women’s health. Moreover, many observations in my study are 

about a lay understanding (by women and men of Gautampuri community) of the 
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specialist’s viewpoint (that is, a doctor’s viewpoint) about these women’s physical 

conditions. Therefore, the aforesaid distinction between the expert’s definition and the 

lay definition of health and illness is critical for my study.   

 Objective and Emic Perspectives 

 Researchers who criticize conceptualizing health-seeking behaviour by building 

on experts or institutional definitions of health and health behaviours raise the debate of 

objective versus subjective perspectives. These researchers argue that these 

conceptualizations are biased towards experts opinions about an individual’s or 

community’s health status, which constitute the objective perspective (that is, the 

viewpoint of medical care professionals, contemporary medical science, health care 

institutions, governmental policies, and so on.). Such a definition is limited in scope 

because research shows that “lay and expert views on which behaviours are related to 

health may not be consistent” (Leventhal, 2001, p.6512; Perumal & Subbiah, 2008), and 

hence equal importance must be given to the lay view or patient’s view, which is the 

subjective or emic perspective (Renner, 2001; Alcock et. al., 2009). Likewise, other 

scholars point out that when defining health-seeking behaviour, the viewpoint of the 

researcher is privileged, especially in epidemiology and public health disciplines, while 

the viewpoint of research participants is neglected causing critical gaps in understanding 

health-seeking behaviours. Hence, these researchers focus on the emic point of view 

(Ayers & Kronenfeld, 2007; Nahar, 2010).  

In my research, the point of view of the informant is foregrounded because I 

studied women’s health seeking behaviour based on the perception of members of the 
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Gautampuri community, in particular women members. Consequently, I have 

emphasized, for instance, only those aspects of their husbands’ role which these women 

consider to be barriers. Stressing the women’s perspective generated crucial narratives, 

such as the husbands’ ideal role performance, for instance, what the husbands’ role 

should be, as opposed to what the husbands’ role is’ in their wives’ health-seeking 

behaviour.  

 Subjective Motivations 

 In the literature, researchers who conceptualize health-seeking behaviour as 

seeking overall health, some studies emphasize the subjective motivations underlying the 

detection of symptoms or ailments, as well as the resultant selection and use of health 

care services (including over- or under- or no use). Subjective motivations also shape 

avoiding, preventing, and managing ailments and infirmities (Currie & Weisenberg, 

2003; Qureshi & Shaikh, 2006). These researchers posit that emotions and subjective 

perceptions are crucial for examining individuals’ understanding of and reactions to their 

bodily symptoms and sensations, such as pain, nausea, fever, inflammation, and so on. 

(Mackian, Bedri & Lovel, 2004; Mcowan et.al., 2002).  

 Moreover, individuals assign meanings to their bodily sensations and accordingly 

interpret their symptoms. For example, studies reveal that the severity of a symptom (like 

extreme pain) may not accelerate health care seeking; however, persistence of a symptom 

or unfamiliarity with symptoms may expedite seeking medical care (Leventhal, 2001; 

Green, 2000). Other researchers stress the aspect of self-examination in their 

conceptualization of health-seeking behaviours. Self-examination is a complex process 
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containing several facets and stages, including individual perception of personal histories, 

assessment of past experiences of ailments and symptoms, comparison to reference 

groups like family or peers, and so on. Self-examination also involves perceptions of 

improvement or worsening of symptoms, as well as subjective assessments of the 

effectiveness of first aid medication (Kamat, 2006; Renner, 2001; Khan & Hyman, 2010). 

This aforementioned literature on subjective motivation, meanings of bodily 

sensations, and self-examination is of relevance in understanding health-seeking 

behaviour in my research, as body phenomena and interpretations of these phenomena 

are at the core of health and illness related beliefs held by women in Gautampuri 

community. Furthermore, these women also categorize their ailments as legitimate 

illness, ignorable conditions, and so on., and they have varied practices of self-

examination for determining which symptoms signify what category of ailment, which in 

turn determines their choice of health care provider. Therefore, in my research, women’s 

health-seeking behaviour is conceptualized as the use of professional and institutional 

medical care services (including barriers to and enablers of use), as well as health- and 

illness-related behaviours and beliefs (including perceptions, interpretations, and 

meanings of well-being, as well as illnesses, and diverse practices for the prevention and 

management of ailments and infirmities).   

 

Husbands’ Role in the Health-seeking Behaviour of Women 

 In this section, I discuss the literature on husbands’ role in women’s health-

seeking behaviour in the context of low-income and marginalized communities on the 
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Indian subcontinent. I have categorised the substantive research and studies into three 

thematic segments: husbands’ role in women’s health and illness behaviour, the role of 

husbands in women’s use of institutional medical care, and husbands’ role in women’s 

reproductive well-being and health care.  

 

Role of Husbands in Women’s Health and Illness Behaviour 

 The literature show that the main issues in respect to husbands’ role in women’s 

health and illness behaviours are: husbands’ attitude and lack of understanding of 

women’s ailments, the patrilocal structure of family and marriage, and violence toward 

wives.  

 Husbands’ Knowledge of and Attitude about Women’s Health 

 Studies on marginalized groups on the Indian subcontinent claim that husbands 

have little to no knowledge about women’s health and illnesses (Bloom & Griffiths, 

2007; More et. al., 2011). To illustrate, findings from southern Indian states (province) 

like Tamil Nadu affirm that husbands from both urban low-income and rural areas are 

unaware about women’s diseases, with the exception of sexually transmitted diseases 

(STDs). Moreover, the only reason why husbands are aware of STDs is because husbands 

are much more likely to engage in high-risk sexual activities, like visiting prostitutes 

(Bloom & Griffiths, 2007). Researchers note that despite this lack of knowledge, 

husbands play a critical role in deciding whether symptoms reported by women are an 

ailment or not, and whether it is worth seeking professional medical attention for them. 

For instance, studies on the poor urban groups of central India reveal that leucorrhea in 
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women is often deemed by husbands as “not a condition requiring health care,” as these 

husbands believe that all genitalia-related problems of women “could be resolved through 

personal hygiene” (Barua & Kurz, 2001, p. 60; Allendorf, 2010).  

 Another segment of studies highlight the attitude of husbands and their family 

members in the context of stigma, shame and fear experienced by women in their role as 

wives. To illustrate, research on low-income urban communities of Pakistan indicates 

that wives underreport reproductive tract infections because it is deemed shameful’ by 

their communities and because they wish to protect their “male partners from 

responsibility for their wives’ infections.” Husbands’ families (as well as the whole 

community) tend to point toward wives as solely responsible for their infections, as well 

as shift blame from the husbands (Bhatti & Fikree, 2002, p.115; Allendorf, 2010). 

Analogously, data on women in the slums of Delhi show that there is stigma surrounding 

tuberculosis, and most women are unaware about the cause, transmission and cure for the 

disease. Due to the stigma and fear of blame from husbands’ families, most women do 

not report symptoms and wait in the hope that the symptoms will disappear on their own, 

resulting in fatal consequences (Khan, 2012; Wadhwa, Ghosh & Kalipeni, 2012). These 

studies shape my research as husbands’ lack of knowledge about women’s health and 

bodies, and husbands’ attitudes towards their wives’ ailments are key topics within my 

findings. Women of Gautampuri community claim that their husbands’ attitudes are 

characterized by disinterestedness, which often leads to aggravation of these women’s 

illnesses or delays in healing. Furthermore, these women emphasize knowledge about 

women’s illnesses and their cures, while articulating their husbands’ ideal role 

performance. 
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 Patrilocal Family and Marriage 

 In the literature on marginalized and impoverished communities, several 

researchers focus on how women’s health and illness behaviour is shaped by their 

husbands through the patrilocal and extended family structure that exists in the Indian 

subcontinent. For example, studies on rural India conclude that due to their disadvantaged 

status in patrilocal extended families, wives are unable to oppose the decisions that are 

made by other members of their husbands’ families (such as their husbands’ fathers), 

even though those decisions may not be in the best interest of their health. Some wives do 

not dispute the decisions made by their husbands’ family “out of a desire to be an 

obedient daughter-in-law” (Brunson 2010 in Allendorf, 2013, p.856; Bhatti & Fikree, 

2002).  

 Other studies on developing countries and low-income communities also correlate 

the poor health of wives with patrilocal and extended family structure. To illustrate, many 

researchers note that wives in such families of northern India are more susceptible to 

infections and diseases (Barua & Kurz, 2001). This is due to several reasons; for instance, 

according to studies on rural India, it is customary that daughters-in-law in patrilocal joint 

families eat after all other family members have eaten, which may result in low-quality or 

inadequate food for these women, even during pregnancies. Norms of patrilocal extended 

families can prevent husbands in rural India from buying nutritious foods (like fruits, 

nuts, or clarified butter) for their wives, especially during their illnesses, because that 

food may have to be shared with other members of the family. These families are also 

less likely to invest in prenatal and maternal health care for their daughters-in-law 

(Allendorf, 2013; Mullany, Hindin & Becker, 2005). 
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 The influence of mothers-in-law within the patrilocal and extended family 

structure is pointed out by other studies. For example, in the states of Uttar Pradesh and 

Maharashtra in northern and western India respectively, a wife first and foremost 

“informs both her mother-in-law and husband” about symptoms and discomforts (Barua 

& Kurz, 2001, p.56; Allendorf, 2013). Likewise, findings from northern and western 

India suggest that women’s health issues receive prompt attention if mothers-in-law agree 

that it is a condition worthy of attention, such as infertility. On the contrary, health issues 

like urinary tract infections and dysmenorrhea are not treated with urgency, even when 

acute, because many mothers-in-law believe that the symptoms are a normal facet of 

women’s lives (Sabarwal et. al., 2012; Khan, 2012).  

In my research, wives’ marital families (that is, their patrilocal families and their 

husbands’ extended families) considerably shape these women’s definition of illness and 

infirmity. Their roles as wives and daughters-in-law are of utmost importance; hence, 

these roles form the framework for these women’s health-seeking behaviours. Because of 

this, the above literature is crucial for my study. The data on mothers-in-law also informs 

my research since, according to my observations, women’s health is a gendered issue in 

Gautampuri community. Thus, anything pertaining to a wife’s health and health care is 

customarily overseen and supervised by other women members of a husband’s family, 

most notably the husband’s mother. 

 Intimate Partner Violence 

 The subject of intimate partner violence (IPV) is another focus for many 

researchers who examine husbands’ role in the illness and well-being behaviours of 
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women among both rural and poor urban groups in the Indian subcontinent. This focus is 

not surprising, given that as much as “sixty percent of married women” face some form 

of domestic violence originating from their husbands and/or husbands’ family members 

(Stephenson, Koenig & Ahmed, 2006, p. 201; Nair et. al., 2013). These studies show that 

physical injuries, pain, permanent damage to body parts, disability, and psychological 

trauma are the main health consequences resulting from spousal violence. In terms of 

maternal health, one consequence of IPV is unwanted pregnancy due to forced sex and/or 

husbands’ refusal to use contraception. Other forms of violence like general neglect, 

forced work during the prenatal phase (whether paid labour or domestic chores), and 

inadequate food and/or medical care result in complicated and/or agonizing pregnancies, 

accidental abortions, and death during childbirth (Allendorf, 2010; Parkar, Fernandes & 

Weiss, 2003). Along with examining the consequences of IPV, these studies point to 

many reasons for violence from husbands, such as not birthing a male child; researchers 

have found conversely, the “presence of living male children [to be] protective against 

risk for IPV victimization” in many parts of India (Sabarwal et. al., 2012, p. 45; Koski, 

Stephenson & Koenig, 2011).  

 Despite the fact that intimate partner violence causes extensive injuries, wives 

from marginalized communities in the Indian subcontinent seldom report these injuries or 

seek medical care for them. Studies on the western states of India, like Gujarat, claim that 

“only ten percent reported requiring medical attention for injuries,” and less than half of 

these wives actually proceeded with medical treatment. Embarrassment to their 

husbands’ families and shame are the two main reasons for this behaviour (Visaria, 1999 

in Population Council, 2004, p.113). Other studies demonstrate that wives from joint 
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families are less like to report spousal violence due to reasons such as the tendency of 

mothers-in-law to deny and/or trivialize violence toward their sons’ wives (Stephenson, 

Koenig & Ahmed, 2006; Panchanadeswaran & Koverola, 2005).  

 While important in its own right, this research on intimate partner violence does 

not inform my study, as women informants did not report any significant or recurrent 

intimate partner violence. Although most women mentioned other abusive behaviours 

from husbands, like shouting or abusing on a daily basis, they did not perceive this as 

affecting their health. Moreover, most wives deemed this to be normal behaviour for any 

husband in Gautampuri community. However, a few wives who were surreptitiously 

using contraceptives or who secretly underwent tubal ligations were fearful that they may 

face hostility from their husbands/ husbands’ families if they came to know of their 

actions. 

 

Role of Husbands in Women’s Medical Care Utilisation 

 Within the literature on the role of husbands in their wives’ use of professional 

and institutional medical care services, researchers focus on two main issues: women’s 

autonomy in their marital relationships, and barriers faced by women while accessing 

health care.  

 Women’s Autonomy 

 Several researchers assert that wives from marginalized groups in the Indian 

subcontinent have minimal to no autonomy regarding their use of professional medical 

care, whereas “the role of the husband has been noted in decisions related to the use of 
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contraception and expenditures for health care.” Most health care-related decisions (like 

which physical conditions of women are deemed noteworthy, whether or not to consult 

medical care professionals, what type of health care to access, and so on) are decided by 

the husbands or their extended family (Barua & Kurz, 2001, p. 54; Snell-Rood, 2013). 

Even women’s formal literacy, including having higher literacy levels than their 

husbands, has a negligible impact on the autonomy of women with regards to their 

utilisation of health care. Studies on Pakistan assert that wives have no authority in this 

matter and that husbands determine “when and where women should seek health care, 

which they deem culturally acceptable”. Consequently, wives face barriers to consulting 

public health care facilities due to the predominance of male medical professionals, as it 

is deemed culturally inappropriate, even though it is acceptable for their wives to visit 

religious shrines where all spiritual healers are men (Shaikh, Haran & Hatcher, 2008, 

p.954; Afshar & Alikhan, 2002). Similarly, findings from the slum population of Delhi 

reveal that due to low levels of autonomy among wives, seeking permission from 

husbands is one of the two major barriers (the other being unavailability of childcare) to 

wives seeking professional medical care outside of their communities and 

neighbourhoods, particularly public health care facilities that are far off. Furthermore, 

wives’ lack of autonomy in their marital relationships cancels out other factors that 

encourage women’s use of institutional medical care, such as good quality of service 

(Snell-Rood, 2013; Mullany, Hindin & Becker, 2005; Qureshi & Shaikh, 2006).  

 When comparing nuclear families in Europe (where wives have more autonomy) 

with patrilocal extended families of India, other researchers claim that the low power 

status in the latter is itself a barrier for wives when seeking adequate health care (Bloom, 
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Wypij & Das Gupta, 2001; Allendorf, 2013). However there is inadequate information 

regarding whether women’s health status and level of autonomy undergo any changes if 

they are in nuclear families in India (Khan, 2012; Chattopadhyay, 2012). Moreover, other 

findings, for instance from Nepal, demonstrate that women’s autonomy in terms of 

independent decision-making regarding their health care may not always indicate better 

health outcomes. This is because wives might be forced into the position of decision-

making due to the inadequacy and/or absence of their husbands’ involvement in their 

wives’ medical care (Mullany, Hindin & Becker, 2005; Rani & Bonu, 2003).  

In my research, women’s autonomy in their marital relationships is a prominent 

issue, which is why this segment of the literature is vital. While articulating husbands’ 

ideal role performance, wives in Gautampuri community discuss their husbands’ 

detachment from decisions regarding their health care due to reasons such as their lack of 

medical awareness. Nevertheless, husbands shape these women’s utilisation of medical 

care services, primarily because these women lack autonomy in their patrilocal 

households and they are supposed to heed their husbands’ decisions in every aspect of 

their lives. Their husbands’ influence is even stronger in the case of private medical care, 

as they are the source as well as controller of financial resources.  

 Barriers in Accessing Medical Care 

 According to the literature regarding women’s end use of professional medical 

care, women from low-income communities in the Indian subcontinent experience many 

barriers. For instance, studies on various regions of Pakistan report that poverty, lack of 

accessibility, cultural beliefs and perceptions, and low levels of formal literacy are the 
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main causes for low utilisation of professional health care services by women (Qureshi & 

Shaikh, 2006; Afshar & Alikhan, 2002). Likewise, studies on the urban poor and slum-

dwellers of Mumbai (formerly Bombay) reveal that in the case of women, the main 

reasons for not seeking professional medical care are the inability to identify symptoms, 

barriers to mobility, and lack of familial support while visiting a health care provider 

(More et. al., 2011; Ranson, et. al., 2006). These studies maintain that the aforesaid 

barriers are often augmented by the role of husbands and husbands’ families. For 

instance, some researchers argue that in the Indian subcontinent, women’s lack of 

monetary resources and consequent dependence on husbands is a major barrier to 

women’s use of health care services. 

To illustrate, as per data on women in rural Pakistan, wives cannot deal with any 

medical emergencies pertaining to them, given that “if a woman has to spend money on 

herself or on her child’s health, she usually has to ask the husband, mother-in-law, or 

head of the family” (Shaikh, Haran & Hatcher, 2008, p.752; Qureshi & Shaikh, 2006). 

Likewise, data from women in the slums of Delhi show that a wife is “not taken to a 

private doctor not only because of limited cash, but also because she was not a priority in 

the family.” Other researchers point out that alcoholism among husbands in the Indian 

subcontinent, especially in rural and urban poor communities, increases the barriers to 

wives’ access to medical care, given that alcoholism contributes to poverty and spousal 

violence (Nair et. al., 2013; Panchanadeswaran & Koverola, 2005).  

 Another barrier reported by several studies is the practice of accompanying or 

escorting women while they seek professional medical care. For example, according to 

wives in slums of Delhi and Hyderabad cities in India, their visits to competent health 
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care centres is contingent on whether their husbands are accompanying them. 

Furthermore, if there is no emergency, then the wives have to wait for their husbands or 

other male family members (Wadhwa, Ghosh & Kalipeni, 2012). Similarly, studies on 

Pakistan report that while visiting health care facilities, mothers-in-law or other members 

of their husbands’ family always escort these wives. In addition, “when the husband or 

head of the house is not there, a woman generally asks relatives or a neighbor for advice 

or to accompany her” (Shaikh, Haran & Hatcher, 2008, p.751). In these cases, the role of 

the husbands and the husbands’ families can increase this barrier to accessing health 

services. If male members of the husband’s family are unavailable, then “the culture 

allows two or three women to go together.” However, often women are unable find other 

women to accompany them, resulting in these women underutilizing institutional health 

care services, even for serious health problems (Shaikh, Haran & Hatcher, 2008, p.751; 

Bhatti & Fikree, 2002; Afshar & Alikhan, 2002).  

The aforementioned research informs my study because I have observed several 

barriers that these women face in utilizing health care services, such as distant public 

health care facilities, lack of resources, inadequate information, poor quality of service, 

and so on. As these previous studies suggest, many of these barriers intersect with 

husbands’ role and enhance these barriers. However, unlike other researchers, I have 

defined what is or is not a barrier solely from these women’s viewpoint. For instance, 

husbands’ absence during antenatal visits is not a barrier for many of my informants, 

given that these wives are uncomfortable discussing reproductive matters in their 

husbands’ presence.     
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Role of Husbands in Women’s Reproductive Behaviour  

 In the literature on husbands’ role in their wives’ reproductive behaviour (that is, 

pregnancy, childbirth, and contraception related behaviours), the key thematic areas are: 

husbands’ lack of knowledge about maternal and reproductive health, wives’ autonomy, 

husbands’ family and role of mothers-in-law, and domestic violence. Women’s 

reproductive health and behaviour is vital for my research, given that maternal well-being 

is a prominent facet of health for women from low-income and marginalized groups of 

Indian subcontinent, such as Gautampuri community. 

 Husbands’ Lack of Knowledge 

 In the Indian subcontinent, husbands’ lack of knowledge is an important 

determinant of maternal health: data, such as the Government of India’s National Family 

Health Survey (NFHS), shows that “even after controlling all covariates, knowledge of 

husbands about pregnancy and delivery is a very significant affirmative determinant for 

the wife’s ANC visits” (Chattopadhyay, 2012, p.147; Agarwal et. al., 2010). On the other 

hand, many surveys on women’s health in India indicate that most husbands do not 

believe that gynecological problems require any professional medical care (Barua & 

Kurz, 2001; Saikia & Singh, 2009). This low awareness of maternal health among 

husbands and their family members has led to delays in seeking institutional medical 

care, which has resulted in maternal deaths in rural northern India. Moreover, about half 

of all pregnant women do not receive the minimum three prenatal checkups due to their 

husbands’ inadequate pregnancy-related knowledge (Chattopadhyay, 2012). Even in the 

case of contraception, researchers highlight husbands’ lack of awareness, as findings 
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from low-income families of Mumbai city (formerly Bombay) reveal that there are 

widespread misconceptions among husbands about birth control, such as the idea that 

“lower frequency of sexual intercourse would not lead to conception.” In addition, at 

least twenty-five percent of husbands do not discuss contraception with their wives 

because they have inadequate understanding about condoms (Balaiah et. al., 2005, p. 701; 

Elul, 2011). 

 Several researchers claim that husbands in India are uninformed because of their 

indifference regarding their wives’ reproductive concerns, as evidenced in the finding 

that less than fifty percent of husbands are present during visits for antenatal checkup 

(Population Council, 2004; Jejeebhoy & Sebastian, 2003). The indifference of husbands 

is also revealed by data from the states of Uttar Pradesh and Maharashtra in Northern and 

Western India respectively, where husbands deem that their wives should not consult 

them and should try to seek health care on their own in the case of reproductive ailments. 

Most husbands expressed embarrassment even for accompanying their wives to the 

health centres for treatment of reproductive ailments (Barua & Kurz, 2001; Santhya & 

Dasvarma, 2002).  

 Researchers studying impoverished and rural populations in Indian subcontinent 

identify several reasons for husbands’ indifference; for instance, as per familial traditions 

of many communities, maternal health is strictly a woman’s domain and men are 

supposed to remain detached (Ghosh & Sharma, 2010), husbands are not supposed to 

show concern for their wives’ sexual matters as it is deemed offensive to traditional 

family values (Singh, et. al., 2012), and many women follow cultural customs and spend 

the prenatal and birth periods in their natal homes, thereby keeping their husbands 
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detached from reproductive matters of their wives (Chattopadhyay, 2012). Other 

researchers assert that husbands’ lack of understanding stems from the fact that 

traditionally husband’s parents, especially mothers-in-law, supervise women’s 

pregnancies and childbirth. Consequently husbands remain uninvolved, even though it is 

the husbands who typically make the final decisions regarding expenditures of their 

wives’ reproductive medical care (Population Council, 2004; Singh, et. al., 2012).    

In my research, husbands’ lack of knowledge about women’s reproductive health 

and health care is a significant finding. While articulating husbands’ ideal role 

performance, most women assert that knowledge about reproductive matters is crucial, 

not only for their husbands, but also for older men who are fathers-in-law, since they 

often take decisions about the reproductive medical care of their daughters-in-law. In 

addition, I also observed husbands’ detachment (and preference for involvement of 

parents-in-law) as typical of reproductive practices in Gautampuri community. Therefore, 

the aforesaid studies on husbands’ awareness and attitudes considerably influence my 

research.    

 However, a section of researchers report that the attitude of husbands is 

undergoing transformation, especially in urban areas of India. To illustrate, studies from 

different regions of India suggest that husbands are increasingly interested in and want to 

be more involved in their wives’ reproductive health. For example, in the city of Delhi, 

80% “of pregnant women and their husbands wanted husbands to participate in maternity 

care.” However, many husbands are hesitant to do so due to societal taboos, and others 

feel discouraged as most state-guided maternal health programs are not inclusive 

regarding husbands’ involvement (Population Council, 2004, p. 46; Mistry, Galal & Lu, 
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2009). Other studies claim that the participation of husbands leads to improvement of 

women’s reproductive health; for instance, research on urban Nepal reveal that greater 

spousal communication and joint decision-making by couples results in better health 

outcomes for wives, like lower fertility rates and better use of prenatal care services 

(Mullany, Hindin & Becker, 2005; Chapagain, 2006). The aforementioned findings 

inform my research, since I also observed such changes in behaviours and attitudes, 

especially in younger wives of Gautampuri community, with respect to reproductive 

matters. In my research, involvement versus detachment of husbands in their wives’ 

contraceptive and reproductive concerns is a central topic, and I observed clear 

differences of opinions on this issue among these wives. 

 Wives’ Marital Relationship 

 Wives’ autonomy in their marital relationship is the focus of many researchers 

who analyze how husbands in Indian subcontinent shape women’s reproductive health, 

especially fertility and contraception behaviour (Mistry, Galal & Lu, 2009; Singh, et. al., 

2012). This is because large-scale surveys, like the National Family Health Survey 

(NFHS) conducted by the Government of India, reveal that even among low-income 

families of India the use of antenatal care varies considerably. In the eastern and 

northeastern regions, women have higher autonomy, better formal education, and a 

greater degree of westernization. Consequently, the majority of wives in these regions 

make decisions about their own health care, and as a result, there is higher use of 

maternal care services. Conversely, in northern India, women’s powerlessness, husbands’ 

authority over almost every aspect of their wives’ lives, and spousal violence result in the 
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underuse of maternal care services. Because they lack autonomy, in this region of India, 

wives’ access to maternal care is entirely contingent on husbands’ awareness about 

pregnancy and delivery, which is usually very low, leading to poor reproductive health 

for these women (Chattopadhyay, 2012; Moursund & Kravdal, 2003).  

 Studies on fertility behaviours assert that in many parts of northern India, like the 

state of Uttar Pradesh, “women have a considerably lower social status and autonomy 

than men,” and this lack of autonomy is connected to women’s lack of control over their 

own fertility (Dwivedi & Sogarwal, 2008, p.24; Santhya & Dasvarma, 2002). Other 

researchers have noted that in cases of failure to conceive, wives are expected to search 

for treatments on their own; however, husbands are to be consulted while selecting the 

type of treatment, and it is imperative to first seek permission from husbands before 

utilizing any reproductive health care, especially from private institutions (Mehta & 

Kapadia, 2008; Edmeades, et. al., 2012). On the other hand, findings from Nepal reveal 

that an increase in wives’ autonomy regarding contraceptive decisions is correlated to a 

decrease in husbands’ involvement regarding their wives’ fertility decisions (Mumtaz & 

Salway, 2009).  

My findings are significantly shaped by the aforesaid studies, as women of 

Gautampuri community unanimously assert that their fertility behaviours, reproductive 

health care, and contraceptive practices are affected by their husbands’ role. I also noted 

that typical marital relations in Gautampuri community, which are characterized by 

wives’ lack of autonomy and husbands’ authority over most facets of the lives of their 

wives, is a stronger determinant of women’s use of reproductive medical care than factors 

such as women’s level of formal education or employment status. Moreover, women’s 
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lack of autonomy regarding maternal health care (and their consequent dependence on 

husbands) is exacerbated by women’s lack of autonomy regarding mobility, monetary 

resources, and so on.     

 As mentioned earlier in this chapter, in the Indian subcontinent, particularly in 

northern India and Pakistan, the joint or extended family is the predominant residential 

and decision-making’ unit, and hence husbands’ “family members are frequently actively 

involved in the fertility decisions of the couple.” Therefore, a considerable segment of the 

literature highlights how members of husbands’ family, particularly husbands’ mothers 

(that is, the wives’ mothers-in-law), shape the reproductive behaviour, fertility, 

contraceptive decisions, and maternal health care of women in the Indian subcontinent 

(Koenig, Simmons & Misra, 1984, p.284; Char, Saavala, & Kulmala, 2010). These 

researchers observe that most women in India live with their husbands, who themselves 

live in their father’s household with other paternal relatives. Consequently, the elders in 

husbands’ families, like the husbands’ fathers, mothers, elder brothers, and so on play a 

vital role in “pregnancy, birth, and the observance of cultural practices associated with 

childbearing” (Corbett & Callister, 2012, p.301; Moursund & Kravdal, 2003).  

 Husbands’ Family and Role of Mothers-in-law 

As for maternal health care, several studies on women from low-income 

communities, such as those in Bombay city (currently Mumbai) in India, point out that 

underutilisation of maternal care services is due to the restriction of medical expenses by 

husbands’ family members, which is also a main reason for low levels of institutional 

deliveries (Raj et. al., 2011; Ghosh & Sharma, 2010). Other researchers affirm that, in the 
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context of countries like India, Bangladesh, Pakistan, and so on, mothers-in-law, more so 

than husbands, shape their daughters-in-law’s contraceptive behaviour, along with their 

use of prenatal and maternal care services. For example, studies on families in squatter 

settlements of Karachi city in Pakistan found that “in the traditional Pakistani patriarchal 

and patrilocal family structure,” compared to husbands, mothers-in-law have more 

influence on couples’ fertility and contraceptive decisions. In particular, communication 

with both mothers-in-law and husbands is positively related to higher use of 

contraceptives among women; however, communication with only husbands has no 

significant effect (Fikree, et. al., 2001, p.134; Casterline, Sathar, & Haque, 2001). 

Although culturally dissimilar, yet data from Government of India’s National Family 

Health Survey conclude that mothers-in-law play a significant role with regards to the 

number of children and timing of pregnancy for their daughters-in-law (Saikia & Singh, 

2009; Chattopadhyay, 2012; Moursund & Kravdal, 2003). 

 The area of the literature on how husbands’ role in their wives’ reproductive 

behaviour is mediated through the joint family structure in the Indian subcontinent, 

specifically via the influence of mothers-in-law, is very important for my research. My 

findings show that in Gautampuri community, women’s reproductive concerns, like 

whether there is traditional birth attendant versus a hospital gynecologist, are 

conventionally handled by elders in husbands’ families. Older women and husbands are 

fully supportive of Gautampuri community’s customs and are reluctant to increase the 

involvement of husbands and simultaneous detach the husbands’ parents from the 

decision-making process. My findings also reveal considerable influence of the 

husbands’ mothers over the contraception behaviour and fertility decisions of women. 
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Moreover, husbands deem that all prenatal and reproductive issues of their wives should 

ideally be supervised by the women members of their families. 

 Domestic Violence 

 Domestic violence is the focus of several researchers who examine the role of 

husbands in women’s reproductive behaviour in the Indian subcontinent. This is because 

studies on heterogeneous social contexts claim that spousal violence is widespread during 

pregnancy; for instance, in western India, at least twenty-one percent of pregnant women 

face domestic violence (Mahapatro et. al., 2011; Population Council, 2004). Other large-

scale surveys in different regions of India add that pregnant women are more vulnerable 

to physical violence, and this violence is correlated with stillbirth, miscarriages, lower 

prenatal care, laxity in immunization and poor food intake during pregnancy (Agarwal et. 

al., 2010; Chattopadhyay, 2012).  

Studies on marginalized groups in India conclude that “violence can affect 

pregnancy through direct and indirect mechanisms.” Injuries to the abdomen and fetal 

damage or death are consequences of violence through direct mechanism. In addition, 

“women who experience domestic violence are at an increased risk of many reproductive 

disorders, such as chronic pelvic pain and sexually transmitted infections” (Koski, 

Stephenson & Koenig, 2011, p. 246; Bloom, Wypij & Das Gupta, 2001). Indirect 

mechanisms and consequences of intimate partner violence include infections, stressful 

pregnancy due to constraint of women’s use of maternal health care, and alcohol and 

narcotic abuse as coping mechanisms for psychological trauma. Other studies on low-

income communities, including cities like Bombay (currently Mumbai), note that even if 
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physical violence is absent (or not reported), there can be other forms of abusive 

behaviour from husbands and/or members of husbands’ families. For instance, wives can 

be evicted from their husbands’ homes and/or be left alone while giving birth at home. 

Furthermore, some mothers-in-law limit pregnant women’s food intake, which leads to 

miscarriages (Raj et. al., 2011; Edmeades, et. al., 2012). 

Finally, drawing on the literature on domestic violence and husbands’ role that I 

reviewed, my study focuses on the indirect mechanism’ of violence. This is because 

though physical abuse was neither reported nor observed in my research, I nevertheless 

noted several talks about lack of assistance for domestic chores during pregnancy, 

reluctance of husbands regarding antenatal checkups, pressures to opt for home births 

instead of institutional deliveries, and so on. Women also reported coercion from 

husbands’ families to be physically mobile immediately after delivery and facing hostility 

if they did not engage in their daily chores right away.  

To conclude, in this chapter, I have discussed the literature on the two main areas 

of my research: how health-seeking behavior is conceptualised and the role of husbands 

in women’s health-seeking behavior. In the next chapter, I describe the theoretical 

perspective that frames my analysis as well as the research design, strategy of inquiry, 

and methods of data collection I took in this study. 
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Chapter Four: Theory and Methods 

 

 In this chapter I describe the core assumptions of symbolic interactionism 

which is the theoretical perspective that frames my research. I then explain the qualitative 

research design of my study and my methods of data collection. The methods I used in 

this research are participant observation, focus-group discussions, and semi-structured 

interviews. I also discuss the ontological and epistemological framework of my research 

design, which is interpretivism, in addition to the purposive sampling method which was 

used to select informants. Lastly, I discuss the reliability, validity and generalizability of 

my research findings, and finally the ethical protocols I followed in my research. 

 

Symbolic Interactionism 

I chose a symbolic interactionist perspective rather than other theoretical 

approaches in my research because my aim was to study the subjective perceptions of 

members of a low-income, marginalized community in India in order to understand how 

husbands’ roles impact on their wives’ health-seeking behaviour. Because my concern 

was to understand how the meaning people give to their experiences shapes their action, I 

selected symbolic interactionism, especially as articulated by Herbert Blumer (1969), 

who is considered the founder of this theoretical school (Denzin, 2003; James et. al., 

1997). This allowed me to observe the behaviours, actions and interaction of members of 

the Gautampuri community, including the meanings they share and their definitions of 

the situation which are central foci of this theoretical perspective.  
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 Blumer (1969) provides the epistemological position of symbolic interactionism 

within one of his six “basic ideas or root images:” specifically, within the idea titled 

“nature of human society or human group life.” Blumer asserts that “society exists in 

action and must be seen in terms of action;” for this reason, the only way to empirically 

study society is by analysing activities of individuals in interaction (1969, p.6). Actions 

are the “multitudinous activities that the individuals perform in their life as they 

encounter one another” within the varied and continuously changing contexts of social 

life (Blumer, 1969, p.6). Consequently, for symbolic interactionists “social interaction 

[is] of vital importance in its own right” because it is the “process that forms human 

conduct” without which it would be impossible for human society to exist (Blumer 1969, 

p.2). Thus, in this research I concentrate on the behaviours, actions and interactions of 

members of Gautampuri community, with regards to women’s health, selection of 

medical care providers, medical regimes, health beliefs, frequency of seeking institutional 

care, and so on.     

 Blumer (1969) further develops G. H. Mead’s distinction between gestures and 

significant symbols, and asserts that there are two types of human interaction: non-

symbolic and symbolic. Non-symbolic interaction occurs “when one responds directly to 

the action of another without interpreting that action; symbolic interaction involves 

interpretation of the action” (p.8; Blumer & Morrione, 2004). According to Blumer, 

much of human action is non-symbolic, yet a fundamental prerequisite to social 

interaction is figuring out “what each other is doing,” and acting in ways that are 

understandable to other people. Since humans in society “seek to understand the 

meanings of each other’s actions,” another vital prerequisite to social action is to interpret 
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the meanings of various roles (Blumer, 1969, p.8-9). This is important for my study 

because in their narratives, the women who took part in my research articulate their 

husbands’ role in their health-seeking behaviour in terms of actual role performance 

versus ideal role performance. Furthermore, they distinguish between the two behaviours 

within diverse contexts such as injury, pregnancy, chronic ailments, childbirth, ailment, 

and healing.  

The centrality of meanings in symbolic interactionism is evident in Blumer’s 

three fundamental premises. The first premise is that humans act towards things based on 

the “meanings that the things have for them” (Blumer, 1969, p.2; 1971). By things 

Blumer (1969) means “everything the human being may note in his world – physical 

objects,” including “other human beings,” “categories of human beings such as friends or 

enemies,” “institutions,” “guiding ideals, such as individual independence,” “activities of 

others,” and “situations” in daily life. In other words, these things in an individual’s 

social world are “anything that can be indicated, anything that is pointed to or referred 

to,” such as “physical objects” (utensils, vehicles, houses, etcetera), “social objects” 

(sibling, policeman, shopkeeper, etcetera), and “abstract objects such as moral principles, 

and philosophical doctrines” (Blumer, 1969, p. 10; 1971).Therefore, these objects exist 

only as the meaning/s they have for an individual; and similarly, “environments” or social 

worlds comprise “only of the objects that the given human beings recognize and know” 

(Blumer, 1969, p.11).  

 The second premise of symbolic interactionism is that meaning is “derived from, 

or arises out of, the social interaction that one has with one’s fellows,” hence the 

meanings of objects neither originate within the object nor are they connected to the 
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characteristics of the object (Blumer1969, p.2; 1971). Rather, meanings of objects are 

defined by the person, “the way they are defined to him by others with whom he 

interacts” (Blumer, 1969, p.11), and “the ways in which other persons act towards the 

person with regards to that thing” (1969, p.4). Therefore, objects and their meanings are 

“social creations,” and objects exist in the social world solely because their meanings are 

continually “formed, learned and transmitted” by human beings through social 

interactions (Blumer, 1969, p.4, 1971).  

The third premise of symbolic interactionism is that “meanings are handled in, 

and modified through an interpretative process” (Blumer 1969, p.2). Blumer (1969) 

proposes that in social interactions humans do not engage in a simplistic exchange of 

“already established meanings” (p.5). Instead, the “handling” or “use of meaning” by the 

individual takes place via a “process of interpretation,” and this interpretation occurs in 

two stages (Blumer 1969, p.5; 1971). In the first stage, which is “self-interpretation,” the 

actor communicates to himself/herself which objects in his/her environment have 

meaning, importance and relevance for him/her (Blumer1969, p.14). During social 

interactions, humans “construct and guide” their actions by analysing the meanings of 

other people’s actions and thereafter selecting a “line of action” based on their 

interpretation (Blumer 1969, p.15). The second stage of interpretation follows from the 

first stage as during the process of self-interpretation, the individual “selects, checks, 

suspends, [and] regroups” the meanings of objects based on the situation or context faced 

by individual, thereby modifying their meanings (Blumer, 1969, p.5). Hence objects and 

their meanings are never permanent:  by giving meanings to objects, human beings are 

always “transforming the objects of their world” (Blumer, 1969, p.12; 1973). Humans 



 

77 

 

repeatedly asses and interpret everything, given that social world is a “flow of situations.” 

Therefore, the way to understand actions is not the context or situation of the actor, but 

the “defining process of the actor” with respect to the context (Blumer, 1969, p.16; 

Blumer & Morrione, 2004). It is important also to note that consciousness of their own 

being or “self-object” is among those objects that are meaningful to the individual. This 

object also emerges from self-interpretations and social interactions (Blumer 1969, p.12; 

Blumer & Morrione, 2004). Human beings give meaning to themselves by making 

objects of themselves through the “process of role taking” (example, being citizens, 

fathers, employees,) and by viewing themselves “from the outside” (example, being 

joyous, depressed, consumer) (Blumer, 1969, p.13; 1973).  

Symbolic interactionism’s emphasis on meanings is crucial for my study because 

individual/community meanings and definitions, especially feelings of wellbeing, 

experiences of illness and suffering, changes in women’s roles during illnesses, nutritious 

foods, reasons for ailments, and so on, are at the core of these women’s narratives about 

their health-seeking behaviour. Following symbolic interactionism, I observed various 

meanings emerge out of the interactions that these women have in their daily lives. 

Furthermore, I have noted that meanings which are traditional and passed on through 

generations, such as meanings of bodily conditions or meanings of nutritious quality of 

food items, are interpreted in the context of current daily life, which reflects Blumer’s 

theory about the continuous reinterpretation of objects and their meanings. 

One such concept that frames their daily lives and is an important concept in my 

research is autonomy. In the literature autonomy has been framed by theoretical 

perspectives such as feminist theory, conflict theory and others (Allendorf, 2007). In the 
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context of gender relations, researchers have focused on how autonomy is defined in 

terms of expression of self-will (Jejeebhoy, 2002), and how it is manifested in the context 

of economic or political choices. Other studies highlight factors that facilitate or obstruct 

autonomy like level of education, employment, marital relations and so on (Banerjee, 

2006; Bloom & Griffiths, 2007). In contrast, in my research, women’s autonomy is 

framed by the symbolic interactionist perspective, where women’s self-will (articulation 

and expression) is analysed from the informant’s viewpoint. Thus, the interpretations of 

the women that took part in my research define autonomy as being able to make 

independent decisions, individual choices, and personal selections regarding their health 

seeking, including deciding whether or not they want their husbands’ participation in this 

process. Furthermore, since women in Gautampuri lead a life replete with barriers due to 

the male dominated nature of their culture, autonomy takes different articulations, from 

the specific to the imprecise and in expressions that are overt and others that are indirect, 

such as mockery of their husbands’ authority. It also manifests in different ways from 

concrete steps to secret ones like the secret act of using contraceptives. I also incorporate 

husbands’ opinion about their wives’ autonomy as regards marital relations and health-

related matters in my study. 

 

Research Design 

 Consistent with a symbolic interactionist perspective I use a qualitative research 

design that takes an “interpretive, naturalistic approach to its subject matter” (Guba & 

Lincoln, 1994, p.112). According to interpretivist epistemology the objective is to 
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comprehend the “complex world of lived experience from the point of view of those who 

live in it,” and therefore concentrate on the emic viewpoint or the “actor’s definition of a 

situation” (Schwandt, 1994, p. 118; Holstein & Gubrium, 1994). Consequently, the 

“subjective point of view” is highlighted (Holstein & Gubrium, 1994, p.263) since the 

reality of everyday life is only real insofar as the social actors “interpret it as a 

subjectively meaningful and coherent” reality (Berger & Luckmann, 1966, p.22). 

Qualitative research design is particularly congruent with the theoretical foundation of 

my research, since the “Blumer-Mead version of symbolic interactionism regards human 

beings as purposive agents” who “must interpret in order to act” (Schwandt, 1994, p. 118; 

Cicourel, 1982; Fine, 1999). 

Therefore, reality for people consists of entities, such as their social environment 

and its components (institutions, laws, social groups, and so on). These entities may be 

experienced as “external or objective” by individuals because they cannot completely 

understand or control these entities; in this sense, these entities have an objective 

character (Berger & Luckmann, 1966, p.60). None-the-less, the social world is a “world 

of meaning” and “one must interpret it” in order to understand it, consistent with 

symbolic interactionist theory. Both emphasize the “uniqueness” of the social 

phenomena, as well as “grasping or understanding (verstehen)” its meaning (Schwandt, 

1994, p. 118; Holstein & Gubrium, 1994). The knowledge of day-to-day life constitutes 

reality for social actors, which is why discourse amongst actors is central to grasping the 

nature of social reality. Accordingly, the research focus is on how everyday knowledge is 

socially produced and constructed by the social actors (Moore & Sanders, 2006; James et 

al., 1997). Given this, the researcher must remain open to the possibility of multiple and 
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even conflicting interpretations made by people since “multiple knowledges can coexist” 

(Guba & Lincoln, 1994, p.113; Lincoln & Denzin, 2003).  

 Such an approach, especially its emphasis on interpreted reality, is appropriate for 

my research. which focuses on the varying realities of husbands and wives in the 

Gautampuri community, as well as the differing understandings amongst wives regarding 

their husbands’ role in their health-seeking behaviour. I have used an intepretist 

perspective in my analysis of Gautampuri community members’ definitions of their 

health conditions, and of their articulations of their families, neighbourhood, healthcare 

institutions, governments, civic services, and so on. Lastly, I observed that women’s 

perceptions of their husbands’ actual role are different from the role they desire from 

their husbands vis-à-vis their health (that is, ideal role performance). This desired role is 

best understood as a mutually constructed reality collectively held by the wives of 

Gautampuri community.  

Given the emphasis on how people give meaning to their situations, intepretist 

qualitative researchers study people in their natural settings, for example in their 

communities, families, workplaces, and so on, and try to understand that particular setting 

by interpreting the point of view of the people who belong to that setting. Hence, the 

“emic, idiographic” perspective, or the point of view of the research area/informants, is 

emphasized (Denzin & Lincoln, 1994, p.6; Kirk & Miller, 1986; Schwandt, 1994). In my 

research, the researcher is a “facilitator of inquiry” who facilitates a “multivoice 

reconstruction” of the various interpretations and constructions of the informants, as well 

as of the researcher (Guba & Lincoln, 1994, p. 114; Altheide, 1987; Eisenhardt, 1989).  
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In my research, “concepts are the basic unit of analysis,” as I use 

“conceptualisation of the data” that I have gathered through participant observation, focus 

groups and interviews (Corbin & Strauss, 1990, p. 7; Silverman 2001). Therefore, health-

seeking behaviors, internal and external ailments, actual and ideal role performance, 

attitudes concerning wives’ medical treatment, and so on, are the concepts which form 

the basic units of analysis in my study. Moreover, “raw data” is unsuitable for theorising, 

which is why “incidents, events and happenings” are conceptually labeled (for example, 

in my study, underreporting of ailments’), and then used as “indicators of a phenomena” 

in sociological research. As the researcher observes other incidents and events which 

“appear to resemble same phenomena,” then these can be given the same conceptual 

labels (Corbin & Strauss, 1990, p. 7; Silverman, 2001).  

I use concepts as the basic unit because “concepts offer ways of looking at a 

world which are essential in defining research problem,” and hence, only by comparing 

and terming similar incidents and phenomena, a researcher can gather the basic units of 

theorisation  (Silverman, 2001, p.3; Corbin & Strauss, 1990). Accordingly, a qualitative 

research design is useful because my objective is to understand the point of view of 

women, men, and community workers in Gautampuri community, regarding concepts 

and definitions of health, medical care, ailments and symptoms, explanations of illnesses, 

and so on. Using this design I am able to grasp the diversity of emic perspectives of 

husbands, wives, and community workers on the aforementioned subjects.  

 Qualitative research designs are associated with “strategies of inquiry” such as 

ethnography or case study and methods for collecting data including participant 

observation, life stories, or archival research (Denzin & Lincoln, 1994, p.14). Hence, the 
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data obtained is also diverse and can include fieldnotes, recordings of interviews, and 

group discussions. By using data-collection methods such as participant observation, I 

was able to study the Gautampuri community’s everyday reality without disrupting their 

day-to-day lives. Within qualitative research design, there are  multiple ways to analyze 

data, like “narrative, content, discourse” analysis (Denzin & Lincoln, 1994, p.2; Dietz, 

Prus & Shaffir, 1994), but the analysis is fundamentally interpretive in nature (Adler & 

Adler, 1994). As the analysis of my data is based on interpretation of perceptions, 

meanings, and articulations, a qualitative design is best suited for this purpose. 

 

Fieldwork 

For my research I chose a fieldwork approach to collecting data, which is 

“grounded on extensive observations” and produces a “complete and complex depiction” 

of the social world (Fine, 1999, p. 533). Consistent with symbolic interactionism and an 

intepretist approach, in fieldwork, researchers learn about the social world of the research 

setting in precisely the same way as that “public actors come to learn about their world” 

(Fine, 1999, p. 537). Hence, the researcher spends lengthy periods of time in the field 

with informants collecting “extensive, high quality persuasive descriptive data” (Fine, 

1999, p. 533; Guba & Lincoln, 1994). Field researchers make a conscious effort not to 

disrupt the daily routine of their informants as their aim is to observe the “world in 

action” (Denzin & Lincoln, 1994, p.5; Lauder, 2003). A fieldwork strategy is best suited 

to my research because my immersion in the daily life of Gautampuri community 

considerably reduced my distance from my informants (in terms of class, culture, gender, 
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etcetera); thereby augmenting my understanding of how the women who took part in my 

research perceive their own lives. In my fieldwork I used different procedures, such as 

“chronologically ordered” notes; differentiated categories, such as “what people literally 

say;” “context of social interaction;” and established note-writing conventions (for 

example, using double quotations for verbatim quotes and single quotations for 

paraphrases) in order to produce systematic fieldnotes (Kirk & Miller, 1986, p. 57; 

Atkinson & Hammersley, 1994). Accordingly, I took extensive and detailed 

observational field notes which revealed how women’s health and healthcare is 

multifaceted and connected to elements of their lives like employment, civic 

infrastructure, food beliefs, cooperation from in-laws, and so on.  

In fieldwork research, if the researcher is unknown to the informants’ community, 

it is important to “find an insider, a member of the group studied, willing to be an 

informant and to act as a guide” (Fontana & Frey, 1994, p. 367). Accordingly, I 

collaborated with NGO Arpana to do my fieldwork (see Images 3, 4 and 5). As part of 

my data collection, I accompanied a community-level worker, Ratna, as she performed 

her daily tasks on behalf of NGO Arpana for 850 households. In order to avoid informer 

bias on regular basis I cross checked and discussed my field notes with the other 

community workers. During the workers’ afternoon break and daily work end in the 

evening, I enquired about similarities, patterns, anomaly, significant difference, 

misunderstandings, and so on, in the data that I had collected, so as to compare my 

findings with information about other residents of Gautampuri (May 02, 09).   

Ratna’s work includes health check-ups for women, providing referrals to NGO 

Arpana’s dispensary; organising women’s groups for micro-savings, assisting during 
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medical emergencies for women and children, educating about ailments, contraception 

and pregnancy care, distributing temporary contraceptives; discussing permanent 

contraception, maintaining prenatal records, and following-up on childbirths (FN: May 

03, 09). I spent the ten months between November 2008 and November 2009 with the 

residents of the Gautampuri community. I was conscious not to disrupt their everyday 

lives, especially women’s chores like cooking, washing, and fetching water, as well as to 

not interfere in Ratna’s activities with the women. As Ratna’s visits are part of the 

everyday life of Gautampuri community, my presence did not change their routine (FN: 

May 03, 09). 

 

Data Collection Methods         

I used participant observation, focus group discussions, and semi-structured 

interviews as methods of collecting data. I used these multiple methods to enhance the 

validity of my analysis (Denzin & Lincoln, 1994; Kirk & Miller, 1986). For the first four 

months I observed the members of the households assisted by Ratna, and subsequently 

chose twelve women and men for focus group discussions and interviews. I chose 

research participants who were married for at least five years, and had children. I selected 

half mature and half younger informants to have a balanced set, as well as 

intergenerational point of view. My selection was also shaped by the willingness of 

informants to participate in my study, understand my questions, and talk in detail about 

their experience. Out of the twelve women and men, seven are couples, although they are 

not identified as such during data collection or in the analysis, in order to maintain 
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confidentiality. NGO Arpana employs eight community-level workers (including Ratna) 

who are residents of Gautampuri community, and they also participated in the semi-

structured interviews.  

During data collection (that is, focus groups and interviews) I did not identify the 

couples, as the community workers cautioned that doing so will make these women 

significantly uncomfortable. This is because in Gautampuri community many topics 

within women’s health, like contraception and childbirth, is strictly restricted to women. 

Thus, these women did not want their husbands to know that their wives are conversing 

with me about such sensitive matters; and if I identified the couples, those wives feared 

that their husbands/husbands’ family will be very offended. Therefore, during my entire 

data collection, I use nonidentifying phrases such as, wives of this community, and 

husbands in Gautampuri. Likewise, even though I use pseudonyms in my dissertation, I 

do not identify couples, given that Gautampuri is close knit community, thus indicators 

such as which informants were couples would have compromised confidentiality, 

particularly of women.  

When selecting informants, I used purposive sampling and snowball sampling 

techniques. I use purposive sampling as it allows the researcher “to choose a case because 

it illustrates some feature or process in which we are interested” (Silverman, 2010, p. 

141; Barbour, 2001). Since I intended to study health-seeking behavior of women from 

low income and marginalised communities, accordingly I selected Gautampuri 

community as it fulfilled the criteria. However purposive sampling does not indicate that 

the researcher is entirely unrestricted while selecting informants, instead the researcher 

selects informants based on certain carefully chosen characteristics (Silverman, 2010, 
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Barbour, 2001). In purposive sampling informants are selected because “they will enable 

exploration of a particular aspect of behavior relevant to the research” (Mays & Pope, 

1995, p.110). This type of sampling is well suited for my study as it allows the researcher 

to select a wide variety of research participants, as well as informants who have specific 

kind of knowledge, which is pertinent to the study (Mays & Pope, 1995; Silverman, 

1997). Therefore, I chose only those women and men who had the common attributes of 

being married and having children, as these attributes are vital for my study. Furthermore, 

for half of my informants, I purposefully chose older women and men (that is, those in 

their fifties), as these informants would be more likely to provide me with information 

about chronic ailments, menopause, permanent contraception, mother-in-law’s influence 

on their daughter-in-law’s health, and so on. The other technique, snowball sampling, 

refers to a sampling procedure wherein each informant can potentially direct the 

researcher to other informants (Berg, 2004, Cicourel, 1982; Barbour, 2001). For my 

interviews and focus groups, I began with a few informants introduced by Ratna, and 

thereafter used the snowball sampling technique for selecting the rest.  

Likewise, snowball sampling technique is affected via biases within the snowball 

sample. Information that is extremely pertinent to a study can get omitted because it may 

not be present in the snowball sample, but might be present in other samples. Moreover, 

it is difficult to be absolutely certain that the information from a snowball sample is fully 

generalisable on the broader target population (Silverman, 1997; Barbour, 2001). Despite 

such challenges, these techniques are best suited for my study because other techniques, 

like probability sampling, is unfeasible. For example, a large scale survey in a slum 

community would be logistically difficult for single a researcher, and would not have 
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yielded in-depth data, as required for my research objectives. Likewise, snowball 

sampling is well proven to be effective for studying marginalised communities, 

particularly when the researcher is unknown to the community members, as in my case 

(Silverman, 2010). 

 Participant Observation 

 For collecting data, I used participant observation, which is a “means for the 

observer to immerse himself or herself in the daily lives of the people under study.” 

Participant observation is well suited for my study as historically it has been a  dominant 

method in ethnographic research in sociology and anthropology (Johnson, Avenarius & 

Weatherford, 2006, p. 113; Silverman, 2001). The main characteristic of participant 

observation method is “noninterventionism,” that is, the researcher intentionally does not 

“manipulate nor stimulate.” Rather, researchers obtain data from their informants “while 

interacting with them,” and observe “concepts or categories” that are meaningful to 

informants (Adler & Adler, 1994; p. 378; Hammersley & Atkinson, 2005). Participant 

observation enables easier comprehension of activities in a setting, and easier 

documentation. Participant observation entails “establishing oneself in a normal role in 

the social system” (for example, my elder brotherly role among my participants), as it 

aids in increasing access and affinity, and decreases the outsider’ status of the researcher. 

Furthermore, for a population like Gautampuri community, which is unacquainted with 

research activity, participant observation method provides me with a “culturally 

understandable identity other than the unfamiliar role of ethnographer.” Moreover, 
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participant observation lessens participants’ ambiguity about the researcher, which 

increases their trust (Johnson, Avenarius & Weatherford, 2006, p. 114).  

Participant observation varies in terms of degree of involvement in the 

informants’ community, and researcher can choose from “peripheral” to “active” to 

“complete membership” (Johnson, Avenarius & Weatherford, 2006, p. 115; Lauder, 

2003). I observed the Gautampuri community as an “observer-as-participant,” where the 

“observer’s identity remains strongly research oriented.” Accordingly, I did not 

participate in the daily activities of my informants. I chose peripheral membership as my 

level of involvement, where the researcher can “closely interact with the members” and 

gain an “insider’s perspective” of the informants’ social world (Adler & Adler, 1994, p. 

380; Johnson, Avenarius & Weatherford, 2006). This happened when NGO Arpana, via 

Ratna, introduced me as a researcher of women’s health as well as an observer of NGO 

Arpana’s activities in Gautampuri community.  

As a researcher I had an “outsider or stranger” status vis-à-vis my informants’ 

community which might have hindered my access to information (Johnson, Avenarius & 

Weatherford, 2006, p. 113). Thus, while accompanying Ratna, I initially maintained 

distance from Ratna and her female clients, since I was an outsider and a man and these 

women were not accustomed to me. However, after a month of accompanying Ratna, the 

community members became habituated to my presence and these women grew 

comfortable discussing their issues with Ratna in my presence. When Gautampuri 

community learned that I was there to understand women’s health, they included me in 

the private sphere by addressing me as elder brother. In this way, I came to adopt a 

socially definable role within their community, and thereafter I accompanied Ratna 
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during her morning and afternoon visits to the households, and I observed Ratna’s 

interactions with the community members, especially the women. Hence, my outsider 

status was reduced by adopting a “social role that is culturally definable” by the 

informants’ community (Johnson, Avenarius & Weatherford, 2006, p. 114; Lauder, 

2003). Often I accompanied Ratna for her evening visits, as husbands are only available 

at this time of day. If I required clarification, I asked Ratna and/or requested her to 

discuss the subject with the residents. 

When conducting participant observation, the researcher’s major task is to “record 

their own observations accurately,” as well as the “meanings” and “expressions” of the 

informants (Denzin & Lincoln, 1994, p.12; Adler & Adler, 1994). Therefore, during my 

daily visits to the households with Ratna, I recorded key observations using a digital 

voice-recorder. I discussed my observations with Ratna and other community workers as 

well. Often later that same day, assisted by these recordings, I typed my observations in a 

journal on my computer. As is typical for observational data, my notes consist of “records 

of explicit reference to participants, interactions, routines, rituals, and temporal elements” 

(Adler & Adler, 1994; p. 378; Atkinson & Hammersley, 1994). Through participant 

observation I gathered details about Gautampuri community’s social life, such as the 

family structure, gender norms, marital customs, the role of daughters-in-law, the typical 

daily life of wives (including routine chores of women), the economic condition of 

households, bodily taboos, food-related beliefs, and so on. I noted patterns and 

aberrations, as well as aspects of social life that are perceived as important by the 

members. Using this method, I also learned the tacit and taken-for-granted knowledge in 

Gautampuri community (example, meanings of immobility or rhetoric of the past), and I 
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also noted the non-verbal communication that took place during focus groups and 

interviews.      

I used this method because there are clear methodological advantages to 

participant observation, such as direct access to the nature of “flow of information 

between groups of people and individuals, an individual’s power and autonomy, and 

degrees of social and spatial mobility” (Johnson, Avenarius & Weatherford, 2006, p. 

115); for instance, in my study, the flow of information from community workers to the 

women, or the differences of power and mobility between women and men of 

Gautampuri community. Furthermore, in a large and complex research setting like 

Gautampuri community, participant observation allows efficient and maximised data 

collection, as the researcher collects relevant data from the specific group in focus. 

 Focus Group Discussions   

 Focus group discussion, my second method of data collection, is comprised of of 

using “guided group discussion to generate a rich understanding of participants’ 

experiences and beliefs” (Morgan, 1997b, p. 11; Morgan, 1996). Using this method, the 

researcher develops a specific set of questions and topics, research participants 

extensively talk and reflect about the topics given to them by the researcher, and 

afterwards, the researcher summarises the outcomes of the discussions. Via focus group 

discussions the researcher is able to obtain “direct evidence about similarities and 

differences in the participants’ opinions and experiences” (Morgan, 1997a, p.10), given 

that the discussions “create a process of sharing and comparing among the participants,” 

and participants “generate their own interpretations of the topics” of the study (Morgan, 
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1997b, p.12; Morgan, 1997b; Morgan, 1996). Focus group discussions differ from other 

types of discussions because here the group is focused on answering and giving opinions 

about a particular topic (Kitzinger, 1994; Mays & Pope, 1995). The data emerges from 

responses from the group interacting as a whole rather than those from an individual 

participant. The goal is to get the participants to interact with each other with minimal 

external interference (Denzin, 1989; Fontana & Frey, 1994).  

One of the two vital elements of focus group discussion is the researcher’s 

questions, as that shapes the liveliness, depth, and vigor of the discussions, as well as 

keeps the talks relevant to the subject matter. The other important element is inner 

dynamic of the group, which is crucial for uniform participation. Researcher’s attention 

to aspects such as group leader or hierarchical relations among participants, influences 

the success of the discussion, as because in focus groups “participants both query each 

other, and explain themselves to each other” (Morgan, 1996, p.139; Morgan, 1997a; 

Mays & Pope, 1995). The researcher has to maintain a reasonably relaxed atmosphere 

during the discussion and manage any aggravation between discussants. The researcher 

also encourages prolongation of the discussion, challenges “people’s taken-for-granted” 

opinions, and questions the “inconsistencies” amid discussants (Kitzinger, 1994, p. 107; 

Fontana & Frey, 1994).  

In focus group method, researchers concentrate on “conversations between 

participants,” especially simultaneous conversations from different participants. 

Researchers are also mindful about the diverse backgrounds of the participants and how 

these impact their responses in the group. In addition, they ensure that participants who 

are lower in any pre-existing hierarchy within the group have an equal opportunity to 
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express their opinions (Kitzinger, 1994, p. 104; Fontana & Frey, 1994). Accordingly, I 

made sure that the younger discussants, especially in women’s groups, were not fearful or 

hesitant to speak, as some of the opinions they held were against the older generation. I 

also ensured that the younger wives received adequate opportunity to speak because 

younger women are discouraged to form or express opinions, especially in public, due to 

the gender norms of Gautampuri community.  

Focus group discussion is an appropriate method for my study because it entails 

“three of the fundamental strengths that are shared by all qualitative methods: (1) 

exploration and discovery, (2) context and depth, and (3) interpretation” (Morgan, 1997b, 

p. 12). Thus, focus groups are useful for exploring the characteristics of the informants, 

particularly when the researcher is relatively unfamiliar vis-à-vis the population, and for 

identifying various dimensions of the study’s subject matter that the researcher seeks to 

understand (Morgan, 1997a; Morgan, 1996; Fontana & Frey, 1994). With reference to my 

study, given that there was no prior research on Gautampuri community, and studies on 

slums of Delhi are inadequate, especially on the subject of husbands’ role in women’s 

health seeking behavior; hence focus groups are fitting as they are “frequently used to 

learn about either topics or groups of people that are poorly understood.” The data 

obtained from focus groups can assist researchers to plan the subsequent stages (Morgan, 

1997b, p. 12; 1996; Mays & Pope, 1995), such as questions for individual interviews, as 

in the case of my research.  

Focus group method also enables the researcher to “understand the background 

behind people’s thoughts and experiences,” which reveals the complex mechanism 

shaping informants’ actions (for instance, the selection of healthcare provider, in my 
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study), as well as the context of those actions. In focus groups participants discuss “why 

things are the way they are and how they got to be that way,” which reveals the 

subjective interpretation of the participants regarding their own and collective behaviors 

(Morgan, 1997b, p. 12; Morgan, 1997a). Lastly, vis-à-vis the other methods of my study, 

there is significantly compatibility as “focus groups and participant observation share an 

overlapping interest in group interaction” (Morgan, 1997a, p. 9; Fontana & Frey, 1994). 

The number of participants and focus groups varies depending on the research 

project, though many studies have used “six participants” per group and “four or five 

groups” as their sample. Researchers often choose participants from “pre-existing 

groups” (for example, neighbours, kin, or coworkers) because they are “people with 

whom one might naturally discuss” various personal, familial and community matters. 

Known participants are advantageous as they can “relate to each other’s comments” as 

well as challenge and rectify each other unhesitatingly, unlike unfamiliar participants 

(Kitzinger, 1994, p. 105; Silverman, 2004). For my research, I formed two groups of six 

members each for both women and men (see Image 6).  

 

 

 

 

Image 6: Women’s Focus Group, Das 

2009 
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Within each group, half of the members were younger (in their 20s to 30s) and 

half were older (in their fifties) people, who were known to each other but did not have 

any kin ties. Based on my field observations, I made a set of questions and topics (for 

example, prevalent illnesses, choice of healthcare providers, husbands’ role in childbirth, 

and barriers to contraception), which I gave to the groups as starting points (See 

Appendices C, D, E and F). The discussions were in Hindi language and lasted 

approximately four hours. The discussions were lengthy because there were many topics 

for discussions, both women and men participants had to significantly reflect in order to 

answer as they had never contemplated about many issues that I had raised (for example, 

whether men should be involved in reproductive care of wives), and older women 

provided extensive information due to their experiences of multiple and frequent illnesses 

in addition to many pregnancies. Furthermore, subjects such as changing perceptions 

between younger and older generation, divergent experiences between medical facilities 

in their native rural areas and those in an urban location like Delhi, and narratives of 

adapting to urban environment, generated considerable talks and debates. With consent 

from the discussants, I recorded their discussions and later translated and transcribed the 

data.   

 Semi-Structured Interviews  

 The third method of data collection I used was “semistructured” and “face-to-

face” interviewing, an important tool in qualitative sociological research (Fontana & 

Frey, 1994, p. 361). Unstructured interviews are “in-depth” and informal in character. 

They are “open-ended” as both questions and answers are not restricted, and the data is 
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dependent on the flow of interview. In semistructured interviews, researchers use a broad 

set of questions to maintain the overall direction of the interview’s subject matter; 

however, the responses are open-ended and as in unstructured interviews, other question 

emerge via the process of interviewing (1994, p. 365; Denzin & Lincoln, 1994). 

Thus, I conducted semistructured interviews with the twelve women and men who 

participated in the focus groups. The interviews were in the Hindi language and were 

around one hour in length (see Image 7).  

 

Image 7: Women’s Interview, Das 2009 

Akin to the focus groups, I recorded the interviews with consent from the 

interviewees, which were later translated and transcribed. I used the interview method to 

complement my other two methods, given that participant observation and “focus groups 

do not easily tap into individual biographies,” which can be obtained by interviews 
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(Kitzinger, 1994, p. 116; Silverman, 1998). I therefore conducted interviews following the 

focus group discussions so that I could pose questions (about person-specific ailments, 

cases of abuse, etcetera) or clarify issues that were not explained in the discussions (such 

as neglect from in-laws, pressure for birthing children, and so on). 

 

Data Analysis 

 Researchers often use thematic analysis in analysing qualitative data, which 

entails searching for “cross case patterns” in the responses. Patterns emerge from 

similarities and differences in the narrative within groups as well as between groups 

(Denzin, 1989, p.540; Dietz, Prus & Shaffir, 1994). Another method of discovering 

patterns is by comparing group responses versus individual responses to the same topic or 

set of questions. During analysis, the researcher notes group dynamics in terms of 

“similarities between group participants, and their individual differences” (Kitzinger, 

1994, p. 107), as well as discussants’ misunderstandings of each other’s comments and 

counter or persuading arguments, along with the “assumptions” and “evidence” used to 

back these statements (1994, p. 114; Lincoln & Denzin, 2003; Atkinson & Hammersley, 

1994). Similarly, in semistructured interviews, the data obtained is in the form of talk, 

narratives, and discourses. The researcher analyses these narratives and attempts to “put 

him or herself in the role of the informants” in order to generate insights into people’s 

subjective experiences (Fontana & Frey, 1994, p. 367; Lincoln & Denzin, 2003).  

Participant observation method, as used in my study, produces “descriptions of 

people and their culture,” which can be analyzed via “ethnographic content analysis,” that 
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is, by examining the context of the observed individual/group, their meanings,  

behaviours, and so on (Altheide, 1987, p. 66; Aunger, 2004). Hence, the analysis is 

comprised of an “explicit interpretation of the meanings” of individual or community 

actions (Atkinson & Hammersley, 1994, p. 15), as well as “realist accounts” about the 

experiences of informants (Fine, 1999, p. 537; Denzin & Lincoln, 1994). Consequently, I 

analyzed the participant observation data by categorizing the social life and behaviours of 

members of Gautampuri community (such as outside and private worlds; men’s and 

women’s domains; household roles for elders, earners, daughters-in-law, children, and so 

on; and behavioural norms between different family members). Through this analysis I 

developed typologies (for example, types of healthcare providers, types of ailments and 

symptoms) and ideal types (for instance, preferred marital conduct, ideal manners 

towards elders, model roles for younger women, and so on).  

In my research, I thematically analysed the data from focus groups and 

semistructured interviews, which produced themes including husbands’ actual role 

performance and husbands’ ideal role performance, vis-à-vis their wives’ health-seeking 

behaviour. I then detected patterns in responses, such as aspects of the husbands’ role 

(example, husbands’ knowledge of ailments, husbands’ attitude about wives’ wellbeing, 

husbands’ decisions in wives’ healthcare, and so on). I also analysed the similarities and 

differences in opinion that were prominent between younger and older discussants. 

Furthermore, the data from my focus groups is mostly about issues in the immediate or 

distant past, hence the analysis is about how participants “thought, and why they thought 

as they did” with regards to those particular issues (Kitzinger, 1994, p. 104; Altheide, 

1987). With regards to the interview data, I compared themes from the interviews and 
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focus groups, particularly highlighting disagreements on the same subjects. For example, 

contrary to the majority response in focus groups, in the interviews some women asserted 

that husbands should have a role in their reproductive behaviours. Furthermore, I 

analyzed discrepancies between interviewees’ responses in the focus group and their 

responses in the interviews, as well as reasons for those discrepancies, like feeling 

ashamed to talk about marital relations, contraception, and so on.    

 

Rigour 

 The rigour of qualitative research refers to ensuring that the data is collected 

systematically, biases are avoided and/or minimised, the data and sources are reliable, 

findings are valid, and conclusions are generalisable (Barbour, 2001; Williams, 2000). 

Thus, in this research I have used various methods for ensuring the reliability, validity 

and generalisability of my findings in order to improve the rigour of my study. In 

qualitative research reliability is ensured through “dependability” and validity emerges 

from “credibility” (Guba & Lincoln, 1994, p. 114; Altheide & Johnson, 1994). My study, 

which is qualitative, is itself “an interactive process” as the research, researcher’s 

“narrative or stories” about the findings, and the final research product (that is, this 

dissertation) are all affected by the researcher’s as well as the informants’ “biography, 

gender, social class, race and ethnicity” (Denzin & Lincoln, 1994, p.3; Cicourel, 1982). 

As was mentioned in my discussion of data collection methods, I ensured the rigour of 

my data by means of “triangulation,” which is collecting data by deliberately using 

“different methodologies” (participant observation, focus groups, and interviews) and by 
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using a “wide range of sources” (women, husbands, and community-level workers) 

(Mays & Pope, 1995, p.311; Altheide & Johnson, 1994). 

To reduce biases originating in personal biographies, while collecting data I made 

sure that my informants and I were sufficiently aware about our respective class and 

cultural backgrounds. I was also mindful about how I was perceived by my informants, 

which I have described in this dissertation, in order to augment the rigour of my findings. 

In participant observation, rigour is influenced by “racial, linguistic and cultural distance 

between ethnographer and the people he or she studies,” and this has significant 

consequences for the collected data; as a result, researchers must be aware of their 

background and its impact on their analysis (Johnson, Avenarius & Weatherford, 2006, p. 

112; Lauder, 2003). In light of this, I thoroughly noted details about practices in 

Gautampuri community that are not part of my own class and cultural background, such 

as women’s head-covering practices. Such detailing can reduce any bias or preconception 

that I may have due to my personal unfamiliarity with certain customs. 

 Validity 

According to Kirk and Miller (1986), in qualitative research, validity concerns the 

topic of “whether the researcher sees what he or she thinks he or she sees.” Thus, in 

qualitative research, validity embodies what an observation reveals about that 

phenomena, as well as how it is categorised (Kirk and Miller 1986, p. 21). Kirk and 

Miller (1986) discuss “apparent validity, instrumental validity and theoretical validity” in 

sociological research (p. 22). In my research, the findings have “theoretical validity” or 

“construct validity,” which is based on “the quality of the relationship between an 
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observation and the element of a model that represents it” (Kirk & Miller, 1986, p. 80). 

Hence the strength of validity in my research is shaped by whether the “theoretical 

paradigm rightly corresponds to observations” (Kirk & Miller, 1986, p. 22; Silverman, 

1997). Accordingly, in my study, how my findings are grounded in my data ensures their 

validity, along with how symbolic interactionism (theoretical paradigm) corresponds to 

the observations (interpretations of community members, concepts of heath seeking 

behavior, categories like actual and ideal role performance, and so on). 

The findings in my study have an “interpretive validity” as well (Altheide and 

Johnson, 1994, p. 487), because the data collection and analysis of my research is 

“founded on the view that social world is an interpreted world,” which is interpreted both 

by the members of that world, as well as “by the qualitative researcher” (Altheide and 

Johnson, 1994, p. 489; Silverman, 2001). According to Altheide and Johnson (1994), “all 

knowledge and claims to knowledge are reflexive of the process, assumptions, location 

and history, and the context of knowing and knower” (p.488). Therefore the key to 

interpretative validity is “reflexivity,” which means that the researcher is “part and parcel 

of the setting, context and culture” that the researcher is trying to comprehend and depict 

in his/her study (Altheide and Johnson, 1994, p.486; Silverman, 2001). In my study, I 

ensure reflexivity via detailed records of reflexivity issues, such as gaining entry in the 

study setting (Gautampuri community), relationship with the members of the setting, 

daily self-reflection about my fieldwork experiences, how I collected my data, and so on.  

The findings in my study are also have “apparent” or “face validity,” which refers 

to the “obviousness of an observational procedure and what it is intended to observe” 

(Kirk & Miller, 1986, p. 79; Silverman, 2001). Face validity, in my study, is reinforced 
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by the theoretical validity of my data, as face validity “can be illusory,” and hence 

“assumes instrumental or theoretical validity” (Kirk & Miller, 1986, p. 22; Silverman, 

2010).  Furthermore, if other researchers, scholars, and specialists come to essentially the 

same conclusion as the researcher, then the findings are considered valid, since 

“ethnographies are evaluated collectively by whether their depictions are seen as being 

plausible” (Fine, 1999, p. 536; Kirk & Miller, 1986; Altheide & Johnson, 1994). My 

analysis reflects instrumental validity as I used multiple methods of collecting data. 

Instrumental requires a “diversity of method” which ensures reduction of validity errors 

(Kirk & Miller, 1986, p. 30; Altheide and Johnson, 1994). 

In my research, fieldwork contributes to the validity of observations and data, as 

fieldwork is “sensitive to discrepancies between the meanings presumed by the 

investigator and those understood by the target population.” In fieldwork, the researcher 

immerses in the “territory” and “world views” of the informants, grasps “members’ 

meanings,” material cultures and practices, and all of this contributes to the validity of a 

researcher’s findings (Kirk & Miller, 1986, p. 30; Silverman, 2010). Following 

established fieldwork and ethnographic practices, in my study I focused on the “process 

that members used in constructing or creating their activities, and how they found or 

established order in their activities.” My fieldwork reveals the “description of situation,” 

which are “languages, nuances and routines,” pertaining to meanings and interpretations 

of members, belonging to a particular historical, social and cultural context (Altheide and 

Johnson, 1994, p. 487; Silverman, 1997); which in my study, are the residents and the 

locality of Gautampuri neighborhood.  
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I have taken several established measures during data collection, analysis, and 

reporting to strengthen the validity of my findings. For instance, I have emphasised the 

“definition of situation,” that is, the “processes” that research participants use for 

“constructing or creating their activities” (Altheide & Johnson, 1994, p. 487; Mays & 

Pope, 1995). Accordingly, I have enumerated various definitions from my informants, 

like their notions about different types of medical care providers. Another measure I have 

taken is explicating the “contextual, taken-for-granted, tacit knowledge” of the researched 

community, like Gautampuri community’s beliefs about food items, categories of 

ailments, different levels of wellbeing, and so on.  

As tacit knowledge is unarticulated and is observable in actions whose meanings 

are not fully understood, I have also interpreted and reported the “nods, silences, humour 

and naughty nuances” in the talks and discussions from the focus groups and interviews. 

Enumerating tacit knowledge increases my data’s validity because this knowledge is 

possessed collectively, is informal and emotional in nature, and contains knowledge from 

past generations (Altheide & Johnson, 1994, p. 492; Williams, 2000). Lastly, I 

highlighted the “multiplicity of meanings and perspectives, and the rationality of these 

perspectives” during data collection, analysis and reporting (1994, p. 496). Given that 

fieldwork strategy entails researchers’ “cultural point of view” of the participants and 

their culture, the validity of fieldwork data is improved by including a maximum number 

of points of view (Altheide & Johnson, 1994, p. 488; Mays & Pope, 1995).  
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 Reliability           

 According to Kirk and Miller (1986), synchronic reliability refers to the 

“similarity of observations within the same time period,” and reliable observations are 

“observations that are consistent with respect to the particular features of interest to the 

observer” (Kirk & Miller, 1986, p. 42; Silverman, 2001). This is not be confused with 

replicability. Replicability in qualitative research is impossible because social life is ever-

changing. Therefore, Kirk and Miller (1986) conclude that reliability depends on 

“explicitly described observational procedures” (Kirk & Miller, 1986, p. 41). Thus, to 

ensure synchronic reliability in my study I maintained detailed records of the research, 

such as participant recruitment process, methods of analysis, how I have made 

interpretations, and so on, given that Synchronic reliability in my study is ensured by 

vividly describing the research steps, so that it can be replicated by other researchers via 

comprehending the procedures that I have followed, in order to arrive at the specific 

conclusions of my study. Synchronic reliability is also well suited for studies using 

multiple data collecting methods, like my study, as a “disconfirmation of synchronic 

reliability forces the ethnographer to imagine how multiple but somehow different 

qualitative measurements might simultaneously be true” (Kirk & Miller, 1986, p. 42; 

Fine, 1999).      

My fieldnotes contribute to synchronic reliability as they consist of detailed notes, 

theoretic memo, and so on. Theoretic notes are vital because in order to explain the 

theoretical context of observations, a researcher must vividly clarify the “cognitive 

idiosyncrasies” or “theories” of the researcher, which includes not only “academic 

commitments but also values, behavioral style and experience” (Kirk & Miller, 1986, p. 
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51; Silverman, 2001). Realist accounts from the fieldnotes provide evidence that is 

reliable in “intersubjective terms,” that is, these accounts “reflect the techniques” by 

which informants understand their own world (Fine, 1999, p. 536; Kirk & Miller, 1986). 

Furthermore, fieldnotes contain descriptions of “mistakes, confusions, breakthroughs, and 

problems” that emerge whilst collecting data (Kirk & Miller, 1986, p. 54; Altheide & 

Johnson, 1994). For instance, in my fieldnotes I have detailed accounts about why I 

introduced the concept of ideal role performance, even though it was not a part of the 

initial research questions. My fieldnotes also supply contextual interpretations of 

informants’ answers that are limited or unclear.     

 Generalisation    

 The generalisations drawn in my research are “moderatum generalisations,” 

which derive from “cultural consistency in the social world.” Cultural consistency is the 

“methodological justification” of a large segment of qualitative sociological research, 

because they are the basis of “everyday generalisations” of social life (Williams, 2000, p. 

221). For instance, moderatum generalisations are the foundation of the “inductive 

reasoning in what Schutz called the life world’” (2000, p.215). Sociologists conducting 

qualitative research seek to comprehend everyday moderatum generalisations, so as to 

grasp the “cultural consistency within which they reside” (for example, the society or 

group that they are studying); and through that knowledge, researchers are able to draw 

their “own generalisations about that cultural consistency.” Comprehension of this 

cultural consistency enables the researcher to interpret the actions (and their motivations), 

taking place in a particular social context (Williams, 2000, p. 220; Silverman, 2001).  
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In achieving such generalisations, Silverman (2001) emphasises the importance of 

context of a social setting, given that social science research entails “historical, political 

and contextual” sensitivity (p.9), and contextualisation is essential to generalisation in 

sociological research. Contextual sensitivity refers to recognising that “apparently 

uniform institutions like the ‘family,’ ‘a tribe’ or ‘science’ take on variety of meaning in 

different context” (Silverman, 2001, p.10; 2007). Accordingly in my research, the 

generalisations are based on the meanings generated from the social context of 

Gautampuri community and the context of slums neighbourhoods in Indian subcontinent, 

as because “we can understand events only when they are situated in the wider social and 

historical context” (Silverman, 2001, p.46; 2007; Altheide and Johnson, 1994). 

Generalisations based on cultural consistency is appropriate in qualitative 

research, such as my study, given that “social life needs some form of communicative 

cement, stocks of phrases, expression or languages,” and the qualitative researcher must 

grasp these so as “to be able to ‘say something’” about social life. Moreover, “each 

sociological tradition has a concept of cultural consistency,” for instance, in 

phenomenology, “it is life world, or for the symbolic interactionists, it is the symbolic 

order” (Williams, 2000; p. 220; Silverman, 1997). With reference to my research, which 

is based on narratives and talks, context is crucial since discourses are meaningful only 

within their contexts (Silverman, 2001; Altheide and Johnson, 1994).  

In moderatum generalisations, aspects of a social situation “can be seen to be 

instances of a broader recognisable set of features” (Williams, 2000, p.115); for example, 

in my study, the nature of husbands’ role in women’s reproductive behavior is illustrative 

of husbands’ role among low income groups across Indian subcontinent, as substantiated 
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by several studies. Moderatum generalisations are shaped by the characteristics of 

categories made by a researcher while analysing a social context (for example, in my 

study, the categories of ideal and actual role performance by husbands); as well as how 

different categories in particular context relate to each other (for illustration, in my study, 

how the category of medical care provider is related to the category of ailments). Finally 

moderatum generalisation is compatible with methodological pluralism, and hence, is 

well-matched for my study (Williams, 2000; Silverman, 2001).   

 

Ethical Protocols  

 Qualitative researchers are “conscious of the ethical implications of their work” 

(Van den Hoonaard, 2001, p.21).  In the interpretivist approaches used in my study, 

“ethics is intrinsic” to the research process, given that reasonable disclosure of the 

researcher’s intent and background, such as class position, political views, and so on, is 

crucial for studying subjective interpretations of informants (Guba & Lincoln, 1994, p. 

115; Erikson, 1967). One of the vital ethical issues is “informed consent,” which is 

consent received from the informant after “he or she has been carefully and truthfully 

informed about the research” (Fontana & Frey, 1994, p. 372). Hence both the researcher 

and the explanatory letter should do the following: state that the “individual is being 

invited” to participate in the research; elaborate on the purpose of the research and the 

researcher’s identity; identify any potential harm or benefit from this research (Canadian 

Institutes of Health Research, Natural Sciences and Engineering Research Council of 
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Canada, Social Sciences and Humanities Research Council of Canada, 1998, with 2000, 

2002 and 2005 amendments, p. 2.5).  

 Accordingly, I gave invitation/explanatory letters (translated into Hindi, as it is 

the community’s first language) that adhere to the Tri-Council guidelines (CIHR et.al., 

1998, p.2.1) to the community members, community-level workers, and NGO Arpana’s 

management (see appendix). Since many community members did not have formal 

literacy, I read the local Hindi translation to them, and explained various aspects of my 

research. The letter states that I am a doctoral candidate in Sociology at the University of 

New Brunswick (Canada) and that my research is about husbands’ role in women’s 

health-seeking behaviour in their community. Further, the information that I will take 

from them will become part of my thesis. For participant observation, I will accompany 

Ratna during her daily visits. For the focus groups, there will be two six-member groups 

of women and men; I will give them a set of topics regarding women’s health for 

discussion, which I will record. Thereafter, I will individually interview the discussants 

about the same topics and note their answers. Finally, the letter states that I am inviting 

them to participate in my research and that their participation is completely voluntary: 

they may choose not to participate or to withdraw in between without incurring any 

penalty.   

 For the consent process for focus groups and interviews, as per guideline 2.1 of 

the Tri-Council Policy (CIHR, 1998, p.2.2), I asked my informants to bring an 

intermediary who has some formal education so that they could understand the contents 

of the consent form. Besides the information from the explanatory letter, the consent 

form conveys that informants’ responses will be kept strictly confidential and that their 
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identity will not be revealed in my final report. All informants chose Ratna as their 

intermediary. Prior to conducting my focus groups and interviews, I distributed the 

consent form, read the Hindi translation, and asked the informant and the intermediary 

(Ratna) if they understood the contents. I gave participants seven days to consider my 

proposal and encouraged them to consult other people (example, neighbors, kin) who are 

not participating in my research before giving their response.  

 In Gautampuri community, my positionality in terms of my economic 

background, social status, educational qualifications, and membership of ‘high 

community’ in Delhi, had a bearing on my role as a researcher. Throughout my 

fieldwork, I was reflexive about how I perceived by the residents, and I maintained 

detailed record of my positionality and changes over time. I was introduced and vetted by 

NGO Aparna, who acted as gatekeepers for my fieldwork. But as I proceeded through my 

data collection and trust developed between me and the people who participated in my 

research, I was able to interact independently with the community members, without the 

assistance of NGO Arpana or NGO worker Ratna. The process of gaining trust and 

achieving inclusivity happened over a period of time. In the beginning, staff of NGO 

Arpana, and I explained the intent and goal of my research to the community members, 

as well as what I will do there (for example, accompany Ratna during her daily visits, talk 

to men and women, record conversations, and so on), and the length and frequency of my 

data collection (that is, daily for one year). I explicitly explained my social, economic and 

personal background (including my birth and upbringing in Delhi). Throughout the field 

work, I answered in detail many queries that were posed by residents, as regards my 

personal life, preferences, general beliefs, professional activities, the purpose of my 
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research, possible outcomes of my study, if there will be any impact on residents’ lives, 

and so on.  

 Gautampuri community is not entirely unfamiliar with outsiders, or persons from 

my social-economic background, or researchers. Many residents work amongst ‘high 

community’ people, and others, such as upper management of NGO Arpana (from ‘high 

community’) frequently visit them. Likewise, researchers such as epidemiologists from 

the public hospitals of Delhi visit regularly for conducting short surveys. Lastly, donors 

of NGO Arpana, from outside India, also visit them, thus my identity as a 

foreigner/Canadian was also not surprising. Nonetheless, in beginning I was perceived as 

an outsider, and primarily as someone from the high communities of Delhi, and the 

residents deem them as people who typically do not socialise with lowly communities, 

especially at personal levels and on long term basis. Hence, initially, my regular visits to 

Gautampuri was a cause of interest among members of the community. 

In the initial phase, systematically and repeatedly, I verified the intent of my 

work, firmly conveyed that I had no other motives, and outlined that my visit may not 

improve their lives, but will never adversely impact it in anyway. I established that even 

though I did belong to high community, I was not a typical member (with respect to their 

perceptions), and I was there to understand them, from their point of view only. I was 

careful about actions such as accepting drinking water and sharing food with residents, or 

sit on the ground with everyone. This is because these actions were closely observed by 

residents as signs that I did not harbour any depreciating view of this community, and 

despite the economic and social-status gap, I wanted them to include me in their personal 

life. 
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After some time, residents viewed me in other categories, such as a doctor, 

government official, supervisor of Arpana’s activities, and so on. However, this meant 

that my inclusion was still restricted as women in this community convey clinical 

information to categories such as doctors, but never discuss personal and familial matters, 

which was important for my research. Later in my field work they began to address me as 

elder brother, as they saw this as the most culturally appropriate category for me given 

the nature of the conversations my study required I have with them. Once they identified 

me as elder brother I had to learn how to appropriately behave in this role. This included 

role behaviours such as maintaining a proper physical distance with women while talking 

(as depicted in images 10 and 11 below), but also not being too distant and aloof, as an 

elder brother women was expected to be a genuine listener. My inclusion as an insider, 

especially as an elder brother to the women, and the trust that developed as a result was 

signified by changes in head and face cover practices (as discussed Chapter Two). In the 

beginning of my fieldwork, women would fully cover their head and face in my presence, 

as they would do for any male outsider (see Image 8). 
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Image 8: Early fieldwork, women in Gautampuri (right), Das 2009 

 

Later, in my presence, women would keep their head covered but face exposed in outdoor 

group settings (see Image 9).  

 

Image 9: Women in group, Das 2009 

Midway during my fieldwork, I was trusted enough that women would individually 

interact with me without community worker Ratna’s oversight, with their faces exposed 

but their heads covered in outdoor settings, as is evident in Image 10. 
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Image 10: Interacting individually with a respondent, Das 2009  

In the final phase of my field work I was completely trusted as an elder brother and 

women would individually interact with me without their heads covered and their face 

fully exposed, inside their homes (see Image 11). This signifies an access reserved 

exclusively for close family members. 

 

Image 11: Complete inclusion, Das 2009 

I did not take written evidence of the community members’ consent because they 

do not have any formal education and cannot read or write (including in their first 
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language), so they are unable to read the consent form or sign it properly.  I also did not 

seek written consent from my informants because they belong to a socially marginalised 

segment of the population and the research process is new to them. The procedure of 

written consent can be intimidating, as they are tremendously fearful and skeptical of any 

legal activity, such as signing a document. Even after explaining everything, the act of 

signing the consent form could discourage them from participating. Therefore, I took 

verbal consent, as in their culture a verbal assurance or promise can be treated as consent. 

Following the guidelines from article 2.1 of the Tri-Council Policy regarding verbal 

consent for situations where written consent is not feasible (CIHR, et. al., 1998, p. 2.2), I 

used a voice recorder to record my reading of the consent letter and my informants’ 

spoken consent as proof of the consent, as well as noted the date and time in my field 

journal. I followed the same procedure for the interviews with community-level workers 

as they were also apprehensive of signing documents. 

 As per existing literature on ethical protocols, researchers should be mindful 

about informants’ “protection from harm,” such as “physical, emotional” harm, which 

could be caused intentionally or unintentionally by the research process (Fontana & Frey, 

1994, p. 372; Lauder, 2003). For this reason, in the explanatory letter I conveyed that if 

the informants felt confused or fearful about their participation, they were encouraged to 

discuss their concerns with persons they trust, such as Ratna and other community-level 

workers, prior to their decision. Furthermore, although I did not foresee any harm toward 

the informants from my research activity, they were encouraged to inform me if they 

found anything harmful during the research process so that I could correct it. According 

to the Tri-Council Policy, a study is below the level of “minimum risk” if informants do 
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not have a probability of facing more harm than they would face in their day-to-day lives 

(CIHR, et. al., 1998, p.1.5).  

 My focus groups and interviews were based on talks and were about subjects that 

had been discussed previously with Ratna, community members, and so on. In my 

participant observation, I was accompanying Ratna whose visits are part of the women’s 

daily lives. Moreover, my research did not involve deception or partial disclosure, which 

minimised risk, as researchers doing participant observation face ethical issues depending 

on whether their role is “overt or covert” (Fontana & Frey, 1994, p. 372; Lauder, 2003). 

Therefore, my research was below the minimum risk level and the procedures of data 

collection did not physically or emotionally harm the informants. Lastly, another ethical 

consideration is “right to privacy,” which consists of “protecting the identity” of the 

informant (Fontana & Frey, 1994, p. 372). The Tri-Council Policy also outlines that the 

data should be kept secure and the identity of the informants should not be revealed in 

any form (CIHR, 2003, p.3.3). Hence, as soon as I obtained data from the focus group 

discussions and interviews (which were in digital sound formats in a voice recorder), I 

translated and transcribed them into English using standard research protocols to mask 

identities, like using pseudonyms. Furthermore, complying with research ethics 

regulations, all names used in this dissertation are pseudonyms. I then erased the sound 

files from my recorder and computer as soon as I completed my thesis, where I again 

used writing protocols to mask identities. The transcripts are stored in print and digital 

format in my supervisor’s office in a secure, locked cabinet. No one has access to these 

files except for me and my supervisor.  
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 To conclude, in this chapter I have discussed the theoretical perspective of my 

research, my strategy for gathering data and this strategy’s epistemological framework, as 

well as sampling and data-collection methods. I have also explained how I have ensured 

reliability, validity and generalizability, as well as ethical protocols for collecting and 

reporting my findings. In the next two chapters, I discuss health seeking behavior of 

women in Gautampuri community.      
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Chapter Five: Women’s Health-Seeking Behaviour 

 

 In this chapter and in Chapter Six I discuss the various dimensions of women’s 

health-seeking behavior, in Gautampuri community. According to my observations, as 

well as data from focus groups and interviews, these women’s health-seeking behavior is 

comprised of: health and illness-related behaviors, patterns of medical care utilisation 

(discussed in this chapter); and reproductive behaviors (discussed in the next chapter) 

(FN: Aug 11, 09).  

 A foremost observation of my study is that biomedical awareness about women’s 

diseases and their causes is largely absent among my informants. Furthermore, my 

informants have inadequate to no clinical knowledge of human anatomy and the 

biochemical causes behind various bodily phenomena (such as fever or menstruation). 

They told me that this was because they had little or no formal education; however even 

amongst informants who completed grade tenth education, scientific and medical 

knowledge was negligible (FN: Aug 14, 09). In particular, my informants’ limited 

knowledge of the English language was a major barrier because they consult doctors who 

practice Western biomedicine, and use English in their medical communication, for 

instance, writing prescriptions. Even when they visit unlicensed fraudulent practitioners, 

communication about health related matters is negligible, as names of diseases, 

medicines, anatomical processes, and so on, are typically available in English language 

(FN: Aug 14, 09).  

 NGO Arpana disseminated simplified information about common diseases and 

ailments specific to women. Furthermore, radio and television are sources of information 
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about health and healthcare for Gautampuri community, and my informants usually take 

note of government-sponsored messages about state-organised programs such as 

immunisation drives. Those wives whose children attend schools also had some 

knowledge about health and diseases because schools often discuss health issues amongst 

adolescent students, which they pass on to their mothers (FN: Aug 12, 09).    

 

Health and Illness Behaviors in Gautampuri Community 

 In Gautampuri community, health and illness-related behaviors and beliefs of 

women consist of: articulations and interpretations of illnesses, and definitions of what is 

wellbeing and unwell.   

 Articulation and Interpretation of Illnesses 

 According to my research findings, in Gautampuri community, perceptions about 

body are central to the articulations and interpretations of illnesses. Hence, I observed 

that informants articulate their understanding of women’s ailments and infirmities by 

using three categories: the sha-reer or body, bodily sensations (like durad or pain), and 

bodily experiences (such as feeling a-jeeb or strange about their bodies). The first 

category, sha-reer or physical body, frequently features in my informants’ narratives 

about women’s health issues. The word sha-reer may refer to the outside or surface of the 

body as well as to the body’s interior (for example: internal organs, blood, and so on). In 

this context, wives like Susheela asserted that: 

All that I know is when our sha-reer [bodies] get affected by kum-joar-ee [general 

weakness] ... that causes durd [pain] and soo-jun [soreness] inside our bodies 

(Susheela, FGW) 
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According to these women, there is a strong connection between their physical body and 

the ailments they have or may obtain later (FN: Sept 15, 09). Furthermore, my informants 

asserted that certain women’s sicknesses originate from the physical body; for instance, 

in the focus group, these wives asserted that a body that lacks blood (khoon kee kum-ee in 

Hindi) is a root cause of many ailments in women. The importance of the body is also 

manifested in the example of mineral iron pills. To illustrate, I observed that community-

level workers routinely gave iron-supplement pills to pregnant women, even though these 

women had no bio-medical knowledge about this mineral and how it affects their health. 

Nonetheless, they readily consumed the pills because these women believe that a 

woman’s body may lose its natural ability to make blood, and these pills can repair this 

capability as well as enable the body to regain its normal biological function of creating 

blood. In the literature, there are reports that many women in India have low hemoglobin 

levels but my informants where not aware of these reports (FN: May 14, 09).  

 The second category, used by my informants to describe women’s ailments, is 

comprised of talks about bodily sensations, like aches and pains. For instance, in the 

focus groups and field observations, these wives frequently mentioned culturally based 

illness expressions like kam-ur durd or backache, see-nay may durd or chest pain, paet 

durd or stomach ache, soo-jun or soreness/inflammation, ba-chay daa-nee may soo-jun or 

soreness in vaginal area, joa-don kaa durd or pain in joints, sir-durd or headache, and so 

on. I noticed that even if these wives had other ailments or symptoms in any part of their 

body, they would still try to explain it through aches and pains. For instance, in the 

women’s focus group, a participant answered my query regarding whether she was 
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unwell by putting her hand on her chest. When I probed further, she replied that she had 

an aching chest. I later discovered that she has high blood pressure as well as general 

weakness, all of which  she was trying to convey by mentioning pain and discomfort in 

the chest area (FN: Sept 16, 09). The third category used by informants to articulate 

women’s ill health includes narratives of experiencing peculiar sensations, feeling unsure 

about their bodies, and having a general lack of control over their bodies. For example, in 

the focus group these wives mentioned bay-chain-ee or restlessness, feeling a-jeeb or 

uncanny, chak-kur or giddiness, and ghab-raa-hut or nervousness/panic. A few wives 

cited concrete reasons, such as low blood pressure or lack of sleep, for such conditions. 

However, most wives were unsure about the cause of these bodily experiences, which 

created anxiety for many of them. Some wives linked these experiences to the seasons 

(such as winter), when they observe an increase in the frequency of these occurrences. 

Other women claimed that these bodily feelings are linked with a particular phase of the 

day, like feeling more panicky in the morning than later in the day (FN: May 11, 09).  

 In my observations and discussions in focus groups, I noted informants’ 

interpretations of the various cause/s of women’s ailments and infirmities. According to 

the informants, especially women, one common cause for many ailments of women is the 

visible and invisible kee-raa, which is a generic term for worms, germs and insects. For 

instance, in the focus groups, talks about kee-raa recurred frequently in these wives’ 

explanations of toothaches, diarrhea and other common ailments. Informants believed 

that the main sources of kee-raa are their low-quality drinking water and the unsanitary 

conditions in which they live. Showing a wealth of lay knowledge about their health, 

these wives blamed panic attacks on excessive workloads, and extreme heat for ghab-
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raa-hut or nervousness (FN: May 13, 09). Wives, such as Susheela and Kamla, also made 

links between the sha-reer or body, kum-joaree or weakness, ka-mee or deficiency in 

body. These wives asserted that women can be born with bodily deficiency or acquire 

deficiency through improper nutrition, and this bodily deficiency is connected to several 

ailments. These women claimed that a deficient body is more susceptible to illness, 

which is why in the focus group, Susheela and Kamla stated: 

It [excessive bleeding during menstruation] happens and it is due to many reasons 

….well, some say that excessive bleeding is due to kum-joa-ree [weakness] which 

is due to khoon kee ka-mee [deficiency of blood] (Susheela, FGW) 

 

But I know this much that due to khoon kee ka-mee [deficiency of blood], excessive 

bleeding happens [during menstruation]… it [menstrual bleeding] can take place 

[carry on] for fifteen days or a month or even continuously for eight days … and 

kum-joa-ree [weakness] also causes sa-fayd paa-nee [white viscous vaginal-

discharge’/leucorrhea] as well as infections (Kamla, FGW) 

 

These wives also affirmed about correcting these deficiencies through replenishing their 

bodies with proper nutrition, for instance their traditional foods, such as freshly grinded 

flour from harvested wheat, which they believe is more nutritious than packaged flour. 

Other examples of replenishment are nim-boo paa-nee or lime water and salt to counter 

panic attacks and low blood pressure (FN: May 14, 09).   

 Definition of Wellbeing and Unwell  

 My informants define women’s wellbeing and health through physical mobility 

(in Hindi: chal-nay phir-nay [walking around] laa-yak [capable]) and the ability to 

perform minimal household tasks. For instance, wives like Mumtaz asserted that, during 

her childbirth, because she was mobile and could do her daily chores; for her, this meant 

that she was robustly healthy during her pregnancy (FN: May 19, 09). Hence, she did not 
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feel the need to go to a hospital for her delivery, and she provided the following 

statement as justification for her decision to deliver her baby at home: 

During my last childbirth, I was working till the eighth and a half month [with 

emphasis]. So, I was never lazy, I never left any errand undone, if there was a chore 

to be finished, I would never leave it and take rest instead ... and even after giving 

birth, I was quite active (Mumtaz, FGW) 

 

Similarly, in the focus group, husbands described recuperation as well as soundness of 

their wives’ physical condition through narratives about work and mobility; for example: 

[After childbirth] she [wife] continued doing her work, whatever little she could do, 

she never stopped working. There are many wives who stop working [domestic 

work] and be bedridden for days for taking rest after child birth [scornful tone] ... 

this is not her [my wife’s] inclination, when she gave birth, she did not choose 

‘confining herself to bed’ [take rest] after that, she kept on doing a little amount of 

work. She has never opted to be bedridden ... washing clothes, washing utensils, 

dusting, cooking food ... she carried on doing all these till the last date [before 

delivery] [expressing pride through speaking manner] (Mool Chand, Focus Group 

Men [henceforth FGM]) 

 

Conversely, being unwell, ailments and illnesses are signified by immobility and a 

woman’s incapability to do regular tasks. In the focus group, these wives articulated the 

severity of their ailment by describing whether their mobility was impaired or not, or if 

their condition rendered them incapable of doing their minimal customary chores (like 

cooking and cleaning). In fact, while conveying their notions of well-being, these wives 

mentioned immobility much more than mobility; for instance: 

I have never been that much ill … I never had to cease my chores or become 

bedridden (Shabana, FGW).  

 

This is because according to wives like Shabana, for their community, immobility is a 

more important facet in the definition of women’s health and illness. Moreover, residents 

consider almost all bodily states as healthy as long as there is no sign of immobility 

among women (FN: Aug 08, 09).  
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 According to my informants and field observations, Gautampuri community’s 

definition of women’s well-being falls on a spectrum, with well-being on one end and 

illness on the other; while in between there is a state of women’s health which I classify 

as routine sickly. I observed that although these wives recognised that they periodically 

suffered from conditions which are technically illnesses, they did not deem these 

conditions as legitimate or valid illnesses. These wives described such physical states as 

ignorable conditions, acceptable discomforts, normal sicknesses, and not worthy of 

heightened attention (FN: June 13, 09). In my study, these wives used various measures 

to indicate that they are in this routine sickly condition. These indicators include: the 

symptom (for example, rashes) regularly arises but subsides on its own (irrespective of 

whether the illness is permanently cured or not); if they get temporary relief from the 

symptoms through some generic medication; if they are mobile and able to do their tasks 

despite the ailment; and, if the symptoms, even if recurring, are not prolonged and can be 

controlled within a short time span (FN: June 15, 09).  

 In the focus group, when I posed the question when you fall ill, what all do you 

do after that; the narratives from these wives provided definitions of routine sickly. For 

example, Aarti mentioned situations when her symptoms subside on their own: 

I don’t go to the doctor right away. I try to see if the condition subsides by itself. 

Yes, in fact, many a times the problems do get resolved by themselves after a little 

time passes by, the condition gets better by itself, right at home [others nod in 

agreement] (Aarti: FGW) 

 

Other wives like Mala described symptoms that can be temporarily treated with generic 

medicines:  
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When the durd [pain/discomfort] is too much we try to take something 

[medication] to make it go away. If the problem persists, only then we go to 

‘private’ [medical establishment in general] (Mala, FGW) 

 

When Mala stated that she takes medications to make it go away, she was not referring to 

the ailment, but is instead pointing only to the symptom. This is significant because like 

her, most wives in Gautampuri community treat ailments in a symptomatic manner. In 

other words, if there is pain, they seek a cure only for the pain and generally do not 

address what is causing it (FN: June 14, 09). Similarly, Susheela and others claimed that 

if their symptoms do not prolong, they do not pay any attention to their ailment; which is 

why Susheela expressed: 

Now who pays so much of attention to these things [ailments]? …. if we become 

okay for a little while then no one goes to the ‘hospitals’ [medical institutions in 

general] [others nod in agreement] (Susheela, FGW) 

 

On the other hand, statements by Hema and Kamla are good examples of how they 

differentiate between routine sickly state and legitimate or valid illness. To illustrate:  

I try and tolerate, only when the ‘pain’ [symptoms in general] is too much, beyond 

tolerance, I get medications (Hema, FGW) 

 

Yes, only if it [symptom] continues more than a week…then we go to see a doctor 

(Kamla, FGW) 

 

Thus, according to these wives a condition ceases to be routine sickly and instead is 

considered as a valid ailment only when: the symptoms persist and/or recur for a long 

period of time, or the ailment hinders mobility, or ailment remains uncontrolled in spite 

of generic medication, or ailment requires prolonged generic medication. Moreover valid 

ailment require professional medical attention (FN: June 13, 09).  

 According to my informants, Gautampuri community also uses two dualities to 

articulate their understandings of women’s illness and ailments; which are: (a) maa-moo-
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lee or minor versus ba-dee or major ailments; and, (b) baa-ha-ree or external versus un-

droo-nee or internal ailments. With regards to the first duality (that is, minor versus major 

ailments), the characteristics of routine sickly are the same for minor ailments. Pain in 

joa-day (joints) and pay-r (legs) were recurrent examples of minor ailments amongst 

these wives ((FN: June 15, 09).  

 On the other hand, valid or legitimate illnesses qualify as major ailments. For 

Gautampuri community, hospitalisation is a major indicator for major illness among 

women. Or in other words, if a woman is hospitalised, the community deems it a major 

ailment. Informants frequently mentioned getting admitted to hospitals, as an indication 

that their health condition was serious; for example: 

I was admitted to the hospital!! [frantic] ... ul-tee [vomiting], sir-durd [headache]… 

all these happened last year, I was put on ‘glucose’ [intravenous fluid] for about 

twenty hours (Susheela, FGW)  

 

I was quite unwell, my bee pee [blood pressure] had dropped, which is why I was 

given three bottles [units] of blood… they took me to a hospital! (Aarti, FGW)  

 

I am still unwell, I had dast [diarrhea] for a long time…. I had to get admitted [in a 

hospital] for my dast (Hema, FGW)  

 

What is significant in the above narratives is that these wives emphasised getting 

admitted to hospitals far more than they focus on their actual ailments, and they 

frequently utter the word hospitals with somberness. Mentioning hospitals is their way to 

convey that they were gravely unwell and/or their illness was acute. The noteworthy 

aspect is that it is not the ailment itself (or its symptoms) that makes it a major illness; 

rather it is the fact of hospitalisation, regardless of severity of the illness. Hence, 

according to my informants’ perception, individuals are admitted to hospitals not because 

they have a major illness, instead it is the other way around, that is, if they are admitted to 
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hospitals, then it is deemed that an individual has a major illness. Residents believe that if 

someone is hospitalised then something must be majorly adverse with that person’s 

health, irrespective of the medical procedure they are undergoing in the hospital. This 

connection between hospitalisation and perceptions about major ailments becomes 

clearer when the abovementioned women discuss health conditions where there were no 

hospitalisations. For instance, even though childbirth at any home in Gautampuri 

community is medically more precarious than receiving treatment for general vomiting or 

diarrhea in hospitals, these women’s descriptions of homebirths were nonchalant because 

they did not involve hospitals (FN: June 18, 09).  

 With respect to the second duality, that is baa-ha-ree (external) and un-droo-nee 

(internal) ailments, my research informants asserted that external ailments are those 

ailments whose symptoms are externally perceptible (such as body temperature or a 

visible wound). Furthermore informants deemed that the cause of external ailments must 

be on the surface or outside the body, and consequently they are not a significant threat. 

Informants gave bu-khaar or fever, ju-khaam or bronchial congestion, and sir-dee or 

common cold as some examples of external ailments (FN: Sept 15, 09).  

 Conversely, those ailments which originate inside the body (like ulcers or 

tumors), and consequently they are not perceptible from outside, are defined as internal 

ailments by my informants. Informants claimed that detection of these internal ailments 

requires trained doctors and complex technology (like X-Ray machines) to look inside 

the body; which is why residents tend to take internal ailments more seriously. 

Furthermore, many residents believe that if an external ailment is neglected, then it may 

transform into an internal ailment. In my field observations I also noted that the health 
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and illness beliefs about internal and external ailments shaped women’s behaviors about 

health and healthcare. To illustrate, I came across cases where women were not at all 

concerned about an infection prone and potentially fatal open cut or flesh wound as 

because it was an external ailment. On the other hand, while intrauterine contraceptive 

devices like Copper-T has almost no lethal consequences, most women were very 

anxious about it, since the process involves the internal parts of a woman’s body (FN: 

July 14, 09). 

 

Utilisation of Medical Care in Gautampuri Community  

 As discussed previously, there are four types of available healthcare sources for 

Gautampuri community, namely, public healthcare establishments, private healthcare 

establishments, primary healthcare clinic operated by the NGO Arpana, and, locality’s 

health practitioners (or neighbourhood doctors). There is no traditional medicine 

available in this community, nor did I find any evidence that the women I spoke with 

went outside of their community seeking traditional health care. In interviews and focus 

groups, informants claimed that public healthcare facilities are overcrowded, and patients 

line up for hours in order to receive services. Residents noted that these institutions have 

complicated protocols and significant waiting periods for every medical care service, 

making even the simplest medical care procedure problematic at times. Added to this, 

most community members reported feeling intimidated by the hospital authorities and 

doctors. Community members pointed out that these institutions are overly bureaucratic, 
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complex, and occasionally corrupt, which they articulate by using the English word 

source and the Hindi/Urdu word see-faa-rish or recommendation (FN: June 23, 09).  

 A source is a hospital insider who is the source for preferential handling. Having a 

source means that if someone knows anyone within the hospital system or has a personal 

rapport with members of the bureaucracy and hospital staff, then he or she can get better 

and/or quicker service in government hospitals. Others claimed that the only way they 

can avoid above-mentioned problems in these institutions is by having someone 

influential (like local politicians) recommend their case to the hospital officials (in this 

case, the word see-faa-rish or recommendation is used). Given that Gautampuri 

community has no other alternative for affordable and reliable medical care except the 

public healthcare system, many were on a constant lookout for these highly valued 

sources and recommenders (FN: June 21, 09).  

 In the case of the dispensary operated by NGO Arpana, the residents asserted that 

it is similar to any public medical care establishment meaning that there are long queues 

of patients, in particular to consult female physicians, who are only available only once a 

week. Hence they face significant waiting times before their diagnoses. As a result, if 

they did not have much time to spare, they were forced to opt for private medical care 

establishments (FN: June 06, 09). Community members stated that private practitioners 

of New Delhi are of good quality, but the most attractive features are the absence of 

waiting times and the personalised care. However, they used private medical care only in 

the most dire of circumstances, such as when they are refused care from government 

establishments or if the public healthcare system cannot cure their ailments. This is 

because private treatment creates a huge economic burden on residents and their families. 
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In my research, several times I observed women taking loans from their self-help group 

just to pay their medical bills for private healthcare (FN: June 25, 09).  

 The fourth source is comprised of untrained/semi-trained and unlicensed 

individuals who pose as Western bio-medicine practitioners. These individuals operate 

within this locality and community members refer to them as chhoa-taa or inferior/low 

doctor as well as locality’s doctors (FN: June 17, 09). In order to comprehend the 

selection of healthcare by the residents, it is necessary to grasp another duality in 

Gautampuri community, which is: chhoa-taa or inferior/low versus ba-daa or 

superior/high doctors. I observed that low doctors are deemed low because they are not 

doctors in the technical sense of the term. Residents knew that these so-called 

practitioners do not possess the requisite medical degree, license, or proficiency of a 

legitimate medical practitioner, whom they address as ba-daa or superior doctors, for 

example in government hospitals or NGO Arpana’s clinic (FN: June 16, 09). In the focus 

group, the following statement by wives like Aarti represented Gautampuri community’s 

typical practices regarding their choice of healthcare providers for women’s illnesses. 

We [women] go to the ‘doctor’ and get un-gray-zee [English/Western] da-waa-ee 

[medication]… I mean the chhoa-taa [low] doctor, the ‘doctors in the locality’. If 

that does not work then we go to the Arpana’s dispensary. If [treatment at] Arpana 

fails, then we rush to a bigger hospital [others nod in agreement] (Aarti, FGW) 

 

During women’s illnesses there is a complex set of perceptions and decision-making 

mechanisms used by the women I spoke to, when choosing which healthcare source to 

select, and why (FN: June 24, 09).  

 My informants understood that as per the law, unlicensed practice is absolutely 

prohibited. Nevertheless, they still accessed low doctors because they interpret them as a 
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kind of medical practitioner, even if they are of lower quality and ability, which is why 

they charge substantially lower fees (FN: June 17, 09). In this regard, wives like Mumtaz 

asserted: 

Yes, he [low doctor/locality’s doctor] gives medicines [straightway/without 

prescriptions] and he charges lesser fees (Mumtaz, FGW)  

According to these wives, their community did not think that there is anything medically 

faulty in what these inferior/low doctors do, just that their services are inferior to 

superior/high doctors; which is why Mala and others disclosed that: 

All we have over here [in our community] are these local practitioners, there is this 

one doctor’ whose treatments are quite effective for most of us... if he fails, then we 

go the larger hospitals [others nod in agreement] (Mala, FGW) 

 

Along with low costs, instant accessibility and treatments providing quick relief were the 

main reasons for the popularity of these so-called medical care practitioners of the 

locality. As a result, my informants approached the low doctors as a first line of treatment 

for women. To illustrate: 

They [locality doctors] promptly take care of you; they don’t delay (Kangna, FGW) 

 

Other wives like Susheela added that: 

People [community members] tend to visit the local doctors’ because they can give 

you aa-raam [relief] quite quickly (Susheela, FGW)   

 

I observed that the effectiveness of treatments and medications is the foremost criterion 

for selecting healthcare source. Regardless of whether the healthcare source is formally 

recognised or not, Gautampuri community is willing to use it as long as their prescription 

works. Conversely, even if the source is legitimate (for instance, public hospitals) or 
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reputed (for instance, private healthcare) but is unable to deliver results, community 

members will immediately cease accessing that service (FN: June 17, 09).  

  In the context of the abovementioned narratives, it must be pointed out that 

effectiveness or results oriented treatment often refers to immediate or symptomatic 

relief. As previously explained, many women do not bother addressing root causes of 

ailments as long as their manifestations are controllable. Nonetheless, according to my 

informants, community members do acknowledge that if they want to thoroughly cure an 

ailment, then eventually they have to seek treatments from ba-daa or superior doctors. 

They also recognised the limitations of these locality practitioners; for example, Shabana 

asserted: 

Well, he [locality practitioner] can treat you only as much as he knows, for example 

he can treat if you have bu-khaar [fever], khaa-see [cough] … but if there is un-

droo-nee [internal] ailment [major disease], he is unable to prescribe any 

medication (Shabana, FGW) 

 

Informants explained that a low doctor can only tackle minor and external ailments. They 

can never confront major and internal ailments, which unquestionably require a 

superiorly skilled high doctor. Residents claimed that in most cases diagnoses and cures 

of these inferior/low doctors were successful. And if a medical issue is beyond the 

expertise of these practitioners, then they usually ask the patient to consult a trained and 

licensed doctor (FN: June 24, 09). Apart from reasons such as severity of illness, 

Gautampuri community opts for legitimate healthcare sources (that is, public, private, or 

NGO Arpana’s clinic) for other reasons as well. For example, once a week a woman 

practitioner visited NGO Arpana’s clinic, and on that day women would line up to see 

her. This is because in comparison to NGO Arpana’s regular physicians who were male, 
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these women felt more comfortable discussing their ailments with her. As for public 

healthcare institutions, residents were quite conscious and appreciative of their better 

quality and their trained practitioners. Nevertheless, their intimidating bureaucracy and 

complicated systems are substantial barriers for these women (FN: June 18, 09). 

 

Discussion  

 In this chapter, I explain my research findings about health-seeking behavior of 

women in Gautampuri community. According to my research data, health-seeking 

behavior of women in Gautampuri community is comprised of: health and illness-related 

behaviors, patterns of medical care utilisation, and reproductive behaviors. In this chapter 

I have discussed women’s health and illness-related behaviors, and medical care 

utilisation by women. 

 A primary finding of my study is that biomedical awareness about women’s 

diseases, clinical knowledge about human anatomy and biomedical reasons behind 

various bodily phenomena and symptoms, is absent among my informants. Comparable 

to my findings, in the literature on women’s health in impoverished communities of 

India, a significant segment connects recurrent ailments among women to lack of 

knowledge in these communities about diseases and modern healthcare (Ahmed et. al., 

2006; Simon-Kumar, 2007). Other studies on Pakistan note that due to low levels of 

formal literacy, only one-third of women are able to identify symptoms of their illnesses, 

take decisions about seeking for professional care and/or take appropriate steps during a 

medical emergency (Shaikh, Haran & Hatcher, 2008; Qureshi & Shaikh, 2006). Other 
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studies on women in slums of Delhi and Hyderabad cities of India reveal that women 

who had formal literacy of grade ninth and above were reasonably aware about the causes 

and consequences of AIDS (Wadhwa, Ghosh & Kalipeni, 2012; Allendorf, 2010). In the 

context of women’s education, I also observed that low level or absence of formal 

education is a key reason for my informants’ unawareness about health and illnesses.  

In Gautampuri community, NGO Arpana disseminates simplified information 

about ailments specific to women, and radio and television are sources of information 

about health and healthcare. My findings are consistent with other studies; given that 

according to community-level workers from slums in central India, “pictorial cards, 

video-films, and case narratives can be used during the meetings” of women’s groups, for 

effective communication of health-related information (Agarwal et. al., 2010, p.387; Nair 

et. al., 2013). In addition, studies on women in slums of Delhi and Hyderabad cities of 

India reveal that women have better knowledge about HIV/AIDS because of their 

participation in public awareness programs conducted by governmental and 

nongovernmental organisations, and from governmental campaigns about AIDS on 

television and radio (Ghosh, Wadhwa & Kalipeni, 2009; Allendorf, 2013). 

 

Health and Illness-related Behaviors 

 In my study, the emphasis on women’s beliefs and behaviors about health and 

illnesses is consistent with a large section of the literature. These researchers assert that 

health and illness beliefs of individuals and communities are “based on a mixture of 

demographic, social, emotional and cognitive factors, perceived symptoms, access to 
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care, and personality” (Mackian, Bedri & Lovel, 2004, p.139; Charles et. al., 2008). 

Moreover, health and illness behaviors are shaped by beliefs and attitudes of people, 

which themselves are influenced by factors such as the perception of the seriousness of 

illness, individual’s susceptibility to ailments, previous experiences of illnesses 

(especially negative experiences), length of suffering, frequency of illness incidences, 

barriers faced during previous treatments, and so on (Ahmed et. al., 2000; Qureshi & 

Shaikh, 2006). These researchers and their frameworks are pertinent because my research 

reveals that in Gautampuri community, health and illness-related behaviors and beliefs of 

women consist of articulations and interpretations of sickness and infirmities, and 

definitions of what is wellbeing and unwell.  

 Articulations and Interpretations of Illnesses 

 According to my research findings, Gautampuri community’s articulations and 

interpretations of women’s illnesses center on their perceptions about body. Therefore, I 

observed that informants articulate women’s ailments and infirmities in terms of: body, 

bodily sensations, and bodily experiences. Parallel to my findings, in the literature on 

women’s illnesses other researchers argue that, in the context of northern India and the 

urban poor in cities like New Delhi, woman’s beliefs about wellbeing (and illnesses) 

relate predominantly to three aspects, which are: their perceptions about 

weather/environment, water/food, and human body/anatomy (Snell-Rood, 2013; Khan, 

2012). Other studies on interpretations of health and illnesses assert that in the Indian 

subcontinent, traditional notions of body comprise of narratives about “balance of 

substances, passages, and organs” (Donner, 2003, p. 325; Qureshi & Shaikh, 2006). The 
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aforesaid observations on perceptions regarding various traits of the body is consistent 

with my findings; because I noted several narratives about body, such as categorising the 

body into exterior (surface) and interior (internal organs, blood, and so on), within my 

informants’ interpretations of women’s health and illnesses.  

Furthermore, Gautampuri community’s beliefs hold that the physical body is 

deeply connected to ailments; and many ailments of women originate in the body. My 

findings enhances the literature on women’s narratives of wellbeing and ailments among 

impoverished communities of Bangladesh, Nepal, and India, as studies elucidate that 

women use narratives about body and bodily inadequacies in order to articulate bodily 

phenomena like vaginal discharge. For instance, women in slums of Bangladesh 

articulate white discharge and other fluids losses from the body as indicative of the 

emaciation of the body itself. Body is at the center of their narratives as these women 

refer to “bodies breaking, wasting away, tension and burdens, and the loss of well-being” 

for interpreting white discharges (Rashid, 2007, p.120; Qureshi & Shaikh, 2006; Afshar 

& Alikhan, 2002). 

 Bodily sensations, like aches and pains, are the second set of narratives used by 

my informants in order to articulate women’s ailments. The third major way, in which 

wives of Gautampuri community articulate women’s health and illnesses, is via narratives 

of bodily experiences, such as feeling unsure or having a general lack of control over 

their bodies. Akin to my observations other research, like studies on women from the 

urban poor of Bangladesh, also observe that “chinta rog, which translates as ‘worry 

illness’ in English” is perceived as a “master illness.” These women affirm that this 

master illness’ leads to many other ailments, like sleeplessness, loss of appetite, seizures, 
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aches and pains, cancers, and vaginal discharges (Rashid, 2007, p.110; Agarwal et. al., 

2010). Other wives in my study connect their bodily experiences, like lack of control, 

with seasons like winters, or a particular phase of the day. My findings corroborate other 

studies on urban poor of Delhi, as they reveal that women’s perceptions about health 

consist of an emphasis on how the body reacts to its surrounding environment. 

Additionally, these women avoid extreme weather, especially during pregnancy (Snell-

Rood, 2013; Koski, Stephenson & Koenig, 2011). 

 In my study, I observed several narratives about my informants’ interpretations 

concerning reasons behind women’s ailments. For example, informants mention visible 

and invisible kee-raa or worms, germs and insects, as the root cause for many illnesses. 

Parallel to my findings other studies on slums of Delhi note that, women explain viruses 

and bacterial diseases and ailments in terms of “germs (kitanu) and dirtiness (gandagi)” 

(Snell-Rood, 2013, p. 284). In addition, marginalised populations in New Delhi city also 

report various weather/environment centric health and illness beliefs, such as extreme 

heat and cold as causes for several health conditions like headaches, nausea, diarrhea, and 

so on (Snell-Rood, 2013, Corbett & Callister, 2012). Data from my research supports the 

aforesaid findings, as women informants blame excessive workload and extreme heat as 

main reasons for their panic attacks and nervousness.  

Other studies on women from the urban poor groups, like in Bangladesh, 

elucidate that these women make “links among poverty, tension, everyday worries” in 

order to explain occurrence and severity of white discharges. These women’s narratives 

of weakness and worry illness are “metaphors for the economic, social, and political 

deprivation in poor women’s lives.” Urban poor women’s comprehension and reasoning 
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for white discharge significantly diverges from the biomedical and institutional 

explanations (Rashid, 2007, p.111; Mullany, Hindin & Becker, 2005). My findings 

support the conclusions made by these studies; as many women in Gautampuri 

community connect their perceptions of body, weakness, and deficiency in body, in order 

to explain their ailments. Analogous to the impoverished women in Bangladesh, 

narratives of wives in Gautampuri community diverge from biomedical explanations. 

They claim that some women are born with bodily deficiency, and others acquire 

deficiency through factors like improper nutrition.  

Furthermore, women of Gautampuri community mention methods of correcting 

these bodily deficiencies; such as replenishing their bodies through diets consisting of 

foods that are traditionally consumed in their community. Several studies on 

impoverished communities of India also report women using strategies to counter their 

ailments. For example in slums of Delhi, women avoid soaking in rains so as not to 

disturb the temperature balance of bodies, or drinking hot tea to hasten warming up of the 

body (Snell-Rood, 2013; Bloom, Wypij & Das Gupta, 2001; Allendorf, 2013). Likewise, 

according to women in slums of Bangladesh, in order to tackle white discharges, women 

must “rehydrate and replenish the body by drinking cooling liquids,” like diluted rice 

starch and home-made lemonade (Rashid, 2007, p.88; Qureshi & Shaikh, 2006). 

 Definitions of Wellbeing and Unwell 

 My research reveals that informants define women’s wellbeing and health through 

physical mobility and the ability to perform minimal household tasks. Conversely, 

immobility and a woman’s incapability to do regular tasks signify being unwell, 
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infirmities and illnesses. My findings contribute to a vast segment of the literature about 

lay interpretations of health and illnesses among marginalised communities of Indian 

subcontinent. Comparable observations have been made by researchers; like in 

Bangladesh, where the explanations provided by the women about their illnesses, are a 

“juxtaposition of folk and biomedical explanations,” and they comprise of “notions about 

food, sexuality, bodily beliefs, marital situation and poverty” (Rashid, 2007, p.111; 

Majumder, 2006; Nahar, 2010). Moreover, Gautampuri community defines women’s 

well-being on a scale; with well-being on one end and illness on the other, and in 

between a state of women’s health which I classify as routine sickly. Routine sickly is a 

condition which is technically illness, but women do not deem these as valid illnesses, 

but acceptable discomforts. Other researchers have made similar observations about 

women’s interpretations of ailments; as in slums of northern India, painful menstruation 

is perceived as “minor inconveniences” by women (Barua & Kurz, 2001, p.57; Mullany, 

Hindin & Becker, 2005).  

 A large segment of the literature indicates that women in low income 

communities of India underuse medical care services, even if they’re readily available 

(Agarwal et. al., 2010; Barua & Kurz, 2001). Furthermore, there is inadequate 

information about why these women seek medical care for some ailments (like colds, 

fever and headaches) and apathetic for others (like menstrual problems). Researchers also 

note that women from low income groups are more inclined towards curative care than 

preventative care like prenatal vaccinations (Population Council, 2004; Velkoff & 

Adlakha, 1998). My research addresses the aforesaid gap in the literature, as most wives 

in Gautampuri community treat ailments in a symptomatic manner. Thus if they suffer 
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from pain, then they seek cure only for the pain and do not tackle the cause; and if 

symptoms do not prolong, they do not pay attention to their ailment. Conversely, if 

symptoms persist for a long time, or ailment remains uncontrolled in spite of generic 

medication, or requires prolonged treatment; then residents consider it as a valid ailment, 

which is worthy of attention.  

 I observed that Gautampuri community also uses two dualities to articulate 

women’s ailments; namely, minor versus major ailments, and external versus internal 

ailments. The characteristics of routine sickly are the same for minor ailments; and valid 

or legitimate illnesses qualify as major ailments, especially if it requires hospitalisation. 

With respect to the second duality, that is external and internal ailments, according to my 

informants, external ailments are characterised by evident symptoms (such as open 

wound or body temperature). On the other hand, if symptoms and causes are not 

perceptible from outside, then it is defined as internal ailment, because it originates inside 

the body (like ulcers or tumors); which is why residents are fearful about internal 

ailments, and take them seriously. My findings add to research on the subject of taboo; as 

it influences women’s health-seeking behavior in India, especially among communities 

with lower formal literacy, like slums groups (Khan, 2012). For instance studies conclude 

that in such communities, awareness about female anatomy is almost absent; and 

women’s body, especially the inside (like vagina) is perceived with fear (Ghosh, Wadhwa 

& Kalipeni, 2009; Sabarwal et. al., 2012).  
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Utilisation of Medical Care 

 I found that use of medical care is the second aspect of women’s health-seeking 

behavior in Gautampuri community. As discussed previously, there are four sources of 

medical care for Gautampuri community, namely, public healthcare, private healthcare, 

primary healthcare clinic operated by the NGO Arpana, and, locality’s healthcare 

practitioners. In the interviews and focus group, informants stated that public hospitals of 

Delhi are the predominant source for women’s medical care. However, despite the 

advantage of being free of cost, informants report many disadvantages, such as 

overcrowding, lengthy waiting periods to receive services, complicated protocols, and so 

on, which is why obtaining even basic medical care becomes problematic at times. 

Furthermore, most community members, especially women, feel intimidated by the 

hospital authorities and doctors. Moreover, residents point out that public hospitals are 

also bureaucratic and fairly corrupt; which is why they are forced to bribe for preferential 

handling. 

 These observations augment a segment of the literature, which highlights the 

barriers faced by women from poor communities in India, as regards use of public 

healthcare. According to many studies, despite the scale of the Indian public healthcare 

system, medical care facilities remain inadequate, because public health care 

infrastructure is “overburdened by the sheer number of users;” and there is shortage of 

doctors, beds, equipment and medicines. Moreover, public hospitals are not sensitive as 

in the outpatient departments, “opening hours do not suit the needs of the patients” from 

urban poor groups (Sakdapolrak, Seyler & Ergler, 2013, p. 145; Panchanadeswaran & 

Koverola, 2005). Likewise studies on slums of Delhi conclude that underutilisation of 



 

140 

 

municipal hospitals is due to “crowded outpatient departments, queuing, shorter 

consultation times” (More et. al., 2011, p. 756).  

 Parallel to my findings about hostile staff and corruption, data from the National 

Sample Survey of the Government of India indicates that poor quality of service, “poor 

interpersonal treatment from staff, illegal fees” (Rani & Bonu, 2003, p.182; Pallikadavath 

et al., 2004), and “high absenteeism” and “rampant corruption” (Vaishnavi, 2009, p.178; 

Stephenson, Koenig & Ahmed, 2006), are the key reasons why women are reluctant to 

use public healthcare institutions. Other researchers add that, as per slum dwellers in 

India, “by bribing ward boys, it is possible to jump the queue and reduce the time waiting 

for an appointment.” In many instances, “social capital may also be useful in overcoming 

access barriers,” as people from “slums are employed by the hospitals” (Sakdapolrak, 

Seyler & Ergler, 2013, p. 145; Agarwal et. al., 2010). 

 In the case of the dispensary operated by NGO Arpana, women informants 

disclose that the key reason for use is its woman physician. Studies on Pakistan also 

conclude that “female staff” is a major enabling factor for increased use of medical care 

services amongst women in slums (Shaikh, Haran & Hatcher, 2008, p.954; Griffiths & 

Stephenson, 2001). However women informants add that the dispensary is similar to 

public medical institutions, as it also has long wait periods; which is aggravated 

particularly for the woman doctor, as she visits once a week. My findings add to studies 

on women’s low use of public healthcare; like in Pakistan, where lack of female medical 

professionals, and cultural barrier and hesitation of women for consulting male medical 

professionals, are key barriers (Qureshi & Shaikh, 2006; Afshar & Alikhan, 2002).  
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 As regards private medical care, my informants assert that private practitioners of 

Delhi are of good quality, and most attractive aspects are absence of waiting times and 

personalised care. However these advantages are cancelled by the high cost of treatment. 

Consequently, women of Gautampuri use private medical care only in extreme 

circumstances. Most private treatment is beyond the reach of residents, and when availed, 

it creates massive financial loss. My findings support other studies as they reveal that 

slum communities of India like private healthcare services because of “ease of 

accessibility, convenient opening hours and a perception that the quality of care is 

higher” (More et. al., 2011, p.755; Mavalankar, Raman & Vora, 2010). Furthermore, 

survey data indicates that poor women in India prefer private facilities mainly due to their 

cleanliness and cordial behavior of staff (Rani & Bonu, 2003; Majumder, 2006; Mignone 

et. al., 2007).  

 Corresponding to problems conveyed by my informants, other researchers claim 

that private medical care causes serious economic burden on the urban poor of India, as 

costs can be C$ 40 or “2,000 rupees to treat fever,” or an average of “13,000 rupees” or 

C$ 260 for treating serious illness (Sakdapolrak, Seyler & Ergler, 2013, p.141). For the 

urban poor in India, opting for private health care is often more of a compulsion than a 

choice. For instance, data from slums in Indore city in central India reveals that their 

localities are “at a distance of 7-10 km from a government maternity care facility, with a 

private health facility in closer proximity” (Agarwal et. al., 2010, p.384; Peters et al., 

2002). Urban poor in India opt for private medical care also because of accommodation 

of their needs. In the public system, the doctor gives a prescription and the patient is 

responsible for obtaining medicines from governmental pharmacies, which are typically 
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uncooperative and under-stocked. On the other hand, in private establishments, often the 

charges paid by the patient are “composite of the fee for consultation and the cost of the 

medications” (Das & Das, 2005, p.73). Urban poor prefer such a method because due to 

low formal literacy and resultant inadequate comprehension of the pharmacists’ 

guidelines, the urban poor prefer receiving medicines and instructions from the doctors 

(Sakdapolrak, Seyler & Ergler, 2013; De Costa & Diwan, 2007). 

 The fourth source of medical care for women of Gautampuri community are the 

untrained/semi-trained and unlicensed individuals who pose as Western bio-medicine 

practitioners, referred to as low doctor by the residents. Data from Delhi reveals that 

residents of low income neighbourhoods “may not distinguish between qualified and 

unqualified practitioners” (De Zoysa et al. 1998 in More et. al., 2011, p. 756; Parashar, 

2005). My findings support these studies as residents of Gautampuri are aware that these 

low doctors do not possess medical degrees or license of a legitimate medical practitioner 

and their practice is illegal. Yet residents access these individuals as they perceive them 

as a practitioner of low quality, but a medical practitioner nonetheless. Women 

informants assert that due to their low fees, constant accessibility and treatments 

providing quick relief, they are popular as first line of treatment. Akin to my findings, 

other researchers assert that these providers are popular among urban poor in India, due 

to reasons such as overcrowded and inaccessible public health care facilities, and 

expensive private health care practitioners. In addition, these providers “charge small fees 

for consultation and treatment,” which includes medicines, and the “prices are often set 

by the patients’ ability to pay” (Sakdapolrak, Seyler & Ergler, 2013, p.142; Mistry, Galal 

& Lu, 2009). Other researcher studying impoverished communities note that women 
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perceive that good quality medical care services should comprise of positive attitude of 

the doctor, “explanation of the illness and the prescription by the doctor, availability of 

medicines in the facility” (Shaikh, Haran & Hatcher, 2008, p.952; Vaid et. al., 2007).  

 The aforementioned studies on women’s perception about good medical care is 

consistent with my findings, as I observed that effectiveness of treatments is the foremost 

criterion for women in Gautampuri community, as regards selecting healthcare source. 

Whether the healthcare source is legal or recognised is not a primary concern, as long as 

the source is able to cure the symptoms. Therefore to conclude, in this chapter I have 

discussed two aspects within women’s health seeking behavior in Gautampuri; and in the 

next chapter, I explain the third aspect, which women’s reproductive behavior. 
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Chapter Six: Women’s Reproductive Behaviour 

 

 In the continuation to the preceding chapter, in this chapter I discuss reproductive 

behaviors, which is the third aspect of women’s health-seeking behavior in Gautampuri 

community. According to informants and my observations, reproductive behavior in 

Gautampuri community is comprised of three main subjects: pregnancy-related 

behaviors, childbirth-related behaviors, and women’s contraception. Given that 

Gautampuri community is exceedingly child-centric, therefore matters pertaining to gar-

bhaa-vas-thaa  (pregnancy) and ja-nam (childbirth) are vital for the residents. 

Accordingly, the subjects of reproduction, pregnancy, prenatal regimes, and delivery, 

were predominant in the health-related narratives of these wives. Furthermore, since 

community members do not fully comprehend the physiological mechanisms of 

pregnancy and childbirth, they perceive them as a somewhat mystifying phenomenon. 

They are fearful partly because pregnancy and childbirth are internal to a woman’s body, 

which is similar to their apprehension of internal ailments, which I have previously 

discussed. Their fears also stem from the high rates of infant mortality and occasional 

maternal mortality in Gautampuri community (FN: June 15, 09).  

 

Pregnancy-related Behaviors in Gautampuri Community 

 In my fieldwork I observed that during advanced pregnancy, many women go to 

live with their natal families, till their deliveries. According to my informants, there are 

multiple reasons behind this practice; for example, some families follow a cultural ritual 
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that deems that the first birth should take place in the natal household of women. Other 

community members asserted that while giving birth, a woman is most at ease in her 

father’s home, because women in Gautampuri community are most comfortable 

discussing matters of reproduction with their mothers. Furthermore, in the case of home 

deliveries, a woman’s mother is considered to be the best person to take care of her 

during her childbirth. Moreover, given that women in Gautampuri community often 

conceive within first few months of marriage; as a result, a wife and her husband’s family 

members are not yet sufficiently close to each other. In addition, as I have outlined in 

Chapter Two, a wife has to maintain the customary personal distance with her husband 

and husband’s family members; consequently, she may feel secluded during critical 

phases like advanced pregnancy and delivery. For these reasons my informants argued 

that sending the wife to her natal home, at least for her first delivery, is in her best interest 

(FN: Nov 18, 09).  

 My research data reveals that a large segment of talks is about pregnancy-related 

behaviors is comprised of Gautampuri community’s beliefs regarding appropriate 

nutrition for a pregnant woman. To illustrate, wives like Kangna presented a clear 

account of what to eat during pregnancy:  

Put some mashed sub-jee [vegetables], extra la-soon [garlic] and mir-chee [green 

pepper] in the stuffed roa-tee [flatbread], that helps [to build up strength of 

pregnant women] (Kangna, FGW) 

 

Likewise, husbands like Mool Chand asserted that: 

I fed her [pregnant wife] so much of stuff ... I fed her ghee [clarified butter] and 

baa-daam [almonds] worth six hundred Rupees... may be thousand Rupees, I 

bought kish-mish [raisins] and I fed all that to her, first of all these things are 

necessary [during pregnancy], then ad-rak [ginger], hull-dee [turmeric], doodh 

[milk] (Mool Chand, FGM) 
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Similarly, there are several narratives about precautions during advanced pregnancy. For 

example, wives like Shabana, while recalling their pre-delivery experience, highlighted 

the importance of rest for maintaining health:  

Well, I did take some rest, [before delivery] … an expectant woman should not 

instantly get up and run around, she may catch ha-waa [wind/bad air] (Shabana, 

FGW) 

 

Shabana, like many members of Gautampuri community, believed that wind or air causes 

many health problems. According to her, pregnant women should be additionally careful 

because they are particularly vulnerable to bad winds, which may affect their health 

resulting in foetal damage (FN: June 27, 09). 

 In order to comprehend these women’s pregnancy-related behaviors, it is 

necessary to elucidate a specific discourse used by my informants, especially women, 

which I have classified as the rhetoric of the past. As this community gives preeminence 

to traditions and elders, hence reference to past and the past is frequent. During the focus 

groups and interviews, I observed a pattern within the narratives, in which the life of my 

informants in earlier times was privileged. For instance, informants continuously 

conveyed how they as individuals, their families, their community, as well as their 

environment were completely different and superior in the past. To illustrate, mature 

wives like Ganga claimed that the food-related practices of their community were 

significantly different in the past:  

You may not have even heard what a roa-tee [flatbread] was made out of during 

my time [before]!! … Previously we would mix cha-naa [Bengal gram], gay-hoo 

[wheat], ma-tur [peas] and grind it to make flour [others nod in agreement] (Ganga, 

FGW) 
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In their rhetoric of the past, Ganga and other mature informants eulogised the past and 

claimed that their traditional food grain is so exotic that only elders know of it since it is 

unavailable nowadays. Moreover, such food is found exclusively in villages, and in urban 

areas like Delhi, city dwellers have access only to the inferior factory-produced packaged 

food grains. They added that I, like others from the present generation and with urban 

upbringing, might not have even heard of such extraordinary food items. In the rhetoric 

of the past discourse, everything from the past is presented as superior to the current 

times, whereas the present is understood primarily as degraded and impure (FN: June 25, 

09) 

 With respect to prenatal or pregnancy-related behaviors in Gautampuri 

community, this rhetoric of the past appeared frequently in my informants’ descriptions 

of prenatal care and nutrition in the past: 

During your pregnancies, who was in charge of your antenatal care? Who was 

taking care of matters such as your iron [mineral] and vitamin supplements? 

(Alekhya) 

 

Listen brother [Alekhya], in the past, just the a-naaj [food grains] was more than 

enough. Whatever [nutrients] you get from fruits, vitamins, minerals nowadays, 

you could get all that just from a-naaj of those days, they had a lot of potency in 

them [others nod in agreement] (Kamla, FGW) 

 

In the focus groups, mature wives like Kamla employed the rhetoric of the past to argue 

that my question is irrelevant in the context of previous times, while she was pregnant. 

Kamla claimed that, contrary to the present times, in the past women in their community 

did not require any extra nutrients; since average food grains and vegetables were much 

more nutritious (FN: June 14, 09). Kamla was aware of the many campaigns by the 

government and NGO Arpana about the importance of foods like fruit or milk, or vitamin 
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and mineral supplements, for pregnant women. However, according to her such 

campaigns are meaningful only in current times when their staple foods are nowhere near 

as potent as in previous periods; and as a result, present day wives need extra 

supplements, which older wives like her did not require. Similarly, other older informants 

claimed that they do not fully comprehend the rationale behind the contemporary 

discourse (from the government, medical establishments, NGO Arpana) about someone 

in the family taking dedicated responsibility of overseeing the diet of a pregnant woman. 

They found this viewpoint – and my questions –  rather astonishing, since in earlier 

times, the very regular meal was so nourishing that no one was required to take any 

special role of supervising the nutritional regime of a pregnant woman (FN: June 13, 09).  

 Another instance of this rhetoric of the past are the beliefs of my informants about 

prenatal medical care. According to my informants, due to the purer environment in the 

past, women in their community were born with pure bodies meaning that the 

constitution of women’s bodies was potent from birth, as well as superior to that of the 

current generation. This kind of pure and potent body was almost immune to every 

possible ailment, and was capable of functioning without any professional medical help, 

such as during childbirth. For this reason, many wives asserted that, in the past, pregnant 

women of their community did not require any of the modern day prenatal tests and 

medical checkups. To illustrate: 

 

You mentioned that none of you received vaccination when you were pregnant, 

what about ultrasound tests, and so on [tests and checkups in general]? (Alekhya) 

 

No, we did not avail them, none of these things [prenatal checkups/tests] (Hema, 

FGW) 



 

149 

 

 

No, nothing! We never got these things [vaccinations] (Kamla, FGW) 

 

Employing their rhetoric of the past wives like Hema and Aarti argued that, unlike the 

present, women in past had sound physiques; consequently, even without these prenatal 

medical regimes, they coped with pregnancy and gave birth without any hindrance (FN: 

June 16, 09).  

These abovementioned narratives on prenatal medical procedures also reveal 

informants’ perceptions about the sha-reer or bodies of women; which, as explained 

earlier in this chapter, is one of their foremost ways to articulate health and illness. 

Upholding their rhetoric of the past, informants explained that owing to the impure 

character of the present times, women of their community are not born with such pure 

bodies as previously. Instead, nowadays women are born with bodies containing several 

deficiencies, which is why women of the current generation require all forms of external 

interventions, like prenatal checkups, assistance from reproductive healthcare 

professionals, vaccinations and supplements (FN: June 16, 09). Comments by other 

wives, like Susheela, also invoked this rhetoric, when she claimed that in the past, 

community members went to healthcare institutions only in extreme situations. In this 

regard she affirmed: 

Earlier we [women/community members in general] never used to visit a doctor 

unless it was extremely necessary … nowadays people go to the doctor even for 

smallest of ailment [others nod in agreement] (Susheela, FGW)  

 

Like Susheela, other informants believe that their past was significantly dissimilar to the 

current times, since presently, their community has a propensity to seek medical care 

even for minor health issues; and therefore in such an environment, pregnancies are 
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becoming overly dependent on institutional medical care (FN: June 13, 09). Putting 

forward their rhetoric of the past, my informants asserted that professional medical-care 

did not have the same importance as traditional diet or women’s bodily construction, 

within the pregnancy or childbirth-related beliefs of Gautampuri community; which is 

why it did not historically feature in the reproductive behaviors of these wives. Although 

prenatal immunisations were readily available in past, very few of these wives accessed 

them. This is why in the focus group, whenever I would enquire if the mature wives 

received tee-kay or (prenatal) vaccinations, they would laugh uncontrollably; as because 

they thought that either I was teasing them or I was immature. These wives made it clear 

that I should not presume that their community’s past was similar to the current period, 

when there is more public awareness about maternal healthcare (FN: Nov 16, 09). 

According to my informants, from late nineteen nineties onwards, the viewpoints 

of these wives (and the whole community) regarding vaccinations and other prenatal 

medical regimens have undergone significant transformations; and at present these 

regimens are fast becoming a part of typical pregnancy behaviors in Gautampuri 

community. They gave two reasons for this change: first, their community’s overall 

realisation that perhaps institutional prenatal healthcare is necessary and beneficial for 

pregnant women; and second, their belief that due to an inferior body, women in 

contemporary times require more professional medical support for giving birth safely. 

Likewise Gautampuri community’s childbirth practices are also changing, for instance 
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home births were on decline and there was an increase in institutional deliveries.5 

Furthermore, many younger wives did not anymore want elders to supervise their 

daughter-in-law’s reproductive matters, as elders favour delivering at home and younger 

wives prefer hospitals (FN: Nov 17, 09). 

 I noted that my informants’ definitions of wellbeing (signified by mobility) and 

unwell (signified by immobility), as discussed previously in this chapter, also shapes their 

beliefs and behaviors regarding pregnancy. To illustrate, my informants articulated 

pregnancies as nothing exceptional, but rather a routine aspect of their lives. For instance, 

in the focus group, many wives recollected their pregnancy and childbirth experiences; 

and the very nonchalance of these wives, while talking about pregnancies, made it 

apparent that they perceive this phase as a regular and ordinary part of their lives. The 

following are examples of their recollections:  

Everything [household chores] on my own, I had my baby in the morning, by 

evening I was doing my duties [very dispassionate tone] … bathing the child, 

cleaning him, drying him, putting him to sleep (Aarti, FGW) 

 

Even if we [wives] were unwell [due to pregnancy], still we did our chores … if not 

in one go, then two rounds. For instance, clean half of the utensils during the first 

round and then clean the rest, the second time (Mala, FGW) 

  

[For delivery] I go to my natal home in my village ... last time when I was pregnant, 

I took the train today, I reached tomorrow and I gave birth the day after [speaking 

matter-of-factly]! (Kangna, FGW) 

                                                 

5 In India, the decline in home births is connected to the approximately 20% reduction in 

maternal mortality rates and 8% drop in infant mortality rates (Harriss-White, et. al., 

2013). 
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Based on the aforementioned responses of wives like Aarti, Mala and Kangna, it is clear 

that pregnant women in Gautampuri community remain mobile and continue doing their 

daily chores; and hence pregnancy is perceived firmly within the realm of health and 

wellbeing (FN: Aug 12, 09).  

 Moreover, pregnancy is perceived as outside the definition of unwell, because 

ailments denote aberration or abnormality, whereas for Gautampuri community, 

pregnancy is anything but abnormal or unusual. For this reason, my informants also 

found it perplexing that why government agencies, healthcare establishments, and NGO 

Arpana, all portray pregnancy as an unusual matter; which needs dedicated care from 

other family members, and specialised attention from trained healthcare professionals. 

Consequently, in the focus groups, when I enquired about who was caring for these 

women during their advanced pregnancy; instead of answering directly, my informants 

would put forward counter-questions, such as why should anyone take care of pregnant 

women?; is she unwell?; is pregnancy a sickness? and so on. My informants posed these 

counter-questions because they thought that my question was strange for comparing 

pregnancy and ailments; and as a result, my query conflicted with the collectively held 

beliefs of Gautampuri community. According to my informants, a question such as who 

was taking care makes sense to Gautampuri community only within the context of 

illnesses and infirmities (FN: Aug 11, 09).  
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Childbirth-related Behaviors in Gautampuri Community 

 In Gautampuri community, traditionally, childbirth has always been at home, 

performed by family members and/or a daa-ee or traditional midwife; and this was 

especially true for rural areas, from which many community members originate. As per 

my informants, there were several reasons for home births in rural areas; for example, in 

the past, elders in husbands’ families deemed that these wives should deliver at home, 

and daughters-in-law had no other option but to follow. Furthermore, women in certain 

rural areas of India did not have access to healthcare facilities of any kind. Even though 

many other rural areas had medical care facilities, another reason was that, many of these 

wives opted for home-based births while justifying their choice through the rhetoric of 

the past. Hence, the older wives asserted that in the past, women did not feel they needed 

the assistance of healthcare institutions, because they could give birth in their homes 

without any of the birthing problems that occur in contemporary times (FN: June 12, 09).  

In the focus group and interviews, I noted another vital reason for home-based 

births; which was, women in Gautampuri community want family members to be in close 

proximity during deliveries, and they are unable to even imagine delivering a baby and 

not being surrounded by family members. But medical care establishments in India, 

especially public hospitals, strictly prohibit any non-employee (like family members) in 

the delivery wards, where typically simultaneous multiple deliveries take place. 

Therefore these wives claimed that giving birth in a completely unfamiliar environment 

(such as in a hospital) is an unnerving experience. Furthermore this is also a key reason 

why many women of Gautampuri community still had an aversion towards using 
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healthcare establishments for labour and delivery, and preference for home-based births 

(FN: June 11, 09).  

 One of my key findings is that Gautampuri community’s childbirth-related 

practices are undergoing changes. I observed that NGO Arpana occasionally imparted 

short trainings about modern delivery practices to the local midwives, via the its 

dispensary’s gynecologist and government’s medical officers. However, informants 

claimed that both the government and NGO Arpana discourage home births; and instead 

they endorse deliveries in hospitals, either public or private. Hence, a pertinent matter for 

most community members is whether to choose to give birth in a hospital or at home, and 

it is a recurrent topic in the informal discussions of residents (FN: June 12, 09).  

 In the context of whether to opt for home-based or institutional births, at present, 

informants had mixed opinions. Those still not in favor of hospital-based deliveries 

bolstered their arguments through the rhetoric of the past. For instance, wives like 

Ramiza not only disapproved of the present times, but they were also quite skeptical of 

contemporary medical care as well. Despite what the government and NGO Arpana 

claim, these wives believed that modern healthcare systems are sometimes powerless to 

prevent problems, and occasionally even detrimental to the health of mothers and 

newborns (FN: June 11, 09).  
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In this regard, Ramiza asserted:  

Brother6 [Alekhya], there is a lot of difference between previous times and now. 

Earlier there were no diseases, now there are so many new ailments, look at how it 

is nowadays, once a woman is pregnant, within one or one-and-a-half month of her 

pregnancy, she is sent for regular medical checkups, yet some [newborns] have 

crooked legs, some have malformed heads, some are born with undeveloped eyes; 

even now [at present] there are so many problems (Ramiza, FGW) 

 

Other wives, who choose healthcare institutions for deliveries, did not primarily do it out 

of preference but out of fear. For example, in the focus group, informant Susheela 

remembered a childbirth episode which she claimed was strange and terrifying: 

Nowadays we keep on hearing ‘that happened to her, this happened to her! 

[unexplained injuries to women while giving birth at home] [others nod in 

agreement] …. at my sister’s place [a woman was giving birth], the ‘water’ 

[embryonic fluid] splashed out, they had a daa-ee [traditional midwife], the boy 

[newborn] became kha-raab [damaged], we got so scared. I told them to take her 

[delivering woman] to the hospital; it is not like how it was in earlier times! 

(Susheela, FGW) 

 

Susheela was arguing that previously women in their community gave birth at home 

without any harmful consequences. Yet due to reasons which she and other residents are 

unable to comprehend, that was not happening anymore; and hence she felt residents 

should not take chances and straightway go to hospitals. Informants who believed that the 

bodies of women of their community are not as pure as before chose institutional 

deliveries as well. They felt that the deficient women of the current generation cannot 

                                                 

6 In order to include me in their social life and to communicate about health issues, 

women of this community addressed me as elder brother. See Chapters Two and Four for 

more discussion of this status identification.  
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properly deliver on their own (unlike women in the past); which is why they need outside 

help, like the doctors and hospitals (FN: June 19, 09). 

 In the focus groups and interviews, some informants commented that they had no 

option other than choosing institutional delivery. To illustrate, when a pregnant woman 

goes to a public hospital in Delhi, the hospital issues her a health record card (a printed 

pamphlet); which documents her health status, impending vaccinations, and antenatal 

medical routines. It also gives an approximate date of delivery so that women can get 

admitted in advance, therefore reserving her place in the public hospital which otherwise 

has lengthy line-ups (FN: June 18, 09).  

 Informants clarified that those who decide to deliver at home do not get this card. 

Several others do access the antenatal checkups (and therefore, possess the card), but may 

fail to arrive on the designated date or just choose to deliver at home. In these cases, if 

there is a mistake while delivering at home, or family members and midwife cannot 

manage the childbirth, thereafter getting admitted in public hospitals becomes nearly 

impossible. This is because public hospitals consider such cases as out-of-turn patients, 

and as a consequence they have to wait for long periods of time, since there are always 

thousands of expectant women at public hospitals who are waiting for their turn to 

deliver. Moreover, hospital authorities become non-cooperative because these families 

did not follow their prenatal instructions by not bringing the pregnant woman to the 

hospital for delivery at her scheduled day and time. As a result, these expectant women 

are often refused entry, forcing families to seek private medical care which is very 

expensive. Thus, in order to avoid the aforesaid risks and harassments, many families 

right away admitted their expectant women in hospitals (FN: June 18, 09).   
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 My research informants cited another non-medical reason for choosing hospital 

births; which is, after a child is born at a hospital, they issue a birth certificate. This is a 

vital document for several matters such as gaining admission to school. If a child is born 

at home, then the process of obtaining birth certificates later on is much more 

complicated. Therefore considering all these possible predicaments, these wives chose 

hospital births over home births, albeit unwillingly (FN: May 19, 09). 

 

Contraception-related Behaviors in Gautampuri Community 

 According to my informants, contraception (both temporary and permanent) and 

its various methods, is viewed by Gautampuri community with anxiety and unease, and 

there are several reasons behind this perception. For example, women informants had 

almost no knowledge about contraceptives or their working mechanism. Further, 

contraception pertains to women’s ability to bear children, which is highly valued by 

Gautampuri community because procreation is integral to Gautampuri community’s 

concept of conjugality. Moreover, contraception (particularly permanent methods) 

involves the inside of a woman’s body, which is cause of considerable apprehension due 

the health and bodily beliefs of Gautampuri community. Lastly, some informants 

believed that long-term use of temporary contraceptives could lead to permanent 

sterilisation. None of my informants could cite an instance to back up this belief, yet 

some of them firmly believed this to be absolutely true (FN: Sept 26, 09). In my research, 

both wives and husbands stated that the use of contraceptives (temporary as well as 

permanent) by husbands of Gautampuri community was substantially lower than use of 
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birth control by the wives. In the case of wives, I observed that the younger wives (in 

their twenties) opt for temporary contraceptive methods, like oral contraceptives or 

intrauterine devices; while mature wives (late thirties to early forties) tend to use 

permanent methods of contraception, like tubal ligation (also known as sterilisation) (FN: 

Oct 21, 09).  

Younger wives preferred temporary contraceptive methods not because they 

necessarily desire more children; in fact, due to the high cost of raising children in a city 

like New Delhi, the preference of these wives is just the opposite. According to my 

informants, the reason for using temporary methods relates to the fact that until very 

recently, the mortality rates for infants and young children were fairly high in 

Gautampuri community. Consequently, younger wives did not want to commit to 

permanent methods of contraception in case their children do not survive and they want 

to conceive again. If they opt for permanent methods, conceiving again would be difficult 

or even impossible. Therefore, the wives of Gautampuri community usually wait to 

decide about this until their children are at least teenagers before they opt for more 

permanent means of birth control (FN: Oct, 29).  

 

Discussion 

 In this chapter I have described the third aspect within health-seeking behaviors of 

women in Gautampuri community, women’s reproductive behavior; which is comprised 

of three main subjects, namely, pregnancy-related behaviors, childbirth-related behaviors, 

and women’s contraception. Among my key findings is that, residents have negligible 
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comprehension of biomedical mechanisms of reproduction and contraception. In 

addition, since pregnancy and childbirth are internal to a woman’s body, that is, alike 

internal ailments; hence residents perceive them as a somewhat mystifying phenomenon. 

My finding on their lack of knowledge and resultant misunderstandings is also noted by 

several researchers. For example, in rural north India, women from impoverished 

communities have meager knowledge about menopause, and hence they dislike it because 

of their belief that it is a cause for increased ailments and infirmities (Singh & Arora, 

2005; Population Council, 2004). Likewise studies on low income urban communities of 

Pakistan assert that symptoms (like vaginal discharge, excessive bleeding) of 

reproductive tract infection (RTI) have many psychological spiritual impacts for women; 

because there is stigma attached to RTI as these wives are unaware about its causes 

(Bhatti & Fikree, 2002; Shaikh, Haran & Hatcher, 2008).  

 In my study, another vital finding is that women in Gautampuri community are 

most comfortable discussing matters of reproduction with their mothers, especially if they 

opt for home based deliveries. If they are in their husbands’ home, then mothers-in-law 

play the foremost role in their prenatal and childbirth matters. This observation augments 

findings by other researchers about women’s reproductive behavior in the Indian 

subcontinent, given that in the context of northern India “decisions relating to young 

women’s reproductive health issues remain older women’s culturally ordained 

responsibility.” Similar observations have also been reported by studies on Pakistan 

(Mumtaz & Salway, 2009, p.1353; Bhatti & Fikree, 2002). 
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 Pregnancy-related Behaviors  

 In the context of behaviors and beliefs concerning pregnancies, I noted several 

narratives about appropriate foods for pregnant women, as well as talks about consuming 

them during pregnancy. My participant observation about narratives on correct foods is 

consistent with other studies on slum populations of Delhi; as they note that, in order to 

explain wellbeing, residents provide discourses about food, such as “special foods that 

they had brought from the village: flours of roasted chickpea and barley, rice from one’s 

family fields, pickle (achar) of hand-picked mangoes, and clarified butter (ghee)” (Snell-

Rood, 2013, p.283; Mumtaz & Salway, 2009). Other researchers in the literature 

highlight precautions regarding food and behaviors during pregnancy. In India, mothers-

in-law instruct their daughters in-law about the “rituals to follow during pregnancy,” such 

as “never sitting in the traditional Indian cross-legged position” or sleep on their back 

(Corbett & Callister, 2012, p.301; Saikia & Singh, 2009). Food related pregnancy rituals 

include not eating pineapples or mangoes, as they are perceived as cold foods, and can 

make the foetus catch a cold or make the newborn susceptible to colds and cough 

(Chattopadhyay, 2012; Moursund & Kravdal, 2003). My study observations corroborate 

these findings as I also noted narratives about precautions during pregnancies and post 

delivery period. For example, informants disclose that during advanced pregnancies, 

women should remain confined to their homes, which will protect them bad winds.  

 In the context of pregnancy-related beliefs and behaviors, a prominent 

observation is the rhetoric of the past, which informants use in many contexts. For 

instance, informants argue that their food, and food-centric practices like consuming flour 

made from fresh grains, was far better in the past. Furthermore, due to this superior food, 
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previously pregnant women did not require any extra nutrition like iron pills or vitamin 

supplements. My observations corroborate a large segment of the literature on how food 

related beliefs affect women’s health seeking behavior in Indian subcontinent. Studies on 

Pakistan, for example, report that many “myths and fallacies exist about health and 

disease,” especially surrounding food; like notions about hot food (like meats and eggs) 

and cold foods, like boiled rice and yoghurt (Qureshi & Shaikh, 2006, p.133; Fikree, et. 

al., 2001; Casterline, Sathar, & Haque, 2001). In my study informants add that, contrary 

to the past, contemporary pregnant women require food and vitamin supplements; as they 

consume only inferior factory-produced food, available in cities like Delhi. 

Corresponding to my findings other studies also note that impoverished communities in 

countries such as Pakistan, India, Bangladesh, often interpret illnesses or bodily 

deficiencies through their food habits. For instance, data on slums of Pakistan reveal that 

reproductive tract infection (RTI) are explained in terms of “temperament, body fluids, 

and foods,” for example, eating chicken or red lentils is believed to be set off vaginal 

discharge (Bhatti & Fikree, 2002, p.109; Mumtaz & Salway, 2009). 

 In Gautampuri community, another instance of this rhetoric of the past is my 

informants’ narrative about bodies of women. Informants assert that in past women in 

their community were born with pure bodies; and their very bodily constitution was 

potent from birth. Similar bodily beliefs are reported by other researchers; as in slum 

populations of Delhi, “residents indicated that certain aspects of the body were 

determined at birth, but others could be altered through adjustment” (Snell-Rood, 2013, 

p.281; Saikia & Singh, 2009). According to other studies on the urban poor of India, 

antenatal medical care like “measurement of body weight, blood and urine examination, 
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abdominal examination and ultra-sonography” contributes to healthier pregnancy and 

better outcome of childbirth. Furthermore consuming mineral iron tablets and taking 

tetanus vaccination lessens the risk of maternal mortality (Ghosh & Sharma, 2010, p.525; 

Dwivedi & Sogarwal, 2008). With respect to the aforesaid studies, I noted a differing 

narrative; which also alludes to the rhetoric of the past. Women informants claim that due 

to pure and potent bodies, previously women in their community did not require any 

professional prenatal care. However, unlike the past currently women are born with 

deficient bodies; which is why they require all forms of prenatal medical regimes, as well 

as assistance from medical care professionals during delivery. 

 Childbirth-related Behaviors 

 Childbirth-related behaviors and beliefs is the second aspect within women’s 

reproductive behavior in Gautampuri. According to the National Family Health Survey 

(NFHS) of the Government of India, less than half of the deliveries in India are done in 

medical care institutions; and in rural north India non-institutional delivery is almost 

seventy five percent. Among urban poor in India, childbirth is typically supervised by 

“unskilled birth attendants,” like family members and/or neighbours (Agarwal et. al., 

2010, p.385; Char, Saavala, & Kulmala, 2010). The main reasons for this pattern being 

the traditional preference for home births; and the perception that institutional delivery is 

costly, even though public healthcare facilities in India are subsidised and costs are 

negligible (Chattopadhyay, 2012; Barua & Kurz, 2001). These findings are pertinent for 

my study as I observed that in Gautampuri community, home birth has been the 

conventional practice. There are many reasons for home births in Gautampuri 
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community, for instance, women informants affirm that in the past, families deemed that 

childbirth is not a health condition that warrants any form of professional or institutional 

medical care. Other studies note similar perceptions about institutional delivery; for 

example, in slums of India “70% of women with neonatal deaths thought that it was not 

customary or necessary to have antenatal care or safe delivery (that is, with a trained 

practitioner)” (Ghosh & Sharma, 2010, p.526; Mehta & Kapadia, 2008).  

 My informants told me that after they migrated from rural areas to 

Delhi/Gautampuri locality, their childbirth-related practices and beliefs began to change, 

and which continues at present. A key reason is that both government agencies and NGO 

Arpana discourage home births. In the literature on reproductive and maternal health care 

in India, researchers note that “in 1952, India became the first developing country to 

initiate an official family planning programme” (Edmeades, et. al., 2011, p.409). Hence, 

maternal and reproductive health has been a core focus of India’s public health system. 

Over the years, various integrated national programs, such as the “Reproductive and 

Child Health” program in 1997 and the “National Population Policy” of 2000 have 

addressed childbirth-related issues (2011, p.409; Mukhopadhyay & Dutt, 1993). These 

programs have affected women’s reproductive health behaviours, including the method 

of delivery (Schensul, 2006; Barua & Kurz, 2001). According to findings from slum 

populations in central India, wives report experiencing several health problems while 

giving birth at homes without any professional assistance; such as “excessive vaginal 

bleeding” and discharges, “fever, convulsions,” and “prolonged labour” (Agarwal et. al., 

2010, p.385; Koenig, Simmons & Misra, 1984). My observations add to the aforesaid 

findings as many families in Gautampuri community opted for institutional deliveries 
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after experiencing and/or observing painful deliveries, injured newborn, infant deaths, 

and so on, during home births.  

 In the public health care system of India, institutional deliveries take place in 

secondary or tertiary level hospitals and are either free of charge or significantly 

subsidized (Agarwal et. al., 2010; Mullany, 2006). According to my informants, this low 

cost is most prominent incentive for hospital childbirths. However informants add that 

public hospitals require them to follow regimes and protocols, which is also reported by 

other studies. In public hospitals of India, pregnant women start with their prenatal 

check-ups, which include “the assessment of gestational age,” mother’s diet and 

activities. Additionally, “folic acid and iron tablets are dispensed.” For average 

pregnancies, women are advised to come once a month and more frequently in the last 

month. At these appointments blood pressure and hemoglobin levels are checked, and 

various prenatal vaccines are administered. Women “keep their own prenatal records” in 

a small printed notebook provided by the hospital, which contains records of check-ups, 

dates of upcoming visits and expected delivery (Wiley, 2002, p.1093; Hulton, Matthews 

& Stones, 2007). 

 Other researchers note that in India, “registration for ante-natal care” is a 

“prerequisite for admission for a delivery” in a public hospital. Data on slums of Mumbai 

(formerly Bombay) shows that “registration for ante-natal care is generally understood as 

a decision to deliver in a hospital” instead of home. However women (and families) who 

do not register for antenatal care, and/or not follow up on prenatal checkups, “are not 

admitted easily if they come for delivery” (Contractor, 2008, p.160). This acts as a barrier 

for usage institutional delivery and prompts home based births (Mullany, Hindin & 
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Becker, 2005; Mavalankar, Raman & Vora, 2010). In the context of Gautampuri 

community, my research data reveals that this aforesaid practice in public hospital (of 

refusing last moment admissions), is not a barrier but a facilitator for institutional 

deliveries. This is because residents fear that if they do not follow public hospital 

protocols (like registration) and thereafter opt for home births; then in cases of abnormal 

and high risk childbirths, public hospitals will refuse them. As a result, they will be 

forced to avail private medical care, which will be financially catastrophic. Hence, due to 

these risks and apprehensions, many families are choosing institutional medical care. 

 Though institutional deliveries are encouraged in India, studies have found 

problems with public hospitals, such as “dissatisfaction with services due to shortages of 

drugs and essential supplies, lack of commitment on the part of staff, poor quality of food 

and lack of cleanliness.” Other common complaints are overcrowding on labour wards 

and infant mortalities due to negligence (Hulton, Matthews & Stones, 2007, p.2084; 

Mullany, Hindin & Becker, 2005). Except for long waiting times and rude staff, my 

informants do not report the aforesaid problems.  

 Another section of researchers note that in public hospitals of India (as well as in 

most private establishments), men members of pregnant women’s families, including 

husbands, are not allowed to be present during deliveries. This practice exists because 

husbands in the Indian subcontinent are “ill-equipped in knowledge and/or experience” 

about childbirth, and often there is “limited space in the delivery room.” Furthermore in 

public facilities, typically several women deliver in the same room; hence other women 

“may feel discomfort” and uneasiness (Mullany, 2006, p.2806; Casterline, Sathar, & 

Haque, 2001). According to my informants, the aforesaid practice is a barrier for use of 
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institutional deliveries by women in Gautampuri. This is because women want family 

members to be in close proximity during deliveries; which is not allowed. Hence, women 

claim that giving birth in a hospital is an unnerving experience; and as a result they prefer 

home-based births. 

 Contraception-related Behaviors 

 As per my study, contraception-related behaviors, is the third aspect within 

women’s reproductive behavior in Gautampuri community. My observations reveal that 

Gautampuri community perceives contraception and its various methods with anxiety. 

This finding on the apprehension about contraceptives corroborates other researchers; as 

they assert that impoverished communities in India often view the side effects of 

contraceptives as condemnation from the gods, since contraception entails curtailing the 

natural phenomena of birth (Rahman et. al., 2013; Casterline, Sathar & Haque, 2001). 

Other data, like Government of India’s National Family Health Survey shows that vast 

majority of young men and women in India do not use contraception or condoms for 

sexual relations, especially among populations with low levels of formal education 

(Jejeebhoy & Sebastian, 2003; Koski, Stephenson & Koenig, 2011). Data from my study 

supports the aforesaid conclusions, as both women and men informants affirm that the 

use of contraceptives (temporary as well as permanent) by husbands of Gautampuri 

community is very low. 

 In the case of women, younger wives of Gautampuri community opt for 

temporary contraceptive methods, whereas mature wives opt for permanent forms of 

contraception. The reason behind this pattern is the high mortality rate for children; 
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hence, younger wives do not undergo sterilisation in case they wish to reproduce again 

following the death of their children. My findings about patterns of contraception among 

women is consistent with other studies examining women’s contraceptive behaviour in 

India. They conclude that in slums of India, such as in Mumbai (Bombay), “the 

likelihood of use of any contraceptive method increases as women have more children;” 

and “this likelihood is particularly evident in the sterilization models.” This is because 

“women who choose to be sterilized have most likely reached the end of their family-

formation process and are, therefore, probably more interested in limiting than in spacing 

their births” (Edmeades, Lee-Rife & Malhotra, 2010, p.81; Rahman et. al., 2013; McNay, 

Arokiasamy & Cassen, 2003). 

 Therefore to conclude, in this and preceding chapter I have discussed women’s 

health seeking behavior in Gautampuri, as well as the three main aspects of this behavior. 

In the next three chapters, I discuss my research findings about the role of husbands in 

the health-seeking behavior so women in Gautampuri community. 
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Chapter Seven: Role of Husbands in Women’s Health and Illness 

 

 In this and the following two chapters, I discuss the main focus of my research; 

that is the role of husbands in women’s health-seeking behavior in a low-income and 

marginalised community of New Delhi, India. Previously I have explained that in 

Gautampuri community, women’s marital relationship not only pertains to the relation 

between husbands and wives, but it also entails the relations between wives (as 

daughters-in-law) and their husbands’ parents, as well as other members of the husbands’ 

families. Therefore in my research, husband’s role’ also includes the role of husbands’ 

family members in the health-seeking behaviors of these women. My research shows that 

husbands’ role in women’s health-seeking behavior consists of three distinct aspects. 

These aspects are: husbands’ role in women’s health and illness, husbands’ role in 

women’s use of medical care services, and husbands’ role in women’s reproductive 

health (FN: Oct 12, 09).  

I discuss the first aspect in this chapter, and the second and third aspect in 

Chapters Eight and Nine respectively. Furthermore, as discussed before in Chapter One 

and Three, a prominent finding of my research is that my informants, especially women’s 

articulation of the role of husbands is divided into two distinct segments. One is the 

actual role performance by husbands (that is, what husbands’ role is), and the other is the 

ideal role performance (that is, what husbands’ role should be) (FN: June 06, 09). 

Therefore I discuss the aforementioned aspects within husbands’ role in terms of my 

informants’ perceptions regarding actual role performance versus ideal role performance 

by husbands; with respect to their wives’ health-seeking behaviors. In this chapter I 
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discuss the first aspect, which is husbands’ role in women’s health and illness-related 

behaviors. In this context two prominent topics emerge from my findings: knowledge of 

women’s health and illness, and, attitudes concerning health and illness of wives.  

 

Knowledge about Health and Illness of Wives in Gautampuri  

 In my participant observations, focus groups and interviews, knowledge and 

awareness about illness, cures and medical institutions, especially in the context of 

women’s ailments and reproductive health awareness, emerged as a key topic with 

respect to women’s health-seeking behavior (FN: Aug 12, 09). 

 Actual Role Performance of Husbands 

 According to my findings, with respect to knowledge about women’s health and 

illness, husbands’ actual role performance is comprised of a lack of awareness. In the 

focus groups and interviews wives asserted that their husbands’ understanding of 

women’s health, ailments and cures is considerably limited; in spite of the fact that 

husbands have slightly higher levels of formal education than their wives, and are 

accustomed to the outer world’ because they go out to work (FN: Aug 12, 09). In the 

focus groups, vague responses from husbands about their knowledge of women’s 

ailments also corroborated husbands’ lack of knowledge (FN: Aug 04, 09). In this 

context, wives like Shabana claimed that: 

Both of us [my husband and I] are equally unaware [about ailments/women’s 

health] …my saas [mother-in-law] knows more (Shabana, FGW). 
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Women like Kangna added that in their community, a husband’s comprehension of 

women’s illnesses cannot be deemed as knowledge’ by any standards. Accordingly 

Kangna asserted that: 

What do men/husbands know [about ailments/women’s health]? Say if I have bu-

khaar [fever] or sir-dee [cold] or ju-khaam [nasal congestion] [ailments in general], 

what would my husband know about them [these ailments]? … I can tell my 

husband ‘I think I have fever,’ and he will say ‘I think so too’ [mimicking 

husband’s tone so as to convey that he was only unthinkingly repeating what she 

was saying] (Kangna, FGW) 

 

Here, Kangna asserted that this interpretation of health or illnesses by husbands is 

basically lay understanding, such as body temperature being indicative of fever. 

According to her this can barely be referred to as knowledge or awareness about 

illnesses, in terms of what doctors possess as knowledge’ about illnesses, or even what an 

average formally-educated person from the high communities’ of New Delhi would have 

as knowledge’ about healthcare (FN: Aug 08, 09). In addition, Kangna and other wives 

affirmed that due to husbands’ lack of awareness, they are not sensitive towards the 

ordeals of women when they are sick; which is why Kangna pointed out: 

‘you are getting warmer [your body temperature is increasing]… take medicine’ 

[mimicking husband’s speaking, to show the matter-of-fact/unemotional manner] 

that is all he [husband] will say … now it is only me who really knows the amount 

of  pu-ray-shaa-nee [anguish/discomfort] that I am facing, ghab-raa-hut [anxiety] I 

am experiencing, durd [pain] I am suffering from … how will the husband know 

[understand] that, what can he do about that [others nod in agreement]? (Kangna, 

FGW) 

 

That is why according to Kangna, given that husbands in their community do not 

understand women’s bodies or sicknesses, they are also not properly empathetic about 

their wives’ subjective experience of their infirmities (FN: Aug 11, 09).  
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 Other women informants stressed that at times wives are slightly better informed 

about diseases than their husbands, especially those wives who have received some 

formal education or those who work outside the home. In addition, because wives of 

Gautampuri community face illnesses more frequently and often become pregnant several 

times over their lives, they have more encounters with healthcare institutions than their 

husbands. Consequently, due to their personal experiences, wives at times end up with a 

little knowledge about ailments, which is still comparatively more than the complete lack 

of knowledge of the husbands of Gautampuri community (FN: Aug 16, 09).  

 I found that in the Gautampuri community, there are various reasons for 

husbands’ lack of knowledge about women’s health and healthcare. For instance, in 

Gautampuri community, matters relating to women’s health are gendered and deemed an 

exclusively woman’s domain. Most men are neither expected nor raised in a way that 

would result in them knowing anything about women’s bodies or wellbeing. Citing cases 

from their daily lives, these wives argue that since knowledge about women’s health is 

not a part of the socialisation process for men in their community, this unawareness gets 

transmitted from generation to generation. Furthermore, this lack of knowledge in men 

not only affects their role as husbands, but also their other roles (such as fathers-in-law 

vis-à-vis their daughters-in-law), therefore affecting women’s health at several 

intersecting levels (FN: Aug 26, 09). 

 Ideal Role Performance by Husbands 

 In the context of knowledge of women’s health and illnesses, women informants 

articulated husbands’ ideal role performance in terms of well-informed husbands 
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regarding women’s ailments, causes and cures. In the focus groups and interviews, these 

wives claimed that husbands’ awareness will have a positive impact on women’s 

wellbeing (FN: June 07, 09), which is why wives like Mala affirmed: 

Yes, that [husband’s knowledge] will benefit me. They [husbands] should know 

what is safe for us [wives] and what is unsafe. I am not very sure whether that will 

elevate my health status or not [laughs], but men should have more awareness 

none-the-less (Mala, FGW) 

 

Mala also explained how their husbands can gain knowledge about women’s health 

problems: 

I do tell [my husband] whatever I come to know [about women’s health issues] and 

he also gets some information from FM [radio broadcasts]...If there are awareness 

programs, such as the one being run by Arpana [NGO] for us [wives], that will be 

good for men [husbands] (Mala, FGW) 

 

Other wives affirmed awareness of women’s health and illnesses, while articulating 

husbands’ ideal role performance, due to the social and cultural changes taking place in 

Gautampuri community. To illustrate, in my study I observed that as per Gautampuri 

community’s customs regarding gender roles and familial norms, a wife’s health issues 

should preferably be dealt with by the mother-in-law or other women of her husband’s 

family, but not by the husband. That is why I also noted that husbands were disinterested 

in women’s health and illness (FN: June 05, 09).  

Wives, on the other hand, view this custom as problematic because their 

community is rapidly changing in the current period. For instance, in previous chapters I 

have discussed that due to the growing relational detachment between daughters-in-law 

and husbands’ parents, wives, especially younger ones, no longer feel comfortable with 

their traditional customs; whereby their health-related affairs are guided by husbands’ 
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parents or other older in-laws, and not by their husbands. These wives want more 

involvement from husbands in the matters of their health, and therefore want their 

husbands to be more well-informed about women’s health and ailments (FN: June 04, 

09). In addition, in a city like New Delhi, accessing medical care is both costly and 

difficult. Consequently, these wives asserted that it only logical that their husbands 

should gain more knowledge about women’s health, in order to lessen the barriers women 

face while seeking healthcare services (FN: June 07, 09). 

 Among my informants, for the mature wives, new and unknown ailments, is the 

key reason why they deemed that knowledge of women’s health and illnesses’ is a crucial 

element of husbands’ ideal role performance. To illustrate, mature wives like Hema 

brought forth their rhetoric of the past (discussed previously) to argue that, contrary to 

their past there are more diseases in their community’s environment, due to the impure 

nature of current times. As a result, Hema affirmed that their husbands must become 

conversant about women’s illnesses, especially the ones which their community was 

previously never aware of, like cancer or HIV/AIDS (FN: Aug 14, 09). With reference to 

this, in the focus group, Hema asserted: 

Nowadays there are so many new ailments that are prevalent; in our times 

[previously], most ailments were not there [others nod in agreement]. Especially in 

these current times, men [husbands] must have knowledge [about women’s health 

problems], as we [wives] are bound to our homes.  (Hema, FGW) 

 

Hema also pointed out that the onus is exclusively on husbands because wives can never 

gain extensive information about these new diseases, since they are restricted to the 

domestic realm and consequently they do not have access to the outer world  – a barrier 

their husbands never face (FN: Aug 18, 09).  
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 On the other hand, while opinionating about husbands’ ideal role performance and 

knowledge of women’s health, younger wives narrowed down to husbands’ knowledge 

about reproductive-health. For instance, in the focus group wives like Ramiza claimed 

that as because husbands are uninformed of contraceptive technologies, this is also a key 

reason why they shift reproductive decisions to their parents; and in particular their 

mothers (that is, a wife’s mother-in-law). Ramiza found this practice detrimental because 

the older generation discourages contraception and encourages high fertility. Younger 

wives like Ramiza claimed that abiding by their community’s customary practice of 

having a large number of children is unrealistic, given the high cost of raising children in 

a city like New Delhi. In the focus group, Ramiza connected the prosperity of her family 

to her husband’s knowledge about contraceptives, because the use of contraception would 

mean the couple’s control over their reproductive decisions, which would eventually lead 

to a smaller number of children and more resources for her family (FN: June 05, 09). In 

this context, Ramiza stated:  

If they [husbands] are aware about contraception, then their families will not grow 

in size. At least their understanding [of pregnancy and reproduction] will increase, 

and they will realize that their family is large enough. They will then think about 

their family’s future [and use contraception] and they will think about how best to 

maintain their families [by keeping it small] (Ramiza, FGW) 

 

Another informant, Ganga, adds that husbands’ awareness of contraception would also 

prevent a common cause of marital discord in their community, which is unplanned and 

unwanted pregnancies (FN: July 04, 09), which is why Ganga claims that: 

There are many women who are forced to leave their homes since they end up 

arguing with their husbands on health [pregnancy] issues. Now if men are aware 

[about contraception], then there will be no argument [between the couple], 

everything can proceed smoothly (Ganga, FGW)  
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Consequently, younger wives disclosed that medical knowledge, especially about 

contraception, is a vital element of the ideal role performance of husbands in their wives’ 

health and illness-related behaviors. 

 However, a few older wives argued that awareness regarding women’s health, 

particularly about pregnancy and childbirth, is futile for older men like their husbands 

because these wives have passed their child-bearing age. Nonetheless, younger wives 

countered this argument by asserting that older husbands still need to know about 

women’s health issues because that is important for their daughters-in-law. Given the 

elder-centric and men-centric nature of Gautampuri community, fathers-in-law often 

make final decisions regarding the healthcare of every member of their families, 

including their daughters-in-law. Accordingly, younger wives pointed out that if fathers-

in-law are uninformed about women’s health and healthcare, then their decisions would 

not be in the best interest of their daughters-in-law, especially during their pregnancy 

(FN: Aug 11, 09).  

 In addition, wives like Shabana claimed that if fathers-in-law are conversant about 

modern healthcare and antenatal care for women, then they can pass on their learning to 

their wives (that is, the mothers-in-law), who are also uninformed about contemporary 

health-related matters. Subsequently, mothers-in-law can update their daughters-in-law, 

who have no other way to obtain such knowledge due to their confinement to the 

domestic realm, much like their own mothers-in-law.  
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In this context, while addressing the older wives participating in the focus group, 

Shabana said:   

Say if your husband becomes aware now, then tomorrow you will have a ba-hoo 

[daughter-in-law] in your house, such information will be good for her. You don’t 

have any knowledge about these matters, if your husband has some information 

about women’s health issues, then he can tell you and you, in turn, can inform your 

ba-hoo. She [daughter-in-law] does not even leave the house, so who else apart 

from you will inform her? (Shabana, FGW) 

 

Thus, according to the younger wives, knowledge about women’s health and illnesses is 

also necessary for mature husbands of Gautampuri community (FN: Aug 22, 09). 

 The aforementioned pattern of household communication about women’s health 

originates in the gender roles and familial customs of Gautampuri community, especially 

the practice of ghun-ghat or head-covering (see Chapter Two for more discussion), which 

symbolises distance between daughters-in-law and elders of their husbands’ families, 

especially male members. This tradition of distance-maintenance restricts the 

communication, including health-related communication, between fathers-in-law and 

daughters-in-law. Among my informants, young wives/ daughters-in-law asserted that 

this culture of restricted communication in families makes daughters-in-law hesitant 

about properly expressing health concerns to their husbands’ families. For that reason, 

wives like Mumtaz affirmed that a father-in-law, who is aware of medical knowledge 

relevant to women’s health, may create an encouraging atmosphere for daughters-in-law; 

so that instead of feeling hesitant, they promptly convey their health problems to the 

members of their husbands’ families (FN: Aug 05, 09). In this regard, Mumtaz conveyed:  

Well, if they [fathers-in-law] know something about our [women’s] ailments, then 

they will inform their wives [mothers-in-law], they will speak more openly about it 
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[health issues], they [as fathers-in-law] will also take good care of their ba-hoo 

[daughter-in-law] especially at times of pregnancy (Mumtaz, FGW) 

 

 In the focus group these wives added that, with regards to knowledge about 

women’s health, sons (husbands) do not have access to their mothers (wives’ mothers-in-

law), because communication between sons and their mothers, about women’s health 

(specifically reproductive matters), is considered inappropriate by Gautampuri 

community. On the other hand, sons (husbands) do have a little access to their fathers 

(wives’ fathers-in-law) regarding matters relating to women’s health and sexuality. 

However, given that fathers-in-law (husbands’ fathers) are themselves uninformed about 

women’s health, they pass on their lack of knowledge to their sons (husbands’), from one 

generation to the next. However, if fathers-in-law have knowledge about women’s health, 

then they can pass that knowledge to their sons (that is, husbands), thereby ending this 

perpetuation of lack of knowledge from generation to generation (FN: Aug 19, 09). For 

these reasons, the younger wives deemed that knowledge of women’s health and illnesses 

is a crucial part within the ideal role performance of older husbands, who are also fathers-

in-law. Moreover, this finding substantiates that women’s health-seeking behavior in 

Gautampuri community is also shaped by other members of their husbands’ families, 

particularly the men (FN: Aug 13, 09). 

 

Attitude Concerning Health and Illness of Wives in Gautampuri  

 My research shows that attitude concerning health and illness of wives’ is the 

other prominent theme with respect to husbands’ role in women’s health and illness-

related behaviors. As previously discussed in this chapter, many wives claimed that if 
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husbands had more information about women’s ailments and cures, it would benefit their 

wives. However, wives like Kamla are skeptical, which is why in the focus group Kamla 

contended: 

Well, you know he [husband] is not dumb! He listens and understands all the 

information about ailments that are available now, but then that is where all of this 

ends. He does not do anything about it. So even though he is informed, it is all 

useless.... there is so much information available on television nowadays, he listens to 

all of them ... but then!! [pause] … he has never talked to me about my ailments such 

as high blood pressure .... He is bothered only about himself. What good it would do to 

provide knowledge and education to such as person? (Kamla, FGW) 

 

Hence for wives like Kamla, attitude regarding wives’ heath and illness is a vital issue 

vis-à-vis husbands’ role in women’s health and illnesses (FN: Aug 12, 09). 

 Actual Role Performance by Husbands 

 According to my findings, particularly from women informants, in the context of 

attitude concerning health and illness of wives, husbands’ actual role performance 

involves indifference and inaction. These women claimed that in their community, 

husbands’ attitudes is comprised of husbands’ apathy and/or avoidance towards their 

wives’ health/illnesses and healthcare concerns (FN: Aug 29, 09). To illustrate wives like 

Ganga elucidated the typical attitude of husbands in Gautampuri community:   

I will tell you the most predominant ‘thing’ [husbands’ attitude] over here, most of 

the husbands would love to remain out of all this [wives’ health concerns] … they 

would say ‘since this is your problem, so you take care of it, you find a cure for it, 

you consume whatever medication you have to consume, you keep all these 

‘tensions’ [hassles/responsibilities] to yourself. You may involve your friends or 

your pu-roa-sun [female neighbor], but keep me out’… that is what he [husbands] 

will say [others nod in approval]! (Ganga, FGW) 

 

My observations, as well as findings from men’s focus groups, also show that 

indifference and inaction characterise husbands’ actual role performance with respect to 
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attitude concerning health and illness of wives. My findings reveal that most husbands in 

Gautampuri are not concerned about their wives’ wellbeing or illness, unless the 

condition is life-threatening  (FN: Aug 11, 09).  To illustrate, husbands like Jaiveer 

stated: 

No matter what is done [about raising awareness of husbands], no one [husbands] 

has time to sit in front of you [to listen]. Today I am available for you, I may not be 

tomorrow, nowadays no one in Delhi has any time to spare ... well, I don’t have 

time for all this [being concerned about my wife’s healthcare], let her 

[wife/women] listen to whatever they [Arpana NGO] say (Jaiveer, FGM) 

 

 When I asked Ganga about reasons behind the apathy in husbands’ attitudes, she 

replied by evoking the categorisation used in Gautampuri community to differentiate 

between them (that is, the lowly community) and the high communities of New Delhi 

city (discussed in Chapter Two). Ganga said that because their community is a lowly 

community, therefore their norms and customs are inferior, which are reflected, for 

instance, in their husbands’ attitudes and behaviors that comprise of apathy as well as a 

tendency of evading their wives’ healthcare predicaments (FN: Aug 16, 09). In this 

context Ganga asserted: 

The environment [culture/norms] here [in Gautampuri community] is like that … 

unlike in oo-chee [high/good] society, where the couples consult [share] each other 

for every problems, but here the men [husbands] would say ‘if you have to get an 

abortion, then take someone [a random person], if you have any operation 

[surgery], ask anyone else to go with you’ [mimicking an apathetic manner of 

speaking], it is like that over here [others nod in agreement]. (Ganga, FGW) 

 

Wives like Ganga deemed that their husbands’ attitudes are contrary to the attitudes of 

husbands from high communities; an attitude that reflects not only the greater wealth, 

power and education of the high communities, but also their favourable culture and 

traditions in the context of women’s interests (FN: Aug 17, 09).  
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 In the talks on attitude concerning health and illness of wives, a significant aspect 

of husbands’ actual role performance is: husbands not routinely enquiring about their 

wives’ wellbeing. In the focus groups and in my observations, women asserted that in 

their community, husbands do not enquire about wives’ wellbeing, regardless of whether 

they are unwell (FN: Aug 21, 09). As per my findings there are two reasons distinctive of 

Gautampuri community as to why these husbands do not find out about their wives’ 

health on a daily basis. The first reason was given by husbands like Devilal, who claimed 

that husbands in their community were certain that their wives’ immediately informed 

them, in case they were unwell. Therefore, in the focus group, Devilal mentioned: 

Even if I don’t ask [routinely about my wife’s health], I have a firm belief that she 

will tell on her own [others nod in agreement] … I have problems originating in my 

workplace or there are many other sorts of troubles that takes my attention, so if I 

am unable to ask her about her wellbeing, she herself should inform me about 

anything [discomforts/illnesses]. (Devilal, FGM) 

 

In the focus group, Devilal and others asserted that since husbands of Gautampuri 

community are so overburdened with various responsibilities, hence regularly enquiring 

about their wives’ health status just adds to their burden. Moreover, given that wives are 

fully aware of their husbands’ overbearing burdens, these husbands expect that their 

wives would inform them about their health-related concerns, and not wait for their 

husbands to find out (FN: Aug 28, 09).  

 The second reason why husbands do not enquire about their wives’ health status 

on a daily basis is that, it is only when someone is immobilised and/or bedridden that 

community members deem it as a health issue worthy of their attention. To illustrate, in 

an interview with Susheela (a wife), I asked if her husband regularly enquired about her 

health. Susheela replied by explaining that despite her chronic backache, she carries on 
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her routine tasks such as cooking and cleaning. Consequently, like other husbands in 

Gautampuri community, her husband assumes that her health is fine because she 

completes her routine tasks, and as a result, he does not enquire about her physical 

condition on a daily basis. In this regard, Susheela stated:  

No, habitually he [husband] does not enquire, he thinks ‘she must be in good health 

since she is working [doing her chores in the house];’ when I regularly suffered 

from backache, I told him [husband] ‘you get all your food in time, you get your 

clothes washed in order, you have your good food and leave for work without any 

hindrance’.... but I feel the pain. (Susheela) 

 

Here, although Susheela was indirectly complaining about this situation, she also 

clarified that her husband’s actions are not atypical in Gautampuri community. What is 

noteworthy is that while many husbands, even if they never routinely ask about their 

wives’ health, immediately take action, like taking their wives’ to healthcare facilities, if 

they find that their wives are bedridden or incapable of doing their daily chores. For 

example, in the focus group discussion, this very informant Susheela, conveyed that:  

When I fall sick, my husband on his own [voluntarily] takes me to a doctor… [he 

knows] when I am [really] unwell, I am just not able to even move [become 

bedridden]. (Susheela, FGW)  

 

The aforesaid finding also reveals the crucial connections between daily domestic 

activities, being bedridden, and perception of women’s health and illness, in Gautampuri 

community (FN: Aug 29, 09).  

 In order to further elucidate husbands’ actual role performance vis-à-vis attitude 

concerning health and illness of wives, a particular health/illness behavior typical to these 

women, which is underreporting of ailments and symptom, must be comprehended. In 

my field observations, I noted that many wives of Gautampuri community tend to conceal 

and tolerate bodily discomforts, postpone reporting or underreport their symptoms, and 
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intentionally ignore their ailments/symptoms (FN: June 18, 09). In the focus group, these 

wives gave several reasons for the aforesaid health/illness behaviour. For instance, wives 

like Mala claimed that factors such as the nature of the ailment (that is, minor versus 

major) influenced their beliefs about whether they should hide symptoms or neglect 

reporting their sicknesses (FN: June 08, 09). In this context Mala mentioned: 

If it is a maa-moo-lee [minor] bee-maa-ree [ailment] such as sir-dard [headache] or 

boo-khaar [fever] or even joo-laab [diarrhea], we do not report [others nod in 

agreement]. (Mala, FGW) 

 

Likewise, informants like Ganga asserted that there are occasions when she does not want 

to hide or neglect her ailments. However, after evaluating her difficult circumstances 

such as a scarcity of resources, or barriers like strenuous transportation to far-off 

healthcare institutions, she often decides to overlook her health problems (FN: July 03, 

09). That is why Ganga stated: 

Well, ‘that’ [intentional neglect] has happened quite a few times. For example if it 

just a bu-khaar [fever/minor ailments] … or there is a financial crunch [in the 

family] … or just that there is some difficulty in travelling to the medical 

center…then we ignore it. If the trouble [physical discomfort] is way too much, 

then only we tell about it [to our husbands]. (Ganga, FGW) 

 

 Other wives like Mumtaz added that reporting ailments means subsequent 

hospitalisation, which in turn means that their children will not receive even basic care 

like food. In Gautampuri community, finding childcare is a major barrier for women 

accessing healthcare services. For instance, in the case of far-off medical care facilities, if 

a family member/friend does not accompany these wives for taking care of their children 

(particularly younger ones) while these wives seek medical treatment, then these wives 

are forced to leave their children behind in the community. In such situations, these 

children are often completely unattended, which makes these wives exceedingly reluctant 
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to visit competent but distant medical care facilities, like the Safdarjung hospital. In this 

regard, Mumtaz affirmed: 

You know what is the main difficulty [hindrance to immediately reporting 

ailments]? If I get admitted in the hospital [due to my ailment], then who will take 

care of the children? That is why we [women] are reluctant to report our illness. We 

keep on worrying “who will cook for our children, they go to schools and all, who 

will take care of them, if we are hospitalized” [others nod in agreement]. (Mumtaz, 

FGW) 

 

Consequently, despite the many compelling reasons to seek medical care, problems like 

lack of proper childcare means that these wives tend to conceal their symptoms and 

tolerate bodily discomforts as much as possible (FN: July 13, 09).  

 Based on the aforesaid narratives from these wives, it may seem that their 

husbands/marital relations do not have any influence or involvement in these wives’ 

health behavior of underreporting ailments, or neglecting the symptoms of their illnesses. 

However, responses from other wives revealed that how this particular health behaviour 

of women is also shaped by their marital relationship. For example, comparable to Mala 

(above), other wives like Susheela also asserted that minor ailments are not worthy of 

reporting; but for Susheela, minor ailments itself is not the actual reason for 

underreporting. According to Susheela, the actual reason is that, if a wife reports every 

health discomfort (especially minor ailments), then her husband’s family will view this 

increased reporting as an exaggeration, caused by her desire to garner unwarranted 

attention, or evade household chores. Furthermore, increased reporting will also earn 

condemnation because in Gautampuri community, wives are expected to be strong, 

tolerant, and resilient. In the context Susheela averred: 
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If I frequently report maa-moo-lee [minor] bee-maa-ree [ailments], then our 

[husbands’] family members will be judgmental and say that ‘you are the only one 

who falls sick so frequently’ [others nod in agreement]. (Susheela, FGW) 

 

Thus, according to Susheela, wives of Gautampuri community are expected neither to 

regard every ailment as worthy of attention, particularly minor ones, nor transform every 

symptom into a genuine health-related problem by complaining about it (FN: July 21, 

09).  

 Similar opinions are expressed by other wives like Hema, who claimed that if she 

continues to report even her minor ailments, which is contrary to the conventional 

expectations of Gautampuri community; her in-laws and husband will deem that she is 

someone who habitually complains (FN: July 20, 09). In this regard, Hema stated: 

In your sa-soo-raal [father-in-law’s family/ ‘husbands’ natal home’], if you [wives] 

keep on complaining about every health problem that you have ... for example, if 

you say ‘today I have headache, today my leg is aching’ … then after some time 

they [in-laws/members of husbands’ family] will not give you any priority. (Hema, 

FGW) 

 

Hema added that gradually, her husband and in-laws will stop paying attention to all her 

health complaints – a situation that would disastrous if she were seriously unwell; which 

is why she affirmed that: 

They [husband’s family] may not care for you [a wife] even when you are actually 

quite unwell; they may not even get you treated …. so you have to ‘save’ 

[grievances] and ‘hide’ [ailments]. (Hema, FGW) 

 

Hema implied that, like other wives of Gautampuri community, she has to hide the minor 

health issues and save her complains for major health problems; so that when she is 

grievously ailing, her husband’s family will give due importance to her ailment-reporting 

and provide appropriate treatment. On the contrary, in her natal home Hema does not 

underreport or hide health problems (FN: July 19, 09). In this regard, Hema affirmed: 
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But in ma-ee-kaa [natal home], even if you report the most insignificant of health 

problems, they don’t mind or get annoyed. (Hema, FGW) 

 

Hema’s statement therefore indicates that underreporting or neglecting symptoms, 

especially for minor ailments, is a health behaviour that these wives engage in only in 

their role as a wife/daughter-in-law. Hence, this finding corroborates that attitude of 

husbands (and members of husbands’ family) regarding women’s health and illnesses 

also shapes this particular health behavior of these wives (FN: July 17, 09). 

 In my research, a few women informants asserted that neglect of symptoms or 

underreporting by wives also takes place due to the futility of reporting to their husbands 

or husbands’ family. To illustrate: 

If I report my ailments, but he [husband] does not offer any solution, then what 

good is it to convey? [So what, he is the husband! (Alekhya)]. You cannot give that 

argument! Well, some husbands listen [to their wives’ discomforts], but most don’t; 

it [the fact of their wives’ ailments] enters through here [pointing to her left ear] 

and it immediately goes out of this one [pointing to her right ear], then what is the 

benefit [of reporting our ailments to such a husband]? (Kangna, FG: women) 

 

In the above statement Kangna averred that, like her, if wives have husbands who are 

uninformed about women’s health, as well as incapable of providing even the basic and 

primary assistance during their wives’ ailments, then it is futile to report to such 

husbands. And more pointless is the situation where husbands’ actual role performance as 

regards attitude concerning health and illness of wives’ consist of indifference; and 

wives’ reporting of their illnesses goes in one ear and out the other of their husbands, 

something that is symbolically conveyed by Kangna through her gesture involving her 

ears (FN: July 11, 09). Furthermore, although these women are aware that as per their 

community’s marital norms, they are answerable to their husbands for every possible 

aspect of their lives, a point that I raise through my intentionally challenging counter-
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question; nonetheless, in defiance of her community’s expectations, informant Kangna 

stood by her viewpoint. I have observed instances where wives (like Kangna) displayed 

behaviours that are reverse to Gautampuri community’s gender and marital expectations, 

however it is not typical (FN: July 19, 09).  

 In the focus groups and interviews, these wives gave several rationales for 

underreporting or intentionally hiding their illnesses; however a section of these wives 

mentioned that irrespective of the rationales, such behavior is eventually unsafe for these 

wives (FN: July 23, 09). To illustrate: 

No, this is not the case with me [I do not hide or neglect my illnesses], I am telling 

the truth. If my health is not good today [currently]; instead of paying more in the 

future, it is better to spend a little now. (Aarti, FGW) 

 

In the abovementioned statement, informant Aarti conceded the reasons whereby other 

women of her community frequently prefer not to report their ailments; nevertheless, 

such health behaviour is counterproductive on the long run for these very women. This is 

because neglecting or underreporting symptoms would ultimately lead to the escalation 

of their diseases, as well as increased financial loss for remedying that escalation; which 

in turn, would only harm these women and no one else. For instance, husbands/husbands’ 

family would blame the wife for the increased costs, as her actions of hiding/not 

reporting caused the escalation. Hence, Aarti asserted that it is not preferable to neglect 

symptoms, instead women should immediately report and obtain treatment (FN: July 15, 

09). 
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 Ideal Role Performance by Husbands 

 In the context of attitude concerning health and illness of wives, according to the 

women informants, husbands’ attention, sensitivity, and engagement, embodies 

husbands’ ideal role performance. In fact for many wives - attitude concerning health and 

illness of wives - is more decisive than the knowledge of women’s health and illnesses. 

Women informants articulated husbands’ ideal role performance by using the word zim-

may-daa-ree, meaning  duty and responsibility, and claim that if husbands’ zim-may-daa-

ree (responsibility) is lacking vis-à-vis attitude concerning health and illness of wives, 

then all other elements within the ideal role performance of husbands are inconsequential 

to the wellbeing of wives (FN: Aug 18, 09).  

 In their articulation of husbands’ ideal role performance within Gautampuri 

community, women informants mentioned their perceptions of the actual role 

performance of husbands from the high communities. This is because, in the context of 

attitude concerning health and illness of wives, these wives perceive the attitudes of 

husbands from high communities as diametrically opposed to the customary attitudes of 

the husbands from a lowly community. Hence these wives articulated ideal role 

performance of husbands in their community (that is, a lowly community) by stressing on 

what is absent in it (FN: Aug 06, 09). For example, in the focus group wives like 

Susheela pointed out that if the husbands from high community find their wives in a 

gloomy state (due to poor health); they immediately offer fruits and fruit juices to their 

wives. She emphasised fruits and juices given that in Gautampuri community, these items 

symbolise health and nutrition. Moreover, due to their high costs, they are also 

considered as luxury items by Gautampuri community; hence offering these items to 
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someone is perceived as an expression of care and concern for that person (FN: Aug 06, 

09). In this context, Susheela claimed: 

[When their wives are unwell], the people [husbands] from chhoa-tay kawm [lowly 

community], never ask these things, such as ‘what do you want to do? What do you 

want to eat? Where do you want to go [for treatment]?’ Amongst ba-day loag 

[‘high community’], if they see that their women [wives] have a gloomy face, they 

[husbands] will ask at least four times [several times] ‘what has happened to you 

[mimicking a compassionate tone of speaking]? What is the issue? Have you had 

your food? Did you drink the juice [fruit juice]? Did you eat some fruits?’ 

(Susheela, FGW) 

  

Susheela conceded that husbands in her community cannot purchase these luxury items, 

as frequently as the wealthier husbands from high communities. However, her focus was 

not about these luxury items per se, instead her focus is on the attitudes, owing to which 

the husbands from higher communities purchase such items for their wives, and which 

signifies their sensitivity and care about their wives’ health condition. According to wives 

like Susheela, these are the attitudes that are absent in the husbands of her community. 

Hence, by pointing out a range of attitudes that are lacking in the husbands of 

Gautampuri community, these wives outlined their perception of the ideal role 

performance of husbands vis-à-vis attitudes concerning wives’ wellbeing and illnesses 

(FN: Aug 20, 09).  

 In the focus groups and interviews, while articulating husbands’ ideal role 

performance as regards attitude concerning health and illness of wives, women 

informants highlighted a vital point, that is, husbands should enquire about their wives’ 

wellbeing, regardless of whether they are unwell. These wives asserted that their 

aforesaid opinion is based on reasons typical to Gautampuri community. To substantiate, 

in this chapter I have described that husbands in general do not routinely enquire about 
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their wives health, as well as take for granted that their wives will immediately report 

when they are unwell. On the other hand owing to many motives, wives of Gautampuri 

community tend to underreport or hide or neglect their health problems. As a result, the 

aforesaid behaviour pattern of husbands and wives of Gautampuri community becomes a 

detrimental cycle, which leads to the intensification of women’s illnesses. Moreover in 

cases where husbands do take notice (when their wives become bedridden or immobile), 

often by then the ailment/symptom is acute, or too late for recovery, or the wife’s 

condition becomes fatal. For this reason, wives deemed that husbands enquiring about 

their wives’ wellbeing, irrespective of their wives’ health condition, is a vital element of 

husbands’ ideal role performance with respect to attitude concerning health and illness of 

wives (FN: Sept 01, 09).  

  

Discussion 

 In the literature, researchers have approached women’s health-seeking behavior in 

two prominent ways. Some argue that health-seeking behavior refers to institutional 

medical care. Thus health-seeking behavior refers to seeking professional healthcare after 

an incident of illness/ injury (Leventhal, 2001; Wiggins, 1976). Others deem that health 

in health-seeking behavior refers to the wider concept of being healthy, maintaining 

psychological wellbeing, preventing ailments, and being socially able. Here the concept 

of health-seeking behavior is not contingent on the presence of ailments or injuries or 

professional medical care (Ayers & Kronenfeld, 2007; Mackian, Bedri & Lovel, 2004). 

Furthermore the literature on women’s health and illnesses in slums of India indicates 



 

190 

 

that “many of the health problems of Indian women are related to or exacerbated by high 

levels of fertility” (Velkoff & Adlakha, 1998, p.2; Mumtaz & Salway, 2009).  

 These researchers inform my study, and my research augments the aforesaid 

segments of the literature; because according to my foremost findings, the role of 

husbands in Gautampuri community shapes three distinct aspects of women’s health-

seeking behaviors. Hence, husbands’ role affects women’s health and illness behaviors, 

influences women’s utilisation of medical care services, and impacts women’s 

reproductive health. Furthermore, my observations reveal that in Gautampuri community, 

women’s marital relationship also incorporates the relations between wives (as daughters-

in-law) and their husbands’ parents, as well as other members of the husbands’ families. 

Therefore in my research, husband’s role also includes how husbands’ family members 

shape the health-seeking behaviors of these women. My observations corroborate many 

researchers who argue that in marginalised and impoverished communities of India, 

women’s health and illness behavior is shaped by the patrilocal and extended family 

structure (Allendorf, 2013; Bhatti & Fikree, 2002; Barua & Kurz, 2001).  

 

Husbands’ Role in Women’s Health and Illness Behaviors 

 In this chapter I have discussed the first aspect, which is, husbands’ role in 

women’s health and illness-related behaviors. This aspect is comprised of two issues: 

husbands’ knowledge of women’s health and illnesses, and husbands’ attitudes 

concerning wellbeing and ailments of their wives.  
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 Knowledge of Women’s Health and Illnesses 

 Findings from my research reveal that in the context of knowledge about 

women’s health and illness, actual role performance by husbands in Gautampuri is 

comprised of a lack of awareness. These findings add to the literature on women’s health 

among marginalised groups in India, in particular the south Indian state of Tamil Nadu 

and east Indian state of Bihar, as they assert that husbands have negligible to no 

knowledge about women’s bodies, health and illnesses (Bloom & Griffiths, 2007; Khan, 

2012). Studies on the urban poor groups of central India disclose that leucorrhea in 

women are often deemed by husbands as “not a condition requiring healthcare,” as these 

husbands believe that all genitalia related problems of women “could be resolved through 

personal hygiene” (Barua & Kurz, 2001, p. 60; Sabarwal et. al., 2012). Husbands’ lack of 

awareness is mainly due to the gendered character of women’s health and healthcare in 

Gautampuri community. On the contrary, a few wives are somewhat informed about 

health and healthcare due to their frequent illnesses and consequent encounters with 

medical care institutions. Similar observations have been made by other studies; like on 

the urban poor of Mumbai (formerly Bombay), which reveal that women from these 

communities are more aware about obstetric problems and can identify its symptoms and 

conditions (More et. al., 2011; Mavalankar, Raman & Vora, 2010). 

 As regards ideal role performance by husbands, wives of Gautampuri community 

prefer husbands to be knowledgeable about women’s wellbeing and ailments. Several 

researchers who examine the role of husbands in women’s health within Indian 

subcontinent assert that, “men’s lack of reproductive health knowledge leaves women 

particularly vulnerable, as they are dependent on their husbands and other kin members 
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for most types of health-related decision-making” (Bloom et. al., 2000, p. 247; Shaikh, 

Haran & Hatcher, 2008). Other studies on slums of India add that “men’s low levels of 

knowledge of the danger signs of maternal mortality is also of concern for the health of 

childbearing women” (Bloom et. al., 2000, p. 248; Anthony et. al., 2010). My research 

data supports the aforesaid studies as wives in Gautampuri assert that husbands’ lack of 

medical knowledge adversely affects their health. Women informants add that the 

responsibility of being informed is solely on husbands because they have access to the 

outer world, where as wives face barriers like being restricted to the domestic realm and 

lower levels or absence of formal education.  

 A significant section of studies assert that wives in low-income and marginalised 

groups of India have “minimal to no autonomy about seeking medical care” (Sabarwal et. 

al., 2012, p. 44; Pallikadavath et al., 2004). Furthermore, findings on northern India 

reveal that “husband or elder male members of the family” decide where or to which 

clinic women should be taken. Women have “no freedom in such matters,” and in many 

instances uninformed husbands make these decisions which turn fatal for their wives 

(Khan, Khan & Mukerjee, 1997 in Population Council, 2004, p.44; De Costa & Diwan, 

2007). My study is consistent with the aforesaid conclusions, as in Gautampuri 

community, customarily fathers-in-law make final decisions regarding healthcare; and 

decisions made by uninformed fathers-in-law are detrimental for the wellbeing of their 

daughters-in-law. Consequently, while articulating ideal role performance, these wives 

affirm that older husbands (who are also fathers-in-law) should also be knowledgeable 

about women’s health and ailments because it is vital for the wellbeing of their 

daughters-in-law. 



 

193 

 

 According to my findings, there is another essential reason why women 

informants deem that older husbands/fathers-in-law should be well-versed about 

women’s health and ailments. Due to Gautampuri community’s tradition of distance-

maintenance and culture of restricted communication; daughters-in-law are hesitant about 

expressing health concerns to their husbands or husbands’ family members. Data on 

Nepal also show that wives in slums are considerably less likely to discuss health and/or 

family planning with their husbands and/or their families (Mullany, Hindin & Becker, 

2005; Das & Shah, 2001).  

 In my study, women informants affirm that knowledgeable fathers-in-law may 

lessen this hesitation among daughters-in-law; and/or pass on learning to their wives (that 

is, the mothers-in-law) who are also uninformed, and subsequently mothers-in-law can 

update their domestically confined daughters-in-law. My study data regarding the 

importance of awareness among mothers-in-law is consistent with many studies. Data 

from diverse regions of India show that a wife first and foremost “informs both her 

mother-in-law and husband” about symptoms and discomforts (Barua & Kurz, 2001, 

p.56; Wadhwa, Ghosh & Kalipeni, 2012). Other studies conclude that women’s health 

issues receive prompt attention if mothers-in-law agree that it is a condition worthy of 

attention, such as infertility (Allendorf, 2013; Dasgupta et. al., 2013). On the contrary 

health issues, like dysmenorrhea, are not treated with urgency even when acute, because 

many mothers-in-law believe that the symptoms are a normal facet of a women’s life 

(Sabarwal et. al., 2012; Khan, 2012).   

 My research shows that in Gautampuri community there is substantial lack of 

communication between couples regarding women’s health problems. Similar findings 
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are reported by many research on the urban poor of India. They assert that women in 

these communities are unable to control their sexuality, contraceptive and fertility related 

decisions, because of couples’ “limited knowledge of bodily processes” and “limited 

discussion between married couples about sexual and reproductive concerns” (George, 

1998, p.88; Saikia & Singh, 2009). In this context, my data shows that the absence of 

communication is mainly due to the lack of knowledge among husbands, regarding 

women’s health issues. In Gautampuri, fathers are somewhat accessible to their sons, 

regarding matters relating to health and sexuality. Hence, if husbands’ fathers have 

knowledge about women’s health, then they can pass that knowledge to their sons (that 

is, husbands). For these reasons, younger wives deem that knowledge of women’s health 

and illnesses is a crucial part within the ideal role performance of both younger and older 

husbands. 

 Attitude of Husbands 

 Data from my research shows that the attitude of husbands is comprised of apathy 

and/or avoidance towards their wives’ illnesses and healthcare concerns, with reference 

to actual role performance. My findings about neglect and low priority of wives’ health in 

Gautampuri is consistent with studies on low income communities in developing 

countries, as they correlate poor health of wives with patrilocal and extended family 

structure (Allendorf, 2013; Saikia & Singh, 2009). Many researchers note that wives in 

such families of India are more susceptible to infections and diseases (Barua & Kurz, 

2001; Peters et al., 2002; Jejeebhoy, 2004). This is due to several reasons, for example, 

families are less likely to invest in prenatal and maternal healthcare for their daughters-
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in-law (Mullany, Hindin & Becker, 2005), and they may receive less food and/or less 

nutritious food (Parkar, Fernandes & Weiss, 2003).  

 Women informants articulate the apathy in husbands’ attitudes by evoking 

Gautampuri community’s beliefs about themselves (that is, the lowly community) vis-à-

vis the high communities of New Delhi city. Comparable to my findings about women’s 

interpretations of their husbands’ attitude, other studies on women’s narratives about their 

health, note that women in low income communities of India articulate 

wellbeing/infirmity in terms of their environment and social contexts (Rashid, 2007; 

Nahar, 2010). For example, in slums of Mumbai (formerly Bombay), women emphasize 

the “concept of tension,” which refers to a “broad range of subjective distress” 

originating from marital strains, challenges of motherhood, financial stress and so on. 

Tension is a common metaphor for articulating the physical, psychological and social 

problems of women in slums (Parkar, Fernandes & Weiss, 2003, p.304; Wadhwa, Ghosh 

& Kalipeni, 2012).  

 In the context of husbands’ attitude, a major finding as regards actual role 

performance is that, husbands in Gautampuri do not routinely enquire about their wives’ 

wellbeing. Husbands claim that it is unnecessary since they are convinced that their wives 

immediately inform, in case they are unwell. Moreover, in accordance with illness beliefs 

in Gautampuri, as long as wives are not bedridden and carry on their everyday tasks, 

husbands presume that they are not unwell. My finding as regards the above-mentioned 

attitude of husbands is consistent with other studies on familial customs; as findings on 

rural areas of northern India reveal that, “husband should not take too much notice of his 
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wife’s complaints” is a common belief among families (Derne, 1994, p. 216; Patel, 1999; 

Fernandez, 1997).  

 In the context of ideal role performance, women informants define husband’s 

attitude about health and illness concerns of wives, in terms of sensitivity and 

engagement by husbands. A prominent stance of women informants is that husbands 

should regularly enquire about their wives’ wellbeing, regardless of whether they are 

unwell. My research shows that this stance is profoundly connected to a particular 

health/illness behavior of these wives, namely underreporting of ailments and symptom. 

Surveys on women’s health among rural areas and urban poor of India indicate that two-

third of wives (and women in general) who face various gynecological problems do not 

report it to anyone, because they believe that reproductive problems were a normal aspect 

of being a woman and/or giving birth (Barua & Kurz, 2001; Khan, 2012). However 

unlike the women in these studies, many wives of Gautampuri community intentionally 

conceal ailments/symptoms, due to reasons such as scarcity of resources. 

 My research reveals that wives suppress or intentionally neglect symptoms also 

due to reasons stemming from husbands’ family and familial customs of Gautampuri 

community; as husbands’ family tends to view reporting by daughters-in-law as an 

exaggeration or desire for evading household chores. Similar observations are made by 

other researchers, as among the rural groups and urban poor of northern and western 

India, husbands’ family members, particularly mothers-in-law, assert that “minor illness 

in their daughter-in-law was escapism to avoid household work” (Barua & Kurz, 2001, 

p.56). They reason that their daughters-in-law’s complains are due to “carelessness or a 

pampered lifestyle” in their natal homes, which have made them “incapable of coping 
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with a little extra physical exertion in their husbands’ household” (2001, p.56; Mullany, 

Hindin & Becker, 2005; Goswami & Kedia, 2010).  

 In my study women informants disclosed that increased reporting will be 

criticised because in Gautampuri community, wives are expected to be strong, tolerant, 

and resilient; which adds to a large segment of the literature on women’s health-seeking 

behavior in India. For example, “young women” living in rural areas, “feel 

uncomfortable asserting their needs out of a desire to be an obedient daughter-in-law” 

(Allendorf, 2013, p. 856; Saikia & Singh, 2009). Thus, the abovementioned attitude of 

husbands (of not regularly enquiring about wives’ health), coupled with wives’ tendency 

of underreporting and/or suppressing symptoms, becomes a detrimental cycle that leads 

to the intensification of women’s illnesses. Consequently, while articulating ideal role 

performance by husbands as regards attitude concerning health and illness of wives, 

women informants point out that husbands should enquire about their wives’ wellbeing 

on a daily basis, irrespective of their perceived physical condition.  

 Hence, to conclude, I have discussed my findings about husbands’ role in 

women’s health and illness-related behaviors; which entails husbands’ lack of knowledge 

of women’s health and illnesses, and husbands’ attitudes concerning wellbeing and 

ailments of their wives. In the next chapter, I explain husbands’ role in the utilisation of 

medical care by women of Gautampuri community. 
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Chapter Eight: Role of Husbands in Utilisation of Medical Care 

 

 In the preceding chapter, I discussed the first aspect within the role of husbands in 

women’s health-seeking behavior. In continuation, in this chapter I discuss the second 

aspect, which is, husbands’ role in the use of medical care services by women, in 

Gautampuri community. As previously explained, medical care use refers to the actual 

use of institutional and professional medical care services. In the context of this aspect, 

my research reveals three prominent topics: decisions concerning wives’ medical-care, 

medical treatment of wives, and, wives’ household tasks during illnesses. Furthermore, 

parallel to the preceding chapter, I discuss these topics through the framework of actual 

role performance vis-à-vis ideal role performance by husbands.  

 

Decisions concerning Wives’ Medical care in Gautampuri 

 There are several types of medical care facilities available to Gautampuri 

community, with varying costs, and practitioners with varying degrees of expertise. 

Given that monetary resources are limited in Gautampuri community, decisions regarding 

seeking effective and affordable medical care are a regular and crucial element in the 

lives of my informants. This means that decisions concerning wives’ medical care is a 

significant part of husbands’ role in the use of healthcare services by women (FN: Oct 13, 

09).  
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 Actual Role Performance by Husbands  

 With regards to decisions concerning women’s medical-care, my observations as 

well as data from focus groups reveal that actual role performances of husbands consist 

of husbands’ influence on all matters pertaining to their wives’ access to healthcare 

services. However, I also noted that the extent of the involvement of husbands and/or the 

impact of husbands’ influence on their wives’ healthcare decisions is different in every 

case (FN: Oct 04, 09). For example, in the women’s focus group, informants like Mumtaz 

asserted that not only do their husbands entirely shape the decisions regarding their 

medical care; they do so even when the impact of those decisions is detrimental for their 

wives’ wellbeing and bodies. In order to explain the extent of husbands’ influence, 

Mumtaz cited the case of reproductive choices that are shaped by husbands, and which 

are adverse for these women. For instance, those pregnancies which wives do not desire 

as they might not be physically and/or psychologically prepared, or prenatal/childbirth 

strategies which are not in the best interest of these women (FN: Oct 03, 09). In this 

context, Mumtaz affirmed:   

It is because of the husbands, that we [wives] have formed this household … it is 

only because of them [husbands] that we [wives] beget a child … now because of 

him, we kill [damage] our bodies too [agitated; others nod in agreement]! (Mumtaz, 

FGW) 

 

Using the aforesaid case, Mumtaz stated that just like following adverse reproductive 

choices, wives like her unquestioningly follow their husbands’ judgments, including 

adverse ones, regarding their medical care. This is because in their community this is 

what is expected from wives, given that in their marital traditions, wives submit every 

aspect of their lives to their husbands’ approval and decision-making abilities, including 
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healthcare-related decisions. Hence, according to wives like Mumtaz, husbands’ actual 

role performance embodies husbands’ influence on decisions concerning wives’ medical-

care, because it is simply an extension of the traditional marital beliefs of their 

community,  (FN: Oct 03, 09). For this reason, Mumtaz asserted: 

That is how it happens in the world [in our community], we [wives/women] have 

had ours [pregnancies/childbirths] like this, our children [daughters] will do like 

this, our parents [mothers] have done similarly. (Mumtaz, FGW) 

 

Even though Mumtaz was displeased with her own and other wives’ compliance with this 

tradition, she believed that this behavioural pattern is unchangeable and inevitable; given 

that this has been the accepted situation in their community for generations (FN: Oct  04, 

09).  

 On the other hand, while articulating husbands’ actual role performance, many 

wives reported that although their husbands do shape their healthcare decisions, they do 

not do so overwhelmingly; thus their husbands’ influence do not have as much of an 

impact on their health as what was reported by wives like Mumtaz (above). Furthermore, 

these wives discussed several factors which determine how and when their husbands 

influence their healthcare decisions (FN: Oct 05, 09). For example, in the interview, 

Susheela claimed that her husband shapes the decisions about her medical care only if she 

has a ba-dee bee-maa-ree or major ailment (discussed previously), but not during maa-

mu-lee bee-maa-ree or minor ailments (FN: 04/10/09); which is why she mentioned: 

Only if the ailment is too serious [I seek advice from my husband] … otherwise for 

something minor, then we [wives] tackle it ourselves. (Susheela) 
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However, for wives like Ganga, the condition was quite different as her husband 

influences her healthcare-related decisions only when she suffers from minor ailments, 

but not during major ailments. In the interview, Ganga stated:  

Well, for maa-mu-lee bee-maa-ree [minor ailments] it is the husband who decides 

what to do in terms of treatment, but for something very serious, like ba-dee bee-

maa-ree [major ailment] then the whole family discusses the matter …..for 

example, my saas [mother-in-law] is consulted or the extended kin’s opinion is 

taken. (Ganga) 

 

Hence, for wives like Ganga, in the case of their major ailments, husband’s whole family 

engages in the decision-making process; and husbands are not the main influence since 

elders such as the husband’s parents take the lead (FN: Oct 11, 09). Other wives added 

that with regards to decisions concerning wives’ medical-care, their husbands’ actual role 

performance includes husbands’ influence, but only regarding the monetary resources, 

and not for any other matter concerning wives’ medical care (FN: Oct 04, 09). 

 Ideal Role Performance by Husbands  

 As per my observations, focus-groups and interviews, while articulating ideal role 

performance of husbands with regards to decisions concerning wives’ medical-care, 

divided opinions emerged amongst the women, as well between women and men (FN: 

Nov 03, 09). To illustrate, in the focus-group, around half of these wives affirmed that 

ideal role performance of husbands entails husbands’ involvement in decisions 

concerning wives’ medical-care. For example, wives like Kangna stated:  

If I tell you the truth, we cannot go to the doctor [on our own/without our husband’s 

consent] [many nod in agreement]. When I have pain [ailment], I ask my husband 

[seek permission about what to do next]. (Kangna, FGW) 
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What is noteworthy is that even though Kangna indicated that wives should heed their 

husbands’ advice for decisions concerning their medical care, she did not provide a direct 

affirmation. Instead, she gave a circuitous discourse – that is, wives of her community, 

typically, will not seek healthcare without their husbands’ permission (FN: Oct 03, 09). 

This indirect discourse from Kangna points to the fact that, in the context of  husbands’ 

ideal role performance, wives like Kangna are not sure whether their aforementioned 

opinion, about husbands shaping the decisions concerning their wives’ medical care, is 

genuinely their own choice or not. This is because wives of Gautampuri community are 

expected and used to doing only those things that are approved by their husbands. 

According to wives like Kangna, this is rooted in their traditional customs  which shape 

their actions as well as it is also the quintessential character of women of Gautampuri 

community, and therefore wives have no option of behaving otherwise (FN: Oct 04, 09). 

 Conversely, while articulating ideal role performance of husbands, the other half 

in the women’s focus-groups asserted husbands’ detachment, with respect to decisions 

concerning wives’ medical-care (FN: Oct 05, 09).  However, these women were not vocal 

about their opinions, and only a few informants were outspoken. For instance Mala 

disagreed with wives like Kangna (above), and asserted that unlike many other wives in 

their community, she placed more importance on her health than on her community’s 

conventional expectation that she has to seek her husband’s advice in all decisions of her 

life, including healthcare-related matters (FN: Oct 06, 09). That is why, in the focus 

group Mala mentioned:  

Tell me something, brother [Alekhya], if I am unwell or my head is tearing up 

[headache], I have durd [pain] in my stomach, I have ju-laab [diarrhea] … [in such 

a condition] do you think I would call my husband, saying ‘please get me some 
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medications, come over, as because only after seeking advice from you I will go [to 

seek healthcare]!!??’ [mockery in speaking manner/loud laughter from others] I am 

the one who has to oversee whether I am living or dying; if I am dying, then I am 

the one who has to run over to the doctor’s clinic. I will proceed [on my own/to 

seek medical care], I will leave my husband behind [will not care about his opinion. 

Ridicule evident in speaking manner and loud laughter from others]. (Mala, FGW) 

 

I also noted that there was a hint of disdain in Mala’s tone while speaking, and during 

Mala’s statements other participants in the focus group reacted with loud laughter. Mala’s 

statement and her contempt were an instance of defiance against the traditional authority 

of husbands, and she was one of the few wives who were so bold in public. Moreover, 

Mala is a mature wife, yet she did not care about social pressures; whereas in Gautampuri 

community, it is usually the older generation who steadfastly supports conventional 

practices no matter what, and particularly so in public spaces like this focus group. Many 

women participants wanted this defiance to be out in the open but were not daring 

enough to do so themselves; hence, through their outbursts, they expressed their tacit 

support for Mala’s opinion (FN: Oct 03, 09).  

 The laughter of these wives that accompanied Mala’s statement also highlights 

another underlying subject, which is, even though many wives may not want their 

husbands to shape the decisions about their healthcare, such opinions are never conveyed 

explicitly in Gautampuri community. Publicly, a consensus is maintained in accordance 

to what wives like Kangna (above) have mentioned (that is, women should heed their 

husbands’ advice). This is because these wives do not want to challenge their husbands’ 

authority, particularly in public, since it is considered disgraceful in their community. 

Nevertheless, by the end of the focus group discussions, it was clear that in the context of 

the decisions regarding wives’ medical care, more than half of the wives disagree with 



 

204 

 

their traditions, even if they may not overtly express it. Hence, the amusement among 

these wives was a symbolic collective affirmation that their defiance of their traditions is 

neither an anomaly nor a secret. However, I also noted that most of the aforesaid wives 

do not desire a total detachment of husbands; instead they envisaged a limited 

involvement from husbands in their wives’ healthcare decisions (FN: Oct 07, 09).  

 In the case of men informants there is a consensus, as my research reveals that 

while articulating husbands’ ideal role performance, all men affirmed husbands’ full 

involvement with regards to decisions concerning wives’ medical-care. In the focus 

groups and interviews, husbands justified their opinions through their perceptions of their 

community’s spousal norms, the nature of rights and responsibilities within marital 

relations, and sheer pragmatism (FN: Oct 05, 09). For instance, in the focus group, 

husbands like Mool Chand stated that husbands’ influence on women’s healthcare-related 

decisions should not be viewed as an obligation forced on the wife; instead, it should be 

interpreted as an exclusive right or entitlement that she holds over her husband. The 

following was Mool Chand’s response in the focus group: 

Do you think it is necessary that your wife should first and foremost seek your 

advice for matters and decisions regarding her healthcare? (Alekhya) 

 

Yes! It is her [wife’s] hakk [right] ... especially her right [emphasising] and no one 

else’s. (Mool Chand, FGM) 

 

As per Mool Chand’s opinion, the husband should accordingly honour this right by being 

responsible and dutiful regarding his wife’s medical care. According to husbands like 

Mool Chand, these rights and responsibilities are central to their community’s definition 

of marital relationship (FN: Oct 08, 09).  
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 Other husbands like Lalit Kumar asserted that as per the familial customs of 

Gautampuri community, apart from husbands, wives cannot discuss their health-related 

matters or seek advice with anyone else, especially outsiders; which is why he claimed: 

It [seeking husband’s advice/permission] is indispensable for her [wife], because 

there is no other doast [friend] like me [husband]; she has no other hum-durd 

[sympathiser] like me. We [husband and wife] have come together only for forming 

a new household, so why shouldn’t she ask me? Who else she can take guidance 

from? How can she check with the neighbours [outsiders] for health matters? As 

because this matter is ‘ours’, it is an issue that is only between her and me.... can 

the pa-roa-see [neighbours/outsiders] solve our problems, or share them or give us 

something to solve it [others nod in agreement]? (Lalit Kumar, FGM) 

 

In the focus group, Lalit Kumar added that a wife must seek advice about healthcare 

matters from her husband, because in their community, the only true companion of a wife 

is her husband. Lalit Kumar further asserted that if the wives were to select healthcare 

sources without any guidance or advice, especially from their husbands; then there is a 

strong possibility that something adverse may happen to them, specifically because the 

wives of Gautampuri community are uninformed and lack exposure to the outer world, 

including institutions of medical care. Hence, according to husbands like Lalit Kumar, in 

the context of husbands’ ideal role performance, husbands shaping the decisions 

concerning wives’ medical-care, is only logical and pragmatic (FN: Oct 17, 09).  

 Men informants’ articulation of husbands’ ideal role performance, as well as 

rationale and justifications (discussed above) for husbands shaping the decisions 

concerning wives’ medical-care, were challenged by some wives. To illustrate, in 

women’s focus group I shared the opinions from men’s focus groups, such as husbands’ 

involvement in decisions concerning wives medical-care is only logical and pragmatic, 

because wives are restricted to the domestic realm and therefore are unaware about 
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matters of medical care. Wives like Mala counter-argued that, while it is true that wives 

of Gautampuri community have very little awareness about healthcare; based on their 

actual role performance, husbands influence and involvement is equally worthless as well 

as inconsequential. This is because, even though their husbands are acquainted with the 

outer world, nonetheless like any typical husband from chhoa-tay loag or a lowly 

community, their husbands have very little to almost no knowledge about healthcare-

related matters, exactly like the wives in Gautampuri community (FN: Oct 08, 09). 

Consequently, Mala reacted with sarcasm and declared: 

What advice! What involvement [are the husbands talking about]??!! [Loud 

laughter from the others]. (Mala, FGW) 

 

The wives in the focus group also considered this claim made by husbands (that is, 

husbands are capable of advising about women’s healthcare-related matters) as so very 

artificial that it bordered on being a farce; hence caused the loud and mocking laughter, 

as well as the disdain in Mala’s manner of speaking, during the focus group discussion. I 

also noted that older men, who were fathers-in-law, were also unaware. Yet as elders of 

the family, often they decided medical care of their sons’ wives, which was fully 

supported by their sons (FN: Oct 08, 09). 

 With respect to husbands’ ideal role performance, in women’s focus group, I 

conveyed another opinion from the men, that is, involvement of husbands in any decision 

concerning women’s lives (including medical care) is a wife’s right over her husband, 

and her husband’s duty towards his wife; which is in accordance with the traditional 

marital norms of Gautampuri community. These wives disputed these claims from men, 

by citing the actual role performance of husbands, and affirmed that husbands in their 
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community are neither empathic nor concerned about their wives’ wellbeing, and are 

typically uninterested in the process of addressing their wives’ illnesses. For instance, in 

the focus group Mala conveyed about their lackadaisical husbands by mimicking the 

characteristic indifferent speaking manner between the couple, while they discuss the 

healthcare problems of the wife (FN: Oct 07, 09). In this regard Mala stated: 

we [wives] just ask for the money [and nothing else] … [we tell our husbands] 

‘either give us money or take us to the medical care’ [mimicking a manner of 

talking that clearly reveals indifference]… they [husbands] give us the money, then 

we go to seek treatment on our own … since we are the ones who are affected by 

this durd [‘pain’/suffering/ailment], not our husbands. (Mala, FGW) 

 

Mala and other wives claimed that even though husbands are involved in decisions 

concerning women’s medical-care, husbands’ contribution to healthcare-related decisions 

of wives is quite limited, in the context of husbands’ actual role performance. 

Nevertheless, in spite of the fact that husbands have almost no knowledge about 

healthcare, or that husbands are apathetic about the decisions concerning their wives’ 

medical care, Mala contended that wives in Gautampuri community have no other option 

but to accept husbands’ influence/involvement, as well as obey their husbands (FN: Oct 

07, 09). In this context, Mala stated: 

But then who else can we [wives] consult/seek permission [apart from the husband] 

[others nod in agreement]? (Mala, FGW)  

 

Hence according to wives like Mala, with respect to decisions concerning wives’ 

medical-care, reasons given by husbands, while articulating ideal role performance, were 

invalid. Instead, husbands shape the decisions concerning wives’ medical-care simply 

because as per their community’s norms, in the end, for a wife there is no other option 
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apart from her husband with regards to healthcare-related matters. Another vital reason is 

that, it is typically the husband who pays for his wife’s medical care (FN: Oct 04, 09). 

 

Medical Treatment of Wives in Gautampuri 

 As per my research findings, medical treatment of wives’ is the second major 

topic as regards husbands’ role in women’s healthcare utilisation. According to my 

informants, this topic is comprised of the concrete steps that are subsequent to the 

processes of assessing and deciding about appropriate healthcare, along with tangible acts 

of availing healthcare services. For example, presence during wives’ treatment in 

institutions of medical care, accompanying wives during check-ups in hospitals, 

conferring with the doctors and other medical care professionals, negotiating with 

hospital bureaucracy and medical care institutions, procuring medications, following 

medical regimes, and so on (FN: Sept 15, 09).  

 Actual Role Performance by Husbands  

 According to my informants, husbands’ actual role performance in the context of 

women’s medical treatment, is comprised of husbands’ lack of involvement, such as 

absence in the majority of instances when their wives access healthcare services, both 

locally or far away (FN: Sept 17, 09). In the focus group, these wives gave several 

reasons for the absence of their husbands. For example, Shabana explained that in their 

community, husbands not only face challenging working conditions, but the material 

demands of the household, like arranging for daily supplies and provisions, are fulfilled 

solely by the husbands. This by itself is a daunting task because their families are poor 
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and provisions in a city like New Delhi are costly; thus on a daily basis, husbands face 

the tremendously difficult task of deciding which items to purchase (FN: Sept 19, 09). 

Hence, Shabana claimed: 

We [wives] have to go [to medical care facilities] on our own [since our husbands 

are occupied with work, therefore they cannot accompany us] … here we are sitting 

comfortably, chatting with each other, now we don’t know where he [husband] is, 

whether he is in good circumstances or bad, did any one hurl abuses at him [scold 

him at work], did he have his food; and in the evening [when he comes back from 

work, we tell them] ‘there is no pepper [spice] at home, there is no flour, tomorrow 

the cooking gas [cooking fuel] is going to end up!!’ … who can suffer such 

burdens? Yes, husbands have to endure [bear] all of this, wives don’t have to 

endure all this (Shabana, FGW). 

 

 Similarly, wives like Susheela conveyed that when they go to healthcare facilities 

it is not that they do not want their husbands to accompany them, or that their husbands 

do not intend to accompany. However, husbands are unable to do so as they are away 

from their households for prolonged periods due to their work; because most husbands of 

Gautampuri community are daily-wage labourers and consequently outside for sixteen to 

eighteen hours a day (FN: Sept 26, 09). In this context, Susheela mentioned: 

Well, if they [husbands] are there at that moment [when we are unwell], then they 

can take us to healthcare facilities; but if they are not there in the first place [as they 

are away for their work], then how can they accompany us? … They do have a lot 

of responsibilities [due to their work], a lot of responsibilities from the outside 

world; don’t they have to fulfill those responsibilities? (Susheela, FGW) 

 

Shabana further added that husbands in Gautampuri community also shoulder the 

responsibility of future expenses like children’s marriages, and since it is a sizeable 

financial burden, most husbands spend their entire lives being considerably bothered 

about this matter. In this regard, Shabana mentioned: 

Everything [material needs of the household] is weighed down on him; and then he 

has to arrange for our children’s marriage [others nod in agreement]! (Shabana, 

FGW) 
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Therefore, according to wives like Shabana and Susheela, in daily reality this added task 

of accompanying wives while they access medical treatment is generally excluded from 

the duties of most husbands of Gautampuri community. And hence, owing to the 

aforesaid reasons, husbands’ lack of participation signifies their actual role performance, 

in the context of women’s medical treatment (FN: Sept 08, 09).  

 Ideal Role Performance by Husbands  

 With regards to women’s medical treatment, my observations, focus-groups, and 

interviews, reveal that there are disagreements between women in their articulation of 

ideal role performance of husbands (FN: Nov 03, 09). In the focus-group, around half of 

these wives affirmed husbands’ detachment vis-à-vis women’s medical treatment, while 

articulating husbands’ ideal role performance. In the focus groups, these women gave 

diverse rationales and claimed that husbands accompanying wives during their medical 

treatment is not necessary (FN: Sept 26, 09). To illustrate, some wives claimed that 

husbands in Gautampuri community have a considerable workload; which is why they 

did not want husbands to be entangled in matters of their healthcare, since that would 

increase the burden with which husbands are already struggling (FN: Sept 28, 09).  

 However, another segment of wives gave a differing rationale than the 

aforementioned one. For instance, wives like Ganga affirmed that they did not want their 

husbands to perform any other task with regards to their medical care apart from earning 

money, which they consider as the foremost contribution of a husband. Ganga justified 

her point by arguing that since most husbands in Gautampuri community are daily-wage 
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labourers, they get remunerated on a daily basis. Hence, a leave of absence for 

accompanying wives to medical appointments would mean no wages, and therefore no 

treatment; which is why Ganga affirmed: 

That [husbands giving money for medical treatment] is a lot [more than enough] … 

if he does not even give that [money], then there will be no medical treatment, if he 

does not earn, then there will be no money [and as a result there will be no medical 

treatment for the wife], if he always accompanies me [when I seek healthcare], then 

who will go for work [who will earn the livelihood]? (Ganga, FGW) 

 

This is why, for wives like Ganga, any degree of husband’s presence during her medical 

treatment is inconsequential to her health status, if there are no financial resources in the 

first place (FN: Sept 08, 09).  

 A few wives supported the viewpoint of wives like Ganga (above), but the 

connotation of their rationale was entirely opposite. To corroborate, informants like Mala 

declared that if their husbands provide just the financial support for their medical 

treatment, it is more than enough for wives like her; hence they do not want anything 

additional from their husbands, such as accompanying them to medical care facilities 

(FN: Sept 11, 09). In this context, Mala averred: 

Well, if I get the money [for my medical treatment], then that is enough! [husband 

need not accompany me] [loud laughter from others]. (Mala, FGW) 

 

Here, although at the manifest level, Mala’s claims may seem like an expression of 

gratitude towards their husbands; underneath, it is in fact a taunt, which she symbolically 

expressed through her speaking tone, causing the loud laughter from others. She used 

sarcasm to imply that, with reference to the actual role performance, husbands in 

Gautampuri community do so little for their wives’ healthcare that even something as 
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basic as the provision of money is labelled as more than enough by these wives (FN: Sept 

12, 09). 

 On the other hand, the rest of the wives in the focus groups asserted that ideal role 

performance of husbands is comprised of husbands’ involvement during women’s 

medical treatment. As an example, these wives pointed out that husband’s presence is 

vital while their wives access medical care in healthcare institutions. These wives gave 

several reasons behind their preference; for instance, because of low levels of formal 

literacy, wives from Gautampuri community often fail to understand instructions from 

medical care personnel. Another reason is, given that most wives in Gautampuri 

community are confined to the domestic realm, they find the outer world (including 

medical care establishments) considerably intimidating, which acts as a barrier for these 

women’s access to medical care. Lastly, due to the incomprehensible bureaucracy of the 

public medical care system in New Delhi, these wives find it difficult to negotiate these 

healthcare facilities (FN: Sept 16, 09).  

 The abovementioned divergent opinions from the wives, regarding their 

husbands’ ideal role performance, also highlight the differences in these women’s 

perceptions of spousal responsibility. I noted that women informants do not have a 

homogeneous definition of zim-may-daa-ree or responsibility/obligation of a husband; 

and what constitutes spousal responsibility is a debated matter, since it has different 

connotations for different women. For instance, as is evident from the above statements, 

spousal responsibility, with respect to wives’ medical treatment, may sometimes refer to 

comprehensive participation (such as actual physical presence). Whereas in other cases, 
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spousal responsibility may denote a guarantee of resources, which even though means 

limited participation of husbands, it is crucial nonetheless (FN: Sept 10, 09). 

 As for the husbands, in their focus group they unanimously avowed husbands’ 

involvement during women’s medical treatment, with reference to the ideal role 

performance by husbands. As an illustration, these husbands pointed out that if the 

medical care establishment is outside their locality, then husbands should definitely 

accompany their wives, when they are seeking medical care (FN: Sept 18, 09). In this 

regard, husbands like Vikram argued that if they do not accompany their wives, then due 

to their wives’ minimal acquaintance with healthcare establishments, lack of adequate 

formal literacy to understand instructions from doctors, and so on; their wives’ health 

condition could become worse rather than getting any better. Furthermore, when the 

health of their wives is quite critical (such as during late term pregnancy, a serious 

ailment, or a grave injury), their wives’ unfamiliarity with the city of New Delhi, which is 

vast, impersonal and where no one will assist their wives, may result in a tragic outcome, 

like their wives’ death. For these reasons, Vikram stated:   

It is wrong if he [husband] thinks that he will give money and she [wife] will seek 

treatment on her own. What if she dies; then what will he do with that money? Say 

if I give her the money and her health condition becomes serious [critical], then 

where will she go? Money is useless then. When people get married, the husband 

and wife form a sun-ga-thun [partnership]; previously they were dual [two 

individuals], now they are single [Others nod in agreement] (Vikram, FGM). 

 

Hence, Vikram and other husbands contended that when their wives access medical care, 

husbands should be present so as to avoid the aforesaid risks (FN: Sept 16, 09). 

 Other husbands, like Devilal, claimed that if husbands accompany their wives to 

those treatment facilities that are distant, then they can take their children, especially the 
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younger ones, with them; and the husband can oversee them while the wife is receiving 

medical care. Devilal explained that finding adequate childcare in Gautampuri 

community can be a major barrier for use of healthcare by their wives. This is because if 

husbands do not accompany their wives, then wives are forced to leave their children in 

the community, often unattended. This makes these wives extremely reluctant to visit 

competent medical care facilities, like Safdarjung hospital, which are far away from 

Gautampuri community (FN: Sept 16, 09). For this reason, in the focus group, Devilal 

asserted: 

If wives are ill and husbands merely hand them money, then she has to fetch 

medicines or go to a doctor on her own, [and] she is forced leave the children 

behind at home or drop them at some neighbours’ place ... he [husband] is needed 

in such situations; therefore he should accompany her. (Devilal, FGM) 

 

 Devilal added another concern, which is, owing to lack of experience their wives 

are less competent with regards to handling money, and consequently they can be easy 

targets for corrupt officials in public healthcare facilities or unscrupulous doctors in 

private organisations. This would result in loss of precious monetary resources, and 

hence, Devilal claimed that: 

Moreover, there are some activities, where if women are in charge of spending, 

then money is bound to get overspent [others nod in agreement]! (Devilal, FGM) 

 

Accordingly, Devilal and other husbands deemed that it is only commonsensical that 

husbands should accompany, when their wives seek medical care services. And therefore, 

based on the aforementioned responses, it is evident that husbands’ involvement 

characterises men’s articulation of ideal role performance by husbands, in the context of 

women’s medical treatment (FN: Sept 18, 09). 
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Wives’ Household Tasks during Illnesses in Gautampuri  

 In my research, wives’ household tasks during illnesses emerged as the third 

prominent topic, with respect to husbands’ role in the use of healthcare by women. As per 

my findings, especially from women informants, women’s use of healthcare services is 

acutely affected by the issue of wives’ domestic chores, during illness episodes, while 

undergoing treatment in healthcare institutions, and recuperation period. As I have 

previously explained, in Gautampuri community there is a clear gendered division of 

labour; and domestic tasks (like cooking, raising children, household chores such as 

cleaning, washing, and so on) are distinctly women’s activities. Consequently, when 

wives of Gautampuri community fall ill, especially if they have major ailments and 

therefore are bedridden, or are hospitalised, the foremost impact is on their daily 

responsibilities (FN: June 17, 09). In this regard, informant Mumtaz mentioned: 

[during our illnesses/hospitalisation] there is no one to do our work, no one does 

our household chores [others nod in agreement] …. cooking, washing clothes, the 

whole household’s chores gets stalled. (Mumtaz, FGW) 

 

 Other wives like Ganga contended that as per their familial values and customs, 

keeping the household functioning as well as tidy is the upmost duty of a wife. Thus, 

even if there are other female members in the household who can do these chores, Ganga 

claimed that the final responsibility is solely on the daughter-in-law. That is why in the 

focus group Ganga asserted: 

Even if there is someone to help, nonetheless we are very concerned about our 

domestic tasks and home … what are my children eating? What are they wearing? 

How will our children go to the schools, how will our husbands go for work? We 

are constantly bothered, even if we try not to worry, we will still be exceedingly 

concerned. (Ganga, FGW) 
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Furthermore, in Gautampuri community, the disgrace and blame for a household in 

shambles is placed exclusively on the daughter-in-law, which is why Ganga added: 

Moreover it also does not look good [shameful] if the chores have not been 

finished; which is why I do them. (Ganga, FGW) 

 

Therefore, for Ganga and other wives in my study, even though illness may render them 

incapable of doing their daily tasks; in reality, cessation of household tasks is not a 

plausible option for a wife (FN: June 02, 09). Hence, according to these wives even 

during serious ailments, household tasks is a major liability for them, as well as a barrier 

for their use of healthcare services (FN: June 17, 09).  

 Actual Role Performance by Husbands  

 With respect to the issue of wives’ household tasks during their illnesses, 

treatment, and recuperation, husbands’ lack of contribution reflects the actual role 

performance by husbands. Women informants informed me that even during severe 

medical conditions (like advanced pregnancy), the wives of Gautampuri community (and 

particularly daughters-in-law), carry on their domestic duties. These wives claimed that 

receiving help from husbands for domestic duties is simply not a realistic expectation 

(FN: June 19, 09). Other wives like Shabana asserted that, even if husbands do decide to 

get involved in domestic chores during their wives’ ailments, it is completely up to their 

husbands’ fancy. In the context of their husbands’ actual role performance, husbands may 

choose not to help, or help in a limited way; hence, having a steady expectation that 

husbands will always help is impractical. For that reason, Shabana remarked: 

Yes, we should not have too much expectation from them [husbands] [others nod in 

agreement]. (Shabana, FGW) 
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Consequently, wives like Shabana argued that this help from husbands can never be a 

demand from wives, but rather something that will always be totally dependent on their 

husbands’ prerogative (FN: June 03, 09). 

 Similarly, while recounting experiences of pregnancy and childbirth, these wives 

reported that their household chores were acutely affected, and most of them had to 

somehow continue their daily routines right until the point of childbirth as well as soon 

after delivery (FN: June 02, 09). In this context, wives like Kangna stated: 

All on my own, even if I was giving birth tomorrow, I would still work till today, 

everything on my own ... if there is no one around; then who will do all this 

[chores]? As a result I had to do everything [during pregnancy] on my own. 

(Kangna, FGW)  

 

In the focus-groups, mature wives added that in the past, even though mothers-in-law 

could tackle household tasks during their daughters-in-law’s infirmities like advanced 

pregnancies, it was expected that daughters-in-law would carry on doing their daily 

chores regardless of their health condition. In this regard, Kamla claimed:  

Everything [household chores] on my own … for example, I had my baby in the 

morning [and] by evening I was doing my duties… bathing the child, cleaning him, 

drying him, putting him to sleep. No one was there to assist me [others nod in 

agreement]. (Kamla, FGW) 

 

According to Kamla and other wives, as per Gautampuri community’s norms, an ideal 

daughter-in-law shows toughness and resilience in all situations, and complaining about 

discomforts (due to ailments or pregnancy) is considered improper (FN: June 05, 09). 

Therefore, based on my findings, it is clear that husbands do not contribute to household 

chores during their wives’ illnesses and/or hospitalisation. Furthermore, in many cases, 

even women member of husbands’ family do not contribute as well. Moreover, due to the 

customs and norms of Gautampuri community, these wives feel compelled to carry on 
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their tasks, which becomes a barrier of these women’s use of healthcare, as well as their 

recuperation after illnesses (FN: June 12, 09).  

 Ideal Role Performance by Husbands  

 According to my research findings, women informant unanimously asserted 

husbands’ participation, while articulating ideal role performance of husbands, with 

respect to wives’ household tasks during their illnesses. In the focus group these wives 

collectively claimed that during the phases of their wives’ ailments, and conditions like 

advanced pregnancy, husbands should share and assist in household chores (FN: June 22, 

09). For instance, wives like Aarti mentioned that: 

If the wife is ill, then he [husband] should help her … if she has some prolonged 

[chronic] illness or any other trouble, then he should assist her all twelve months 

[throughout the year/constantly] (Aarti, FGW) 

 

In this context, a noteworthy point is that these wives were not opposing their traditional 

gender and marital roles whereby during regular daily life, husbands are not expected to 

have any part in the domestic sphere. However, during extraordinary circumstances, like 

severe illnesses or before and after childbirth, these wives argued that there should be an 

exception to their conventional practices; especially if a particular ailment or bodily 

condition makes these wives immobile or bedridden (FN: June 28, 09). According to my 

findings, these wives gave several reasons for their aforesaid opinion, which also furnish 

insight into these wives’ perceptions and interpretations of work, gender roles, 

conjugality, and spousal responsibility (FN: June 12, 09).  

 To illustrate, in the focus group, several wives emphasised that the main reason 

why their husbands are able to smoothly carry out their occupations is that, the husbands 
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are supported by their wives through their nonstop execution of household chores 

(especially cooking and cleaning). Therefore, it is only reasonable that during illness, 

husbands should contribute to their wives’ household chores, so that wives can recuperate 

and/or access healthcare services without feeling any domestic restrain. These women 

added that wives’ domestic work is taken for granted by their husbands and the 

community, instead of being understood as valuable labour. In this context, wives like 

Ganga affirmed: 

Let them [husbands] not help us, then they will starve … when we make roa-tee 

[flatbread/food] for them, only then they can eat [get food]. (Ganga, FGW) 

 

Thus, according to Ganga, in their community given that most husbands have negligible 

capability of doing household tasks like cooking; when wives’ debility would disrupt the 

smooth functioning of the household (like when meals are not cooked), maybe then their 

husbands would realise the value of their wives’ domestic contributions. Moreover, this 

may also push their community to rethink husbands’ role vis-à-vis household chores 

during their wives’ illnesses (FN: June 26, 09).  

 Similarly, other wives in the focus group asserted that, in their community, even 

though the work that their husbands (or men in general) do is considered superior and 

monetarily valuable than the domestic chores of the wives, nonetheless these wives 

deemed that the tasks of wives are no less important or arduous. In this regard, Susheela 

and Mala stressed that:  

When you are unwell or pregnant, why should husbands assist you in domestic 

chores? Especially when he fulfils his role as a provider, why should he take this 

responsibility? (Alekhya) 

 

Well, in that case we can also say that we work too … cook food for them 

[everyday], we massage their [husbands’] legs. (Susheela, FGW)  
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So what?? …. Even we [wives] give them [husbands] washed clothes … 

continuously make them good food [others nod in agreement]. (Mala, FGW) 

 

Hence according to wives like Susheela and Mala, when the wives are unwell and thus 

are unable to do their work, their husbands (and the community) should consider the 

significance and laboriousness of a wife’s work, and therefore, contribute in the 

household tasks of their wives (FN: June 20, 09). 

 While articulating ideal role performance of husbands in terms of husbands’ 

participation in domestic chores during their wives’ illnesses, other wives in the focus 

group gave their rationale by comparing women’s household tasks with their husbands’ 

occupations. To illustrate: 

You know what? Wives should get a holiday [from domestic chores] on Sundays 

[others laugh loudly]! (Ramiza, FGW) 

 

With a sarcastic undertone, informant Ramiza asserted that unlike their husbands’ 

occupation, where there is a respite on Sundays, in their community an average wife 

works incessantly throughout her life without any breaks. Hence, through the 

aforementioned statement, Ramiza was actually raising the issue that why it is unjustified 

to expect some assistance from husbands during the periods of these wives’ ailments or 

recovery. However, by claiming that wives in their community deserve some kind of 

regular break, Ramiza placed wives’ domestic chores at par with their husbands’ 

occupations. In other words, women’s tasks are akin to any paid work done by men, 

which comes with the privilege of a weekly holiday. This statement runs so contrary to 

commonly held beliefs in Gautampuri community (that is, men’s occupations are superior 
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to women’s chores) that there was loud laughter from the other participants (FN: June 24, 

09).  

 In addition, reacting to the opinion of wives like Ramiza, other wives like Kangna 

argued that Ramiza’s statement is nothing more than wishful thinking. In this regard 

Kangna mentioned: 

Let me tell you something … this woman [Ramiza] who is saying that every 

woman should get a holiday on Sundays, she is saying from here [pointing towards 

her heart], she is not saying it from here [pointing towards her head] … much 

before the Sunday starts, she [Ramiza] is already burdened by her upcoming tasks 

for that Sunday [others nod in agreement]. (Kangna, FGW) 

 

Through her comment Kangna contended that in reality, even Ramiza agrees with her 

opinion because Ramiza’s own life is an example that is contrary to her proclaimed 

wishes. Kangna underscored that even though Ramiza is a working woman, after a whole 

week’s work, when she returns home, there is no respite for her because she is still 

expected to fulfill her domestic responsibilities as well. In the focus group, Kangna and 

others used Ramiza’s case as an example, in order to highlight that all the statements 

from these wives about husbands’ ideal role performance, in the context of wives’ 

household tasks during their illnesses/treatment/recuperation, is only at the level of desire 

and can never be a reality in their community (FN: June 19, 09).  

 

Discussion 

 In this chapter I have discussed the second aspect within the role of husbands in 

women’s health-seeking behavior, which is, husbands’ role in the use of medical care 

services by women. According to studies on the urban poor in India, once a community 
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migrates to cities and resides in slums, there is rise in use of professional healthcare 

services by women; instead of self-care, underreporting and neglect (More et. al., 2011; 

Mullany, Hindin & Becker, 2005; Rani & Bonu, 2003). Other researchers conclude that, 

among slum dwellers of Mumbai (formerly Bombay), public healthcare facilities are still 

important; and usage is high if they are accessible and provide quality care. Slum 

dwellers are also able to negotiate and make choices between different types of 

healthcare services available to them, like public and private sources (Nair et. al., 2013; 

Ghosh, Wadhwa & Kalipeni, 2009). My research findings support these conclusions; as 

there are several types of medical care facilities available to Gautampuri community with 

different costs, and practitioners with varying degrees of expertise.  

 Moreover, given that monetary resources are limited in Gautampuri community, 

decisions regarding seeking effective and affordable medical care are vital subjects for 

my informants. These findings augment a large segment of the literature on India; 

because researchers assert that as regards “treatment-seeking behaviours, poorer 

households within the slum settlements frequently mentioned financial constraints as the 

reason behind their choice” (Sakdapolrak, Seyler & Ergler, 2013, p. 141). Additionally, 

travel, waiting and treatment times, and resultant costs, have a “considerable influence on 

the choice of coping options” (2013, p. 144; Suppal & Roopnarine, 1999). In the context 

of husbands’ role in the use of medical care services by women in Gautampuri, my 

research reveals three prominent topics: decisions concerning wives’ medical-care, 

medical treatment of wives, and, wives’ household tasks during illnesses. 
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 Decisions concerning Medical-care of Wives 

 My research observations reveal that in Gautampuri community, actual role 

performance by husbands is comprised of husbands’ influence and participation in all 

matters relating to decisions about wives’ medical care. With regards to decisions 

concerning medical-care of wives, akin to my findings, several researchers assert that in 

impoverished communities of India, most healthcare related decisions (like whether to 

consult medical care professional or not, what type of healthcare to avail, and so on) are 

made by the husbands or their extended family (Ghosh, Wadhwa & Kalipeni, 2009; 

Snell-Rood, 2013). Wives have minimal to no autonomy regarding their use of 

professional medical care, where as “the role of the husband has been noted in decisions 

related to the use of contraception and expenditures for health care” (Barua & Kurz, 

2001, p. 54; Agarwal et. al., 2010).  

 However, my study’s findings also reveal that the extent of the involvement of 

husbands, and/or the impact of husbands’ influence on their wives’ healthcare decisions, 

varies significantly. Comparable to my observations, several researchers have also noted 

that in low income groups of India, besides husbands “other family members dictate 

whether a woman’s condition warrants treatment and what type of care she receives” 

(Barua & Kurz, 2001, p.54; Population Council, 2004; Griffiths & Stephenson, 2001). 

Other studies, such as those in Northern Pakistan, add that husbands have limited 

influence in the decisions of their wives’ medical care. In these communities, “if a 

woman or child falls ill, the elders of the family make decisions about how, where, and 

when they should seek treatment” (Shaikh, Haran, & Hatcher, 2008: p. 751; Mullany, 

Hindin & Becker, 2005). My research data supports these conclusions as in my study 
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some husbands shape healthcare-related decisions, but only for minor ailments of their 

wives. During major ailments husbands’ whole family engages in the decision-making 

process. 

 With respect to ideal role performance by husbands and decisions concerning 

wives’ medical-care, women’s opinions are divided. Half of the women informants 

favour husbands’ detachment with respect to decisions concerning wives’ medical-care; 

as they believe that their wellbeing is more vital than their community’s conventional 

expectation that husbands must shape all decisions of women’s lives. In the literature on 

end use medical care, a substantial segment focuses on lack of autonomy of women in 

marginalised groups of Bangladesh, Nepal, India and Pakistan (Bhatti, Fikree & Khan, 

1999; Ranson, et. al., 2006). However, analogous to my observations, few researchers 

counter argue that “subordinates are sometimes able to challenge the dominant culture;” 

given that “Indian women’s practices also shape the gender order,” since “women have 

been creating bargaining practices within patriarchal frameworks” (Derne, 1994, p.218; 

Ram, 2012). Furthermore, my findings demonstrate the multilayered nature of women’s 

autonomy among low income groups in India; as barring few women informants, most 

are not vocal about the aforesaid opinion. Similar observations are made by other 

researchers; as women in slums of Delhi and Hyderabad cities of India “sought to 

downplay” their opinions about husbands’ involvement, as it is “socially appropriate” and 

it also subordinates husbands’ higher social status (Wadhwa, Ghosh & Kalipeni, 2012, 

p.483; More et. al., 2011).  

 With respect to ideal role performance by husbands and decisions concerning 

wives’ medical-care, the remaining wives affirm husbands’ involvement in decisions 
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concerning wives’ medical-care. Husbands support these women, and they defend their 

opinion through their perceptions of spousal norms and marital rights in Gautampuri 

community. Men informants also assert if the wives were to select healthcare sources 

without any guidance from their husbands, then due their wives’ lack of exposure and 

knowledge, there can be adverse consequences, like loss of valuable monetary resources. 

Comparable to my findings, other studies on women’s use of medical care in Pakistan 

assert that husbands determine “when and where women should seek health care, which 

they deem culturally acceptable,” and wives have no autonomy in this matter (Shaikh, 

Haran & Hatcher, 2008, p.954; Afshar & Alikhan, 2002).  

 Medical Treatment of Wives 

 As per my research findings medical treatment of wives is the second topic, with 

regard to the role of husbands in medical care use by women. This topic encompasses the 

concrete steps that are subsequent to deciding about appropriate healthcare; like presence 

during wives’ treatment in hospitals, accompanying wives for check-ups, conferring with 

doctors, and so on. Many studies report that women in all low income communities in 

Indian subcontinent experience several obstacles regarding use of professional medical 

care (Das & Shah, 2001; Dasgupta et. al., 2013). For instance, according to studies on 

Pakistan, some barriers are cultural, given that in rural areas, “women are not allowed to 

go and seek treatment from government hospitals as there are male doctors present most 

of the time” (Shaikh, Haran & Hatcher, 2008, p.751). Other barriers are institutional, 

consequently wives claim that “it is imperative to deploy more female staff” in public 

medical care facilities, so that women can visit them on their own and not require their 
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husbands to escort them (2008, p. 751; Qureshi & Shaikh, 2006; Afshar & Alikhan, 

2002). Other researchers conclude that the “long distance to health facility” (Contractor, 

2008, p. 158), and “the need for a companion to accompany,” are major barriers in 

accessing proper medical care for women in living in slums of Mumbai (2008, p. 160; 

Garg, Sharma, & Sahay, 2001). My findings are consistent with the aforesaid 

conclusions, as women in Gautampuri also face several obstacles; which is why issues 

concerning actual usage of medical care facilities emerged as a vital topic in my study. 

 In Gautampuri, with respect to actual role performance in the context of medical 

treatment of wives, husbands’ role is characterised by lack of involvement; due to reasons 

such as working far away from their households. Moreover participation of husbands 

while wives access medical treatment is generally excluded from the marital role of men 

of Gautampuri community. In the context of ideal role performance by husbands, men 

informants support involvement of husbands during women’s medical treatment. Other 

researchers have observed similar responses, like in Nepal, where “husbands present a 

mix of paternal attitude and narratives of practicality because they claim that women 

would receive better quality health care if the husband was present or that husbands could 

help to explain the doctor’s recommendations to their wives” (Mullany, 2006, p. 2808; 

Contractor, 2008).  

 Parallel to the afraid findings, in my study men affirm that husbands’ participation 

is necessary; because of reasons such as wives’ lack of experience as regards dealing with 

healthcare establishments, inadequate formal literacy to understand instructions from 

doctors, and so on. In addition, husbands can oversee the children while the wife is 

receiving medical care; which is crucial as inadequate childcare is a major barrier for use 
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of healthcare by women of Gautampuri community. My findings about husbands’ 

rationale is consistent with conclusions by several researchers studying use of medical 

care in marginalised sections of India; as one of the prominent causes of underuse is that 

women “could not leave children and other dependents to travel to the nearest clinic or 

hospital” (Chattopadhyay, 2011, p.130; Saikia & Singh, 2009). 

 In the context of ideal role performance, women informants’ opinions are divided 

with respect to the participation of husbands in their wives’ medical treatment. The 

literature regarding end use of professional medical care reveals that in low-income 

communities of India, Pakistan, Bangladesh and Nepal, women experience multiple types 

of barriers and obstacles (Afshar & Alikhan, 2002; Chattopadhyay, 2012). For example, 

studies on Pakistan report poverty, lack of accessibility, and low levels of formal literacy 

(Qureshi & Shaikh, 2006; Shaikh, Haran & Hatcher, 2008); and data on slum dwellers in 

India disclose that inability to identify symptoms, inadequate mobility, and lack of 

familial support, are the main barriers for women who seek professional medical care 

(More et. al., 2011; Ranson, et. al., 2006). Similarly, around half of the women 

informants in my study claim that because of low levels of formal literacy, they fail to 

understand instructions from medical care personnel; they experience the medical care 

establishments as intimidating; and due to the unsupportive public healthcare system in 

Delhi, they find it considerably difficult to use these institutions. Consequently, these 

wives assert that ideal role performance of husbands is comprised of husbands’ 

participation during medical treatment of women, so that the aforesaid barriers faced by 

them are reduced.  
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 Other researchers examining barriers to women’s use of medical care services in 

India assert that, poor women’s “sickness does affect the daily routine of all the 

household members. Not only does her own work get affected but also work of the 

person who accompanies her to the doctor also gets affected.” Hence, informants in one 

study claim that “it also upsets our monthly budget” (Barua & Kurz, 2001, p.56; Qureshi 

& Shaikh, 2006). Data from surveys conducted by the government of India also indicates 

that wives undertake self-care mainly for scarcity of monetary resources (Rani & Bonu, 

2003; Bloom, Wypij & Das Gupta, 2001). Data from my study supports the aforesaid 

conclusion that financial resource (and its lack) is the leading barrier for women’s use of 

medical care services. Hence, the other half of women informants affirms husbands’ 

detachment vis-à-vis women’s medical treatment, while articulating the ideal role 

performance by husbands. A leave of absence by husbands for accompanying wives 

means loss of wages, and as a result no treatment. Thus, any degree of husband’s 

presence during a wife’s treatment is inconsequential, if there are no financial resources 

in the first place.  

 Household Tasks of Wives 

 In my research household tasks of wives during illnesses is the third topic, with 

respect to husbands’ role in the use of medical care by women. In the literature, 

researchers studying slums of India affirm that the tasks done by women are “tedious, 

time-consuming, and arduous” (Bose, 1999, p.10; Ganguly-Scrase, 2003). Furthermore, 

according to studies on rural areas in India, husbands’ family members deem that wives’ 

“relaxation from domestic routine[s]” is “an ill-afforded indulgence.” As a result wives 
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first try home remedies or locality’s medical practitioners, and consulted professional 

medical care “only when their routine became difficult” or stopped altogether (Barua & 

Kurz, 2001, p.57; Mullany, Hindin & Becker, 2005). 

 My findings are consistent with the literature as the household tasks of wives 

during illnesses are a crucial topic in my research. In Gautampuri community, it affects 

women’s use of medical care services, illness episodes, medical treatment, and 

recuperation period. In my study, I noted that according to Gautampuri community’s 

familial customs, keeping the household functioning is the foremost duty of a wife; hence 

even if illness may render them incapable, wives cannot cease doing their daily tasks. My 

findings augment the literature on low income populations of India, as they indicate that 

household chores and responsibilities have priority over the health of women (Ay et. al., 

2009; Population Council, 2004).  

 Other researchers assert that wives in patrilocal extended families of India engage 

in long hours of arduous labor, such as “planting rice, carrying water, and collecting 

fodder for livestock,” which severely damages their health. Besides, such families may 

allow “lesser respite for their pregnant daughters in law” due to the loss of this labour 

work (Allendorf, 2013, p.855; Balaiah et. al., 2005). Comparable to these findings, my 

study reveals that as per Gautampuri community, an ideal daughter-in-law is tough and 

resilient, and complaining is inappropriate. Therefore, even during serious health 

conditions like advanced pregnancies, daughters-in-law must carry on their domestic 

duties which become a barrier for their use of medical care. These observations add to a 

large section of researchers who conclude that other barriers overlap with barriers like 

pressures of domestic chores, resulting in under use of medical care services (Santhya & 
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Dasvarma, 2002; Pallikadavath et al., 2004). For example, studies on rural populations of 

Maharashtra state (province) in Western India indicate that distance from hospitals is a 

barrier for women, also in terms of loss of time due to lengthy commutes, as it impedes 

their household responsibilities like cooking and taking care of livestock (Ranson, et. al., 

2006; Singh, et. al., 2012). 

 With respect actual role performance as regards wives’ household tasks during 

their illnesses/treatment/recuperation, husbands’ role is comprised of of lack of 

contribution. In the literature on marginalised communities of India, researchers asserts 

that the “assignment of domestic responsibilities to women is so deeply institutionalized 

in household rules and practices that it appears non-negotiable” (Pant, 2000, p.84; 

Khanna, 2001). My observations supports these researchers as in Gautampuri 

community, domestic tasks (like cooking, household chores) are distinctly women’s 

activities. Moreover, even if husbands do decide to get involved in domestic chores 

during their wives’ ailments, it is entirely the husbands’ prerogative. As a result, while 

articulating ideal role performance, women informants unanimously affirm husbands’ 

participation, with respect to household tasks of wives, during their illnesses. In this 

context, other researchers conclude that husbands’ assistance in domestic duties have 

heterogeneous impact on the health of wives, such as in Kathmandu district of Nepal and 

Uttar Pradesh province in India (Peters et al., 2002; Jejeebhoy, 2004). For example, data 

on Nepal reveals that husbands “assistance with workload and birth preparedness” has 

more positive health outcomes, than husbands accompanying their wives for antenatal 

checkups. Comparable findings have also been reported from northern Indian states, such 

as Uttar Pradesh (Mullany, Hindin & Becker, 2005, p. 2004; Chattopadhyay, 2012).  
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 Therefore to conclude, in this chapter I have explained the second aspect within 

the role of husbands in women’s health-seeking behavior. This aspect, namely husbands’ 

role in the use of medical care services by women, is comprised of three important topics: 

decisions concerning wives’ medical-care, medical treatment of wives, and, wives’ 

household tasks during illnesses. In the next chapter, I describe the third aspect, which is 

husbands’ role in women’s reproductive health. 
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Chapter Nine: Role of Husbands in Women’s Reproductive Behavior 

 

 In this chapter I explain the third aspect, which is, the role of husbands in 

women’s reproductive behavior, in Gautampuri community. According to my informants, 

this aspect consists of two subject matters: husbands’ role in pregnancy and childbirth, 

and, husbands’ role in women’s contraception. Furthermore, analogous to the previous 

two chapters, I discuss these subjects via actual vis-à-vis ideal role performance by 

husbands.  

Pregnancy and Childbirth in Gautampuri  

 As discussed previously in Chapter Two, according to the norms and values of 

Gautampuri community, children are central to the definition of family and marital 

relations, which is why matters concerning pregnancy and childbirth are of utmost 

importance for my informants. For instance, with respect to childbirth, the location (that 

is, home versus institutional delivery), is a matter of contention as well as concern for the 

community members (FN: Oct 26, 09).  

 Actual Role Performance by Husbands 

 According to my observations, focus group discussions and interviews, the actual 

role performance by husbands regarding wives’ pregnancy and childbirth, is comprised of 

a lack of participation from husbands. For instance, in the case of pregnancies, based on 

the focus group discussions it was clear that for prenatal care, an assortment of 

individuals (mostly women) are in-charge, but the husband was definitely not one of 
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them (FN: Oct 13, 09). In this context, the following are some of the responses from 

these wives: 

Who was taking care of you while you were pregnant? Who was in charge of your 

prenatal regimes? (Alekhya) 

 

My jay-thaa-nee [husband’s elder brother’s wife] (Ramiza, FGW) 

  

My saas [mother-in-law] and dev-raa-nee [husband’s younger brother’s wife] was 

taking care of me (Mumtaz, FGW) 

 

I went to my natal home; my dee-dee [elder sister] took care of me (Ganga, FGW) 

 

No one taking care of me, I was taking care of myself (Mala, FGW) 

 

In women’s focus group, I noted several reasons for why involvement of husbands in 

their wives’ prenatal matters was lacking within the actual role performance. For 

instance, in the Gautampuri community, involvement in wives’ pregnancies and 

childbirths was traditionally never a part of the role of a husband and husbands have 

always been detached from this matter. As per Gautampuri community’s customs, wives’ 

health is deemed as strictly a woman’s domain, and men have always remain detached. 

Another reason is husbands’ lack of time due to their burdensome occupations, such as 

being a daily-wage labourer. Finally, husbands’ lack of knowledge and even disinterest 

regarding prenatal care, was cited as a reason (FN: Oct 22, 09).  

 However the most important reason is Gautampuri community’s convention of 

letting elders and women in a husband’s family to oversee pregnancies (as in the case of 

Ramiza and Mumtaz above). My informants claimed that, as per Gautampuri 

community’s tradition and customs, any matter pertaining to pregnancy and childbirth is 

a responsibility exclusive to women members of the husband’s family. Furthermore, 

community members deemed that it is a duty of the mother-in-law to assist women 
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during pregnancy; while men in husband’s family, including the husband of the pregnant 

woman, are not expected to fulfill this role. According to Gautampuri community’s 

conventions, only elders of the husband’s family are supposed to oversee the pregnancies 

and childbirths of their daughters-in-law. Consequently, my informants told me that final 

decisions about matters pertaining to pregnancy and childbirth, such as whether to follow 

prenatal medical regimes, consulting a doctor or daa-ee (traditional midwife), and so on, 

have always been made by the eldest male members, like the father of the husband (FN: 

Nov 19, 09).) 

 In my field observations, I noted a few cases in which pregnant women went to 

the homes of their husbands’ parents, which are usually in villages. This happens 

especially when there is no female kin member (such as the husband’s mother, sister, or 

sister-in-law) in the vicinity. These observations attest that in Gautampuri community, 

even if husbands are detached, women’s reproductive health is considerably affected by 

the relations between wives (as daughters-in-law) and their husbands’ parents as well as 

other members of the husbands’ family (FN: Nov 20, 09). 

 Similarly, in the context of childbirths, informants conveyed that all significant 

issues such as where to give birth (that is, home or institutional delivery) are 

predominantly decided by the elders in husbands’ family. Moreover, with respect to 

actual role performance, husbands have negligible influence in this subject, and their 

contribution is limited to assisting and obeying the elders (FN: Oct 28, 09). In the focus 

group wives claimed their childbirth practices, particularly the influence of husbands’ 

parents, are a continuation of their norms from their rural origins. To illustrate, wives like 

Mala asserted that in their community, there was never a custom of consulting either the 
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daughter-in-law or the son/husband regarding matters of childbirth. Like in most families 

in Gautampuri community, Mala’s husband’s parents had utmost authority in domestic 

matters; hence, they are the ones who decide about her birthing issues, and she and her 

husband were expected to heed to their choices (FN: Oct 28, 09). In this regard, Mala 

stated: 

What discussion [there are no prior discussions] in villages??!! … [in the 

household] there were saas [mothers-in-law] and sa-sur [fathers-in-law] ‘above us’ 

[daughter-in-laws/couples], if they [husbands’ family members] don’t take us [to 

hospitals], then we have to give birth at homes. (Mala, FGW)  

 

 Other wives like Susheela added that, in their community this desire to have 

childbirths at home instead of at hospitals also originates from their husbands’ parents 

and their rural backgrounds. Susheela claimed that in rural areas, from where most of 

Gautampuri community originates, the maternal mortality rate during childbirth was quite 

high in the past. Moreover, elders had little faith in the medical care system in rural areas; 

thus they deemed that the probability of maternal death was equal both in homes and at 

hospitals. Consequently, the elders wanted the delivery of their daughters-in-law to take 

place at home; as their rationale was that in case she dies, then at least she will be amid 

family members during her last moments. This will not be the case if she goes to the 

hospital because her family members will not be allowed accompany her in the delivery 

wards (FN: Oct 28, 09). In this context, Susheela affirmed:  

Brother [Alekhya], previously no one used to take us [pregnant women] to 

hospitals, in earlier times the elders used to say ‘she may die here [at home, while 

giving birth] or she may die there [at hospital]; but over there, no one will be there 

to attend her ... so let her give birth at home. (Susheela, FGW) 
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Therefore, just like antenatal care, in the context of husbands’ actual role performance, 

husbands have almost no influence in matters of their wives’ childbirth.  

 Based on all the aforesaid arguments, it may seem that with respect to husbands’ 

actual role performance, husbands of Gautampuri community have no impact or 

responsibility during their wives’ pregnancies and childbirths. However, in the focus 

groups a few wives cautioned against making this conclusion. To illustrate, with respect 

to childbirths, these wives affirmed that I should not straightforwardly infer that elders 

have unvarying exclusive authority regarding matters pertaining to deliveries of their 

daughters-in-law. For example, wives like Ganga stressed that even though she and her 

husband follow their community’s norm of letting elders decide about her childbirth, yet 

in her case, the final decision-making authority is with her husband, since he is the one 

who pays for everything. In this regard Ganga commented: 

Well, this decision [about my delivery] is made by family members - where to go, 

which doctor to consult, who is a good doctor, who is a good doctor for females, 

and so on - they decide. If no one is available and the saas [mother-in-law] is 

present [in the household] then it is her, [I consult] first saas and then ghur-waa-laa 

[husband] … but he [husband] is the one who eventually has to pay the money [for 

delivery], the main question is of money [others nod in agreement]. (Ganga, FGW) 

 

In Ganga’s experience the person who gets to make this decision is the one who is paying 

for the childbirth (or any medical procedure); and factors like authority of husbands’ 

parents can overlap with factors such as source of monetary resources. Therefore, even 

though the conventions of Gautampuri community may give pre-eminence to elders; 

nevertheless, if husbands are the main financial source, then ultimately they are the de-

facto decision-making authority (FN: Oct 02, 09).  
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 Likewise, in the context of pregnancies, wives like Kangna pointed out that in 

their community wives have several options for receiving prenatal care, like their natal 

home, parent-in-law, and so on. Yet none of these options should be considered as 

superior to or a replacement for the husband or his position, even when he is physically 

absent. Kangna added that like all other matters in the life of a wife, there is no assurance 

that family members will be of support in terms of reproductive health. The reason being, 

in the end a wife does not have any claim over her relatives, which she has over her 

husband, because it is fundamental to Gautampuri community’s definition of marital 

relationship (FN: Oct 26, 09). For this reason, in the interview Kangna asserted: 

Brother [Alekhya], tell me something, if the husband does not look after me [during 

pregnancy], who else will - the neighbours [agitatedly]!!?? … Eventually … the 

husband has to take care [expressing emphasis through tone]. (Kangna) 

 

 The aforesaid statement from Kangna also reveals an essential attribute of marital 

relationships in Gautampuri community; that is, in the end it is the husband who is solely 

responsible /accountable for everything in his wife’s life. This is especially applicable if 

something goes awry in the wife’s life, like death or serious physical harm, which is a 

real possibility with reference to women’s pregnancies and childbirths in Gautampuri 

community. In my field observations, I have noted that this essential attribute of marital 

relations deeply affects a wife’s wellbeing, just as it affects all other facets in a wife’s 

life. Moreover, given the men-centric character of Gautampuri community, both 

husbands as well as wives are mindful and accepting of the fact that, fundamentally, the 

subject of reproduction as a whole is about the man’s wife, his wife’s pregnancy, his 

wife’s delivery, his child, and so on. Therefore, according to my informants’ perceptions, 

there is also a symbolic dimension to actual role performance by husbands; and 
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husbands’ involvement is distinctly tangible at a symbolic level, even though they may 

not be actually participating in many activities pertaining to their wives’ pregnancies and 

childbirth (FN: Oct 28, 09). 

 In the focus groups and field observations, my informants pointed out that with 

respect to pregnancy and childbirth, even though husbands’ actual role performance 

remains unchanged in Gautampuri community, the attitudes and behaviors of the 

husbands’ family members, especially mothers-in-law, are changing in the case of their 

pregnant daughters-in-law. To illustrate, many mature wives, who were neglectful about 

their own prenatal care while they were pregnant, claimed that as mothers-in-law, they 

have made sure that their daughters-in-law underwent all possible prenatal healthcare 

routines. Hence, they diligently encouraged vaccinations, ultrasounds, and regular 

medical checkups for their expectant daughters-in-law (FN: Oct 23, 09).  

 In the focus group, wives like Hema and Kamla discussed the changing 

relationship between mothers-in-law and daughters in-law, and asserted that traditionally 

mothers-in-law were as detached and authoritarian as they were supposed to be in 

everyday life. Hence, following the typical practice of their community, mothers-in-law 

would seldom assist their daughters-in-law in household duties, and as a result, even 

when they were pregnant, daughters-in-law were completely on their own (FN: Oct 22, 

09). In this context, Hema affirmed: 

Yes, previously [during pregnancies] they [mothers-in-laws] would make us 

[daughters-in-law] do everything in the house … nowadays mothers-in-law work 

[collaborate] with ba-hoo [daughter-in-law]. (Hema, FGW)  

 

As is evident, wives like Mala disclosed that the traditional attitudes of mothers-in-law 

were changing, which is why many mothers-in-law were sharing the daily chores of their 
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pregnant daughters-in-law, signifying their shifts in attitudes towards pregnancy. In this 

context, another wife Kamla added that:  

You don’t know how saas [mother-in-law] used to be in those days [past] … 

nowadays if our ba-hoo [daughter-in-law] suffers from even a sir-durd [headache 

or minor ailment], we [mothers-in-law] immediately run off to fetch medicines for 

her [others nod in agreement]. (Kamla, FGW) 

 

Through the aforesaid comment, Kamla argued that in contrast to their community’s 

conventions, presently many mothers-in-law show concern even for minor ailments of 

their daughters-in-law, let alone vital health matters like pregnancies (FN: Nov 17, 09). 

 Furthermore, even though Gautampuri community considered pregnancy to be a 

routine affair rather than an exceptional event, the abovementioned responses show that 

nowadays, at least mothers-in-law are gradually supporting the contemporary view of 

treating pregnancy as a sensitive phase. According to my informants, this change is 

coming via campaigns on maternal healthcare by the government and NGO Arpana; as 

well as influences felt by prolonged living in urban centres and simultaneous distancing 

from rural norms. Moreover these changes, as reported by women like Hema and Kamla, 

corroborate that women’s reproductive health in Gautampuri community is also shaped 

by the relationship with other members of the husbands’ family, particularly the mothers-

in-law (FN: Nov 16, 09). 

 Ideal Role Performance by Husbands 

 In the context of ideal role performance by husbands as regards wives’ pregnancy 

and childbirth, there is difference of opinion between younger and mature wives. To 

illustrate, in women’s focus group, younger wives asserted that husbands’ ideal role 

performance is comprised of their husbands’ full involvement and influence, with respect 



 

240 

 

to their wives’ pregnancy and childbirth. For example, wives like Mala wanted to break 

away from Gautampuri community’s conventions, and hence asserted that husbands 

should be primarily responsible for their wives’ prenatal care and childbirths; and other 

family members should by and large stay distant. Mala recognised that due their 

occupations, in reality, husbands may not be able to devote much time to the care of their 

pregnant wives; yet, in the focus group, she claimed that: 

Of course husbands should take charge of taking care of their wives, when they are 

pregnant. So what if he works outside [the home]? When he returns (from work), at 

least he can enquire about my [wife’s] health ... he can at least ask me ‘what 

discomforts you have? Have you taken your medications?’ (Mala, FGW) 

 

Thus, wives like Mala wanted husbands to be the primary authority figure during their 

pregnancies and childbirths, even if the actual involvement of husbands narrows down 

only to a daily enquiry about their wives’ health status (FN: Oct 09, 09).  

 Other wives like Ramiza agreed with Mala’s opinion, but they provided different 

justification, which was based on their perception of marital ethics. To illustrate, Ramiza 

claimed that although wives endure pregnancies, fundamentally, wives in their 

community have much less influence than husbands in the whole reproductive process. 

Effectively, the whole process is regulated by husbands, both directly (through 

impregnation), as well as indirectly, such as the number of children born or the use of 

contraception, which are commonly decided by the husbands’ parents. In this context 

Ramiza asserted: 

Only women by themselves cannot give birth to children, they [children] happen 

[are born] due to both mother and father … they [children] are [born] due to fathers 

[husbands], therefore they [husbands] should look after [their wives]. (Ramiza, 

FGW) 
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For that reason, Ramiza believed that it is the zim-may-daa-ree or 

responsibility/obligation of husbands to look after their wives when they are pregnant 

(FN: Oct 17, 09).  

 Apart from the abovementioned, in the focus group and interviews, younger 

wives cited other rationales, such as the older generation is not up to date about modern 

reproductive healthcare, for asserting that participation of husbands in wives’ prenatal 

and delivery issues embodies the ideal role performance of husbands. Another reason 

cited was the growing detachment between contemporary daughters-in-law and 

husbands’ family members, whereby younger daughters-in-law feel uneasy about leaving 

their reproductive matters in the hands of their in-laws. Moreover, younger wives claimed 

that there is an emergent tendency among younger husbands to take a bigger participation 

in their wives’ pregnancies and childbirths, while simultaneously dissociating their 

parents from the situation. Lastly, given that younger wives prefer institutional deliveries, 

they deemed that compared to the parents-in-law, their husbands are better suited for 

negotiating with the immensely bureaucratic public healthcare institutions of Delhi, since 

younger husbands have higher levels of formal education. Hence, based on the 

aforementioned reasons, younger wives insisted on involvement of husbands in matters 

pertaining to reproductive health of women (FN: Oct 26, 09). 

 On the contrary, mature wives asserted that they should maintain the customs of 

Gautampuri community, and hence husbands should remain detached and should not 

influence issues concerning their wives’ pregnancies and childbirths. In the focus group, 

wives like Hema asserted that the lone contribution of the husband in his wife’s 
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reproductive affairs should be his act of impregnating her, and nothing else thereafter. In 

this regard, Hema mentioned: 

If the elders are there, what is the husband’s business in this [wife’s pregnancy], tell 

me? [others nod in agreement] if the saas [mother in law], nu-nud [husband’s 

sister] are there, then why should the husband interfere anymore? He [husband] has 

already done all that he could do… by making me [the wife] bear a child. (Hema, 

FGW) 

 

However, with reference to the involvement of her husband’s parents, Hema’s opinion 

was just the opposite. In this context, she invoked their traditional notion of say-vaa or 

selfless service and argued that as per their community’s familial customs, during 

pregnancy, it is a duty of the parent-in-law to provide this say-vaa to their pregnant 

daughter-in-law (FN: Oct 23, 09). For this reason, Hema affirmed: 

say-vaa [care/selfless service] [of the pregnant wife] has to be done by saas 

[mother-in-law] and sa-sur [father-in-law]. (Hema, FGW) 

 

 Other wives like Kamla also wanted husbands’ segregation from their 

reproductive matters, but due to a reason that was very different from reasons provided 

by wives like Hema (above). For Kamla, the main reason was the considerable 

discomfort wives of Gautampuri community feel, while discussing any reproductive 

matter with their husbands. Previously I have described that a vital part of conjugal life in 

Gautampuri community is the norm of physical restraint and distance maintenance 

between couples (see Chapter Two). Thus, even if couples are physically intimate, due to 

this culture of segregation, they seldom communicate about sexuality, their bodies, or 

reproductive issues. Hence, in my research I observed that many wives felt outright 

mortified if confronted with the prospect of talking with their husbands regarding 

reproductive issues (FN: Oct 24, 09). On the contrary, when it comes to discussing 
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reproductive problems with her women relatives, wives like Kamla felt much more at 

ease; which is why Kamla commented:  

For instance, she [pointing to another woman] is my jay-thaa-nee [husband’s elder 

brother’s wife] … now if I have pain [due to pregnancy], how can I approach my 

husband? The only person, I can tell this to, is her. What can the husband do in this 

regard? His only job should be returning home with the money [that he earns]. 

(Kamla) 

 

Furthermore, since husbands in Gautampuri community are largely uninformed about 

women’s bodies, they find it difficult to empathise or even understand their wives’ 

reproductive problems. Consequently, Kamla affirmed that barring monetary support, it 

was futile to include their husbands in their reproductive concerns. Hence, for wives like 

Hema and Kamla, husbands’ detachment and lack of involvement signified ideal role 

performance, with respect to wives’ pregnancy and childbirth (FN: Oct 23, 09). 

 In the focus group and interviews, mature wives were dismissive of the claim 

made by younger wives that compared to the older generation, such as a husband’s 

parent, younger husbands can take better care of their pregnant wives. They argued that 

even if young husbands are more knowledgeable about modern medical technologies, 

they lack the sense of say-vaa or selfless and caring attitude, which is a hallmark of the 

previous generation. Moreover, women of Gautampuri community feel most comfortable 

if their mothers handle every aspect of their pregnancy and childbirth, which is why some 

of these wives go to their fathers’ households for delivery. Hence, these mature wives 

argued that when a pregnant wife is in her husband’s household, the next best alternative 

to the wife’s mother is her mother-in-law and not her husband (FN: Oct 13, 09).  

 As for the claim by younger wives that there is growing detachment between 

them and their husbands’ parents, which is why they feel uncomfortable about their in-
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laws handling their reproductive matters, and consequently want their husbands’ 

involvement; the mature wives acknowledged this lack of closeness, which is opposite to 

the typical characteristics of traditional familial relationships in their community. 

However, in the focus group and interviews, by citing their community’s notions of ee-

zzat meaning respect or honour and bay-sha-rum meaning shamelessness or dishonour; 

these mature wives exclusively blamed the current generation, especially the daughters-

in-law, for this relational aloofness (FN: Oct 20, 09). 

 These mature women pointed out that contemporary daughters-in-law often 

display bay-sha-rum or dishonourable conduct; for example, by not maintaining physical 

distance with their husbands in front of elders. Other dishonorable actions are flouting the 

customs of ghun-ghat or head covering, and by giving priority only to husbands’ 

authority while disregarding the position of her parents-in-law. According to the mature 

wives, these actions agitate the elders because they are contrary to their established 

customs, which are based on ee-zzat (respect or honour) of parental authority. These 

dishonourable actions amount to insubordination of parental authority; which is why, 

parents-in-law feel forced to disengage themselves from the predicaments of their 

daughters-in-law, including their pregnancies and childbirths. Hence, these mature wives 

argued that owing to this relational rift with daughters-in-law, in the future, husbands’ 

involvement in their wives’ reproductive matters may signify not only the ideal role 

performance, but also the actual role performance by husbands; which will be conflicting 

to their community’s conventional norms (FN: Oct 23, 09).  

 Apart from the abovementioned opposing opinions of these wives (that is, 

husbands’ involvement versus husbands’ detachment, in women’s pregnancies and 
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childbirths), I noted another opinion from these wives, which is, both the husband and his 

parents/female relatives should collaborate during his wife’s pregnancy and childbirth. In 

my observations, interviews and focus groups, a segment of these wives claimed that if 

the husband is the head of the household, then he should be in charge of his wife’s 

reproductive matters. However, if other male elders (like husband’s father or elder 

brother) are there, then the husband should respect that elder’s authority; given that as per 

their customs, it is the elder’s duty for their expectant daughter-in-law (FN: Oct 16, 09). 

Hence, in the focus group, wives like Shabana affirmed that: 

Yes, parents and husband both should take care. In the husband’s household, the 

husband will look after [his wife]…but if the elders are present [in the household], 

such as saas [mother-in-law] and sa-sur [father-in-law], it is their furz [duty] to 

take care [of the expecting woman]. (Shabana, FGW) 

 

At the manifest level, it seems that wives like Shabana profess the aforesaid opinion 

because they believe that this is in the best interest of their reproductive health. Yet, 

through further findings, I noted that Shabana’s comment reveals a tacit strain between 

daughters-in-law and their parents-in-law in Gautampuri community (FN: Oct 24, 09) 

 In this context, the discourse of ee-zzat (respect or honour) and bay-sha-rum 

(shamelessness or dishonour) is necessary, in order to grasp the implicit meanings of the 

abovementioned opinion of Shabana. To illustrate, wives like Shabana were fully aware 

that the purpose of their community’s honorable spousal norms, such as physical distance 

between couples, is to uphold the supremacy of the bond between sons/husbands and 

husbands’ parents, over the bond between spouses. They were also aware that daughters-

in-law are primarily blamed for all bay-sha-rum or dishonourable conducts by the 

younger generation (as discussed above); including the emergent tendency among 
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younger husbands to take a bigger participation in their wives’ pregnancies, while 

simultaneously dissociating their parents from the matter. Such behavior from husbands 

has resulted in instances of weakening of the bond between sons/husbands and husbands’ 

parents, which is one of the most unacceptable circumstances for the members of 

Gautampuri community. Therefore, with regards to the ideal role performance of 

husbands, through their opinion (that is, both husbands and in-laws should collaborate 

during the pregnancies and childbirths of women), wives like Shabana wanted to ensure 

that their reproductive issues do not cause a rift between their parents-in-law and their 

husbands, and thereby avoid being blamed for destroying their traditional familial 

structure and norms (FN: Oct 26, 09). 

 As for the men informants, my research reveals that in the context of husbands’ 

ideal role performance, these husbands unanimously affirm a husband’s detachment and 

segregation vis-à-vis matters of his wife’s pregnancy and childbirth. In the focus groups, 

supporting the viewpoint of mature wives (as discussed above), husbands affirmed that 

matters pertaining to prenatal care should be guided by the older generation; in particular, 

women members like the mother-in-law or sister-in-law of the wife. Similarly, in the 

context of childbirth, steadfastly continuing their community’s traditions, husbands 

wanted the elders of their households to remain the decision-making figure (FN: Oct 25, 

09). To illustrate, one of husbands, Sachin, asserted: 

None of them [husband or wife] should decide [about the location of 

delivery/matters of childbirth] ... if there are elders in the household, the couple 

should listen to them [others nod in agreement]. (Sachin, FGM)  

 

Husbands like Sachin also cited this tradition as an example of what differentiates their 

community from the rest of the population of New Delhi. To explain this difference, 
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Sachin brought forth their discourse of lowly community versus others in the city (that is, 

ba-ray loag or high community). Sachin and other husbands pointed out that the culture 

and customs of the high community are contrary to the customs of their community, who 

are chhoa-tay loag or a lowly community. For example, their community (especially 

elders) prefers home-based births, but members of high community oppose home births 

and always opt for hospitals. Furthermore, couples from high community (or even 

women themselves) decide where to deliver; and elders of the family may not be 

consulted, which is opposite to the conventions of Gautampuri community as it gives pre-

eminence to elders and their decisions (FN: Oct 26, 09).  

 In the focus groups, these men added that certain husbands of their community, 

due to their employment, are in frequent contact with high community. As a result, they 

begin to follow the customs of the high community, such as couples defying elders and 

deciding on their own about the location of delivery. In this context, Sachin said: 

Let me tell you something, for example, if I [a husband] frequently associate with 

ba-ray loag [high community], for instance now I am interacting with you, you are 

ba-ray loag… after being with ba-ray loag for some time, I may start thinking that 

why should I go for childbirth at home, let me go to the hospital, there are so many 

facilities available there. (Sachin, FGM) 

 

In the focus group, husbands like Sachin clarified that they were firmly opposed to such 

tendencies, since they believe that the norms and values of the high community are 

incompatible with their lowly community. Therefore they should adhere to their 

traditional customs of abiding by their elders; whether in regards to childbirth or any 

other subject (FN: Oct 27, 09), which is why Sachin stated:  

One should unquestionably attempt to do whatever one’s mother and father tells 

you, the words of elders are always correct. If the parents want the child to be born 

at home, then that should be it. If you are living in Delhi, then the only reason you 
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go to the hospital [for deliveries] is for the birth certificate [others nod in 

agreement]. (Sachin, FGM) 

 

Through his statement Sachin explained that, if husbands of their community indeed 

press for deliveries in the hospital, then the sole motivation is the easy procurement of 

birth certificates for their newborn, which is a vital document for their families for 

several important reasons. Home births result in obstacles while getting the birth 

registered and obtaining birth certificates; thus opting for hospitals, while defying their 

customs, is more of a compulsion for husbands than a preference (FN: Oct 30, 09).  

 

Wives’ Contraception in Gautampuri  

 In my research, wives’ contraception emerged as the second topic, with respect to 

husbands’ role in the reproductive behavior of women in Gautampuri community. Wives 

of Gautampuri community are uneasy regarding contraception due to the side effects of 

birth control methods. In the focus group and interviews, many wives reported 

experiencing nausea and general weakness after consuming oral contraceptives, and 

backache as well as unusual menstruation after using intrauterine contraceptive devices. 

For these wives, these side effects are not that bothersome per se, but they view the side 

effects through the lens of their community’s beliefs about a woman’s body. In 

Gautampuri community, the body is central to the concept of health, and a pure body 

(that is, not carrying any disease or not adulterated by external elements like medicines) 

is highly valued. Hence, these side effects are often perceived as signs of both deficiency 

as well as the body becoming adulterated due to the external interference of birth control. 

I noted that some of these wives do understand that like any medicine, contraceptives 
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also have side effects. Nonetheless, in the end these side effects (like nausea) hinders 

their daily lives as well as reduces their capacity to carry out their arduous daily chores, 

which makes it a barrier for contraceptive usage by these women (FN: Sept 26, 09).  

 Actual Role Performance by Husbands 

 According to my research data, in the case of permanent contraception, husbands’ 

actual role performance is comprised of husbands’ influence and involvement. Based on 

my observations and the focus groups, I noted that out of the wives who underwent tubal 

ligation, around half of them did seek permission from husbands and in-laws; and they 

agreed albeit after some negotiations and coaxing. In addition, a few wives asserted that 

they did not face any resistance because husbands themselves wanted their wives to 

undergo permanent contraception (FN: Nov 13, 09). However, I also noted contrary 

instances where, despite the possibility of severe consequences, many wives had 

undergone sterilisation without their husbands’ and/or in-laws’ approval. In the focus 

group and interviews, these wives provided examples of the circumstances due to which 

they chose to go for permanent contraception, while disregarding their traditional 

customs. For instance, in the case of Shabana, she was distressed with repeated and 

unwanted pregnancies, as well as with the resultant abortions (FN: Nov 09, 09); which is 

why she asserted: 

What will I do with so many children? [agitated] … twice I had to go for sa-faa-ee 

[‘cleaning’/abortion] …once at Arpana, and once outside [outside the slum 

locality]. (Shabana, FGW) 

 

Likewise, Kamla’s husband wanted his mother (that is, Kamla’s mother-in-law) to decide 

about the number of children the couple would have. But taking into consideration her 
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aging body as well as the financial burden of raising children, Kamla did not want to 

heed to her mother-in-law’s insistence on bearing more children. In this context, Kamla 

affirmed: 

My saas [mother-in-law] was saying ‘let her bear more children …. more, more!’ 

what would I do with so many children [agitated, others nod in agreement]? 

(Kamla, FGW) 

 

Hence, Kamla resolved to seek sterilisation, despite the resistance from her husband’s 

family (FN: Nov 07, 09).  

 I found that my findings about husbands’ actual role performance, involvement 

and influence of husbands was lacking in many cases with respect to their wives’ 

contraceptive decisions about temporary methods of contraception (FN: Nov 02, 09). To 

illustrate, many wives in my study, especially younger ones, reported using oral 

contraceptives and intrauterine devices without the knowledge and/or approval of their 

husbands or their in-laws. As previously discussed in this chapter, husbands of 

Gautampuri community tend to remain disconnected from their wives’ reproductive 

issues, and instead pass them on to their mothers (that is, their wives’ mothers-in-law). 

But from these wives’ perspective, this is problematic given that mothers-in-law (like 

most elders of Gautampuri community) are opposed to contraception because they 

endorse large number of children. Consequently, these wives ardently try to resist 

unwanted pregnancies, due to various reasons like high cost of raising children (discussed 

earlier); and as a result, these wives keep their use of contraceptives a secret. This covert 

behaviour is also aided by community-level workers employed by the NGO Arpana, who 

supply birth control to these wives in confidence. I also observed that, even though this 
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secretive practice is seldom discussed in the open, most women are aware that this 

practice exists in their community (FN: Nov 04, 09).  

 Ideal Role Performance by Husbands 

 According to women informants, influence and involvement of husbands in their 

wives’ contraceptive matter characterises the ideal role performance by husbands. In my 

observations and the focus groups, these wives asserted that, particularly in the case of 

permanent methods like tubal ligation, a husband’s (and parent-in-law’s) approval is 

crucial (FN: Nov 14, 09). However, these wives also highlighted that they seek husbands’ 

approval not because they believe that their husbands are knowledgeable or well-

informed about contraceptives; in fact, they believe just the opposite about their 

husbands’ awareness regarding women’s health and healthcare (as discussed in previous 

chapters). Instead, this opinion from the wives originated from two concerns, namely, the 

aforementioned apprehensions and fears of Gautampuri community (and these wives) 

regarding contraception; and, the assurance of support from husbands, if there are 

negative consequences due to sterilisation (FN: Nov 07, 09).  

 In this context, negative consequences not only signifies serious bodily harms and 

side effects (which may require short or long term medication), but also lesser and more 

routine side effects such as occasional irritability, headaches, hot flashes, or general 

weakness. In fact, I noted that the biggest concern of these wives was that, their husbands 

(and husbands’ family) should acknowledge that permanent contraception may actually 

reduce these wives’ ability to carry on with their gruelling domestic chores. Amongst 

those wives who had undergone tubal ligation, none disclosed any major side effect or 
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severe bodily harm. Yet, the fear of potential negative consequences (both routine and 

severe) was formidable in these wives, as a result wives like Kamla mentioned: 

For tubal ligation [permanent contraception], why is it compulsory to seek 

permission from husbands? (Alekhya) 

 

What do you mean why [agitated]?! If I decide to do it [take permanent 

contraceptive measures] on my own, and what if something goes wrong tomorrow 

[in future], then who’s going to look into that [agitated]? (Kamla, FGW) 

 

This is why Kamla and other wives stressed the importance of the guarantee of a 

husband’s or husband’s family’s support in this matter, and this guarantee can be ensured 

only by seeking the permission of husbands and/or elders of husbands’ families. This 

guarantee refers to husbands’ family recognising the fact that side effects of 

contraception (if any) is not the wives’ fault, and they will not be blamed for their 

reduced capability to carry on with their exhausting domestic work (FN: Nov 08, 09). 

 In my research, I noted another vital reason, related to potential negative side 

effects, as to why these wives seek husbands’ influence and approval for permanent 

contraception. To illustrate, given that permanent contraception entails a conscious 

decision and active involvement of the wife; hence, in the case where a wife opts for 

permanent contraception without her husband’s/in-law’s approval and thereafter 

experiences bodily harm or side effects, the community tends to blame the wife for her 

suffering, since Gautampuri community deems that the negative consequences are caused 

the wife’s own actions (FN: Nov 12, 09). For this reason, these wives argued that if they 

do not seek their husbands’ approval, and something harmful (from mild to severe) 

happens to their health after the contraceptive procedure; then their husbands’ family will 

not recognise the fact that this undesirable outcome is not her fault. Instead, 
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husbands/husbands’ family will focus on these wives’ insubordination, and consequently 

claim that they are not liable for the suffering of these wives (FN: Nov 17, 09. Thus in the 

focus group, wives like Ganga affirmed:  

[Reacting to Kamla’s statement above] True! He [husband] will say ‘you never 

asked me beforehand’ … (Alekhya: so you will be rebuked for becoming unwell 

due to contraception, which was your decisions but without your husbands’ 

approval?) … Yes [agitated, everyone nods in agreement]! (Ganga, FGW) 

 

Therefore, according to Ganga and others, if a wife does not seek approval, then she 

could be held responsible for probable negative outcomes, such as her diminished 

capacity for working in the household due to minor side effects of contraception like 

weakness or irritability. Or in extreme cases, not seeking permission could become an 

excuse for the husband’s family to not provide medical treatment for more serious side 

effects of permanent contraception, like abdominal cramps or vaginal infections (FN: 

Nov 25, 09).  

 In the focus groups, another wife Hema stressed that wives like Shabana, Kamla 

(above) and herself, who chose to seek permanent sterilisation without the approval of 

their husbands’ families, were quite conscious and accepting of the fact that in future if 

anything goes wrong with their health, the blame would squarely fall on these wives. 

That is why, Hema declared: 

I did not seek his [husband’s] approval; my husband forbade me, he said ‘you will 

not go [for tubal ligation] … nonetheless I went for it very quietly [without telling 

anyone in the family], they [rural healthcare center ] called the doctor, fifteen 

women of my village went with me … but many told me ‘you will die, you will 

decompose’ [you may die or become really unwell if you go for tubal ligation]; but 

I told them ‘I will see what happens! I will go for it anyway.’ (Hema, FGW) 

 

Hema added that, due to their actions, wives like her may have to cope with the negative 

side effects of permanent contraception, entirely on their own (FN: Nov 07, 09). 
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Discussion  

 In this chapter, I have explained the role of husbands in the reproductive behavior 

of women. In this context my research reveals two prominent subjects: husbands’ role in 

pregnancy and childbirth, and, husbands’ role in women’s contraception.  

 Pregnancy and Childbirth 

 As per my findings, the actual role performance by husbands is comprised of a 

lack of involvement, as regards role in pregnancy and childbirth. In the literature on 

Indian subcontinent, researchers point out that the joint or extended family is the 

predominant decision-making unit; and hence husbands’ “family members are frequently 

actively involved in the fertility decisions of the couple” (Koenig, Simmons & Misra, 

1984, p.284; Char, Saavala, & Kulmala, 2010). Moreover, women in low income groups 

of India live with their husbands, who themselves live in their father’s household with 

other paternal relatives. Consequently, elders in husbands’ family, like husbands’ father, 

mother, and relatives like sister-in-law, considerably shape “pregnancy, birth, and the 

observance of cultural practices associated with childbearing” (Corbett & Callister, 2012, 

p.301; Mavalankar, Raman & Vora, 2010). My research findings are consistent with 

these studies, as husbands in Gautampuri community remain detached from their wives’ 

antennal matters, mainly because of Gautampuri community’s convention of letting 

elders and women in a husband’s family to supervise prenatal matters. In Gautampuri 

community, traditionally women in husbands’ family, like husband’s mother, are 

supposed to tend to their daughters-in-law’s pregnancies.  
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 With respect to childbirths, researchers assert that among low income 

communities in India, women’s “relationships with husbands have no effect on hospital 

delivery” or the other matters pertaining to their childbirth (Allendorf, 2010: p. 271; 

Mistry, Galal, & Lu, 2009). My study supports these conclusions as in Gautampuri 

community, husbands have negligible influence with respect to matters of their wives’ 

delivery; and their contribution is limited to assisting the elders. According to my 

informants, elders in husbands’ family decide all matters concerning childbirth, such as 

hospital versus home, professionally attended or unattended delivery, public or private 

hospital, and so on. In the literature on Indian subcontinent, my observations add to a 

large segment of researchers who examine maternal care; as they argue that much more 

than the husbands, “it is the elder male members of the family who decide where or to 

which clinic women should be taken” for antenatal care, delivery, post-natal care, and so 

on (Khan, Khan & Mukherjee, 1997 in Population Council, 2004, p. 44; Hussain, 2003). 

However, my study also reveals that parental authority or influence of elders occasionally 

intersects with factors like financial source, given that if the husband pays for medical 

care, then he has some influence in the decision.  

 In the context of pregnancy and childbirth, as per studies on the relation between 

women’s autonomy and reproductive behaviors in India, autonomy indicators like formal 

education does not always lead to women’s autonomy regarding reproductive choices 

(like number of children, when to conceive or contraception choices). This is because 

among low income and rural groups in India, a woman’s reproductive behavior “is likely 

to be strongly influenced by community norms” (Moursund & Kravdal, 2003, p.288; 

Singh, et. al., 2012). My study findings support these studies as childbirth practices of 
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Gautampuri community are a continuation of their rural norms, where their customs did 

not entail consulting either the daughter-in-law or the son/husband regarding matters of 

childbirth. 

 Other researchers add that in the context of marginalised populations in Indian 

subcontinent, health and illness-related beliefs of a community considerably shape the 

paths that a family or community takes while reacting to ailment incidences, and/or while 

selecting healthcare services after an episode of illness (Igun, 1979; Khan, 2012; 

Chattopadhyay, 2012). My data corroborates these studies as according to my informants, 

their inclination for childbirths at home is also a continuation of their rural beliefs and 

practices. In the past elders deemed that the probability of maternal death was equal in 

homes and at hospitals, as maternal mortality was high in rural areas. Consequently, 

elders preferred home births so that in case the daughter-in-law dies, then she will be 

amid family members. Nevertheless, it is simplistic to conclude that husbands in 

Gautampuri have no role and elders have sole authority regarding childbirth; because as I 

observed, it can overlap with other factors like financial source. Other studies on 

maternal healthcare in India also note that “financial autonomy played a key role in the 

receipt of delivery care by a trained person and institutional deliveries” (Mistry, Galal & 

Lu, 2009, p. 930; Bhatti & Fikree, 2002). Comparably in Gautampuri community, the 

conventions may give pre-eminence to elders regarding childbirths, yet husbands are the 

final decision-makers, if they are the main financial source for their wives’ childbirth 

related matters. 

 In the context of ideal role performance by husbands as regards wives’ pregnancy 

and childbirth, there is difference of opinion between younger and mature wives. 
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Younger wives assert full involvement of husbands, with respect to their wives’ 

pregnancy and childbirth. They prefer their husbands to be principally responsible for 

wives’ prenatal care and childbirths. Other researchers studying low income groups in 

urban India have also observed similar patterns; and hence they claim that “women 

would like their partners to be more involved in maternal and child health care,” and in 

many cases, men are interested in being involved (Population Council, 2005, in 

Chattopadhyay, 2012, p. 130; Mistry, Galal, & Lu, 2009). There are various reasons 

behind their standpoint, for example, younger wives favour institutional deliveries, which 

require negotiating with the bureaucratic public healthcare institutions of Delhi. Thus 

compared to the parents-in-law, younger husbands are more suitable given their higher 

levels of formal education. These findings from my study are consistent with conclusions 

of a segment of researchers who state that, in context of reproductive healthcare in India, 

“women are significantly more likely to seek care when their husbands alone made the 

decision to do so rather than when the decision was made jointly with other family 

members” (Rani & Bonu, 2003, p.180; Shaikh, Haran, & Hatcher, 2008).  

 Other studies also report of changes, as data on urban poor in Pakistan shows that 

“decision making about reproductive matters resides primarily with the husband” and 

members of his family. However there have been changes in sexual and reproductive 

practices as more couples are adopting family planning procedures. These changes are 

also due to dissociation of elders of husbands’ family from the reproductive decision-

making process of couples (Casterline, Sathar & Haque, 2001, p.97; Bhatti & Fikree, 

2002). Data from my research supports these findings as younger wives in Gautampuri 
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also do not want to follow their community’s conventions, and want other family 

members to stay largely detached from their reproductive matters.  

 In the context of ideal role performance, mature wives on the other hand want 

husbands’ detachment from matters relating to wives’ pregnancy and childbirth. Since 

their conjugal life is characterised by physical segregation, couples seldom communicate 

about sexuality or reproductive issues. Hence, mature wives are extremely uncomfortable 

about discussing reproductive matters with their husbands. This observation is consistent 

with other studies on spousal relations in Nepal and Pakistan. For example, researchers 

have “found low levels of communication between spouses about reproductive matters in 

Pakistan” (Fikree et. al., 2001, p. 130; Jejeebhoy, 2002). In studies on Nepal, women 

informants state that, “our tradition has made us a bit introverted and we feel more shy 

and we are not so exposed to other outside ideas.” In their communities, “pregnant 

women tell their mothers-in-law or sisters-in-law about their pregnancy, instead of their 

husbands” (Mullany, 2006, p. 2802; Mistry, Galal, & Lu, 2009). Equivalent to these 

observations, I also noted that instead of husbands, mature women in my study favour 

discussing reproductive problems only with their women relatives. 

 Mature women admit the increasing disconnection between daughters-in-law and 

their husbands’ parents, as reported by younger wives; as well as resultant decline in their 

authority with respect to reproductive matters of their daughters-in-law. Mature women 

blame this undesirable change on the dishonorable behavior of younger generation. Other 

studies on rural areas of Pakistan highlight narratives about shame versus shamelessness, 

and assert that “in joint families, where members of the older generation are present, a 

man is considered besharam (shameless) if he exhibits an ‘excessive’ interest in his 
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pregnant wife” (Mumtaz & Salway, 2009, p. 1352; Bhatti, Fikree, & Khan, 1999). In this 

context, the data of my research reveals similar narratives about honour versus dishonour; 

as mature women cite their community’s notions of ee-zzat (respect or honour) and bay-

sha-rum (shameless or dishonourable), in order to blame the current generation, 

especially the daughters-in-law, for the aforementioned relational disconnection.  

 While defining their ideal role performance, men informants affirm a husband’s 

detachment vis-à-vis matters of his wife’s pregnancy and childbirth. Differing from 

younger wives and supporting the mature wives, husbands assert that wives’ reproductive 

matters should be guided by the elder in husbands’ family; in particular, women members 

like the mother-in-law or sister-in-law of the wife. Men informants, on the other hand, 

condemn the few husbands in Gautampuri, who support increase in husbands’ 

involvement and autonomy of couples as regards women’s reproductive matters. Men 

informants deem this behavior as disgraceful and contrary to their traditions. These 

findings are consistent with other studies which reveal that “traditional Nepalese society 

stigmatized husbands who played a supportive or helpful role during their wives’ 

pregnancy” (Mullany, Hindin & Becker, 2005, p.1998; Mistry, Galal & Lu, 2009). 

Likewise, several studies on traditional families in India report that husbands’ excessive 

attention to wives is disapproved of, because it “a matter of shame and embarrassment,” 

as wives cannot be prioritised over other members of the husbands’ family (Wiley, 2002, 

p.1096; Jejeebhoy, 2002).  
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 Wives’ Contraception 

 In this context, the literature on Indian subcontinent reveals that side effects, such 

vomiting, nauseas, back pain, and so on, is the foremost barrier for women with regards 

to utilisation of contraceptives (Mullany, 2006; Moursund & Kravdal, 2003; Population 

Council, 2004). My observations add to these studies as women informants convey that 

due to side effects of birth control, like nausea, backache, etcetera, they are uneasy about 

using contraceptives like oral pills. However for these women the largest barrier is not 

the side effects per se, but the fact that these side effects (like nausea) hinder their daily 

lives as well as reduce their capacity to carry out their arduous daily chores. Similar 

responses emerge from studies on Pakistan, where researchers conclude that the “fear of 

the side effects of contraceptives dissuades women from using them not only because of 

aversion to the expected physical discomfort but also because of the expected time and 

financial costs of managing the side effects, the potential loss of work time” (Casterline, 

Sathar & Haque, 2001, p.96; Rocca et. al., 2013).  

 With reference to actual role performance, my research data shows husbands’ 

involvement and participation in wives’ contraception, but only in the context of 

permanent methods. Women informants who underwent tubal ligation, around half of 

them first sought permission from husbands and in-laws. These findings add to the 

literature on Indian extended family, as in the context of marital relationships, “an 

unequal distribution of power often exists between spouses, with the wishes of husbands 

tending to predominate in most decisions, including those concerning reproduction” 

(Koenig, Simmons & Misra, 1984, p.284; Char, Saavala, & Kulmala, 2010).  
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 In my study, I noted that a few wives did not face any resistance because their 

husbands wanted them to undergo permanent contraception; whereas others agreed after 

coaxing and negotiations. Changes in husbands’ attitude regarding their wives’ 

contraception is noted by other researchers as well (Ahmed et. al., 2000). For instance in 

impoverished sections of Pakistan, “men who started their families in the 1990s were 

highly likely to go contrary to the traditional norms of family size and opt for smaller 

families.” These actions represent “changes in attitudes about contraception, masculinity, 

and women’s health” (Mumtaz & Salway, 2009, p.1352; Bhatti & Fikree, 2002). In my 

study, the other half of women informants obtained sterilisation without the consent of 

their husbands or husbands’ family; and they stress that for their actions, they could face 

dire consequences, like neglect during illnesses. These findings enhance a large section of 

researchers, who focus on how women’s autonomy affects their reproductive behaviors 

(Bloom & Griffiths, 2007; Char, Saavala, & Kulmala, 2010). Studies on marginalised 

groups of India disclose that women’s autonomy is “associated with lower fertility and 

greater contraceptive use;” and conversely, a lack of autonomy (as experienced by the 

aforesaid women informants) is a major barrier for usage of birth control (Allendorf, 

2007, p.35; Pallikadavath et al., 2004). 

 In the case of temporary methods, actual role performance by husbands is 

comprised of nonparticipation. As per the literature on reproductive behavior of women 

in extended families of India, “communication between spouses on topics such as family 

size or family planning is usually limited” (Koenig, Simmons & Misra, 1984, p.284; Raj 

et. al., 2011). Other researchers examining slum groups of India argue that “spousal 

communication about reproductive illness was remarkably limited,” especially among 
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younger couples, as younger wives are reluctant to discuss reproductive matters due to 

their shyness, as well as apprehension regarding their husbands’ reactions (Santhya & 

Dasvarma, 2002, p.231; Moursund & Kravdal, 2003; Jejeebhoy & Sebastian, 2003). My 

findings support these conclusions, as owing to a lack of communication, as well as the 

culture of spousal segregation within families, husbands of Gautampuri community 

detach themselves from their wives’ fertility decisions. On the other hand, husbands’ 

mothers supervise the fertility matters of their daughters-in-law.  

 The literature on extended families in India documents the “young wife’s 

subordinate role to her mother-in-law, and older female members of the family” 

Furthermore, it shows that these families “hold strongly pro-natalist views” (Koenig, 

Simmons & Misra, 1984, p.284; Corbett & Callister, 2012). My study findings support 

the aforesaid studies, since mothers-in-law (like most elders of Gautampuri community) 

are opposed to contraception and encourage high fertility. However analogous to the 

above-mentioned studies, due to Gautampuri community’s familial norms, lower status 

and negligible autonomy, daughters-in-law cannot challenge their mothers-in-law. As a 

result, these wives ardently resist unwanted pregnancies via covert use of temporary 

methods like oral contraceptives. Covert usage of contraceptives has been noted by other 

researchers as well (Rocca, et. al., 2013); such as among rural populations of north India, 

where “couples who wish to contracept often seek services surreptitiously,” due to 

“strong opposition from members of the extended family” (Koenig, Simmons & Misra, 

1984, p. 284; Casterline, Sathar & Haque, 2001).  

 While articulating ideal role performance by husbands, wives assert husbands’ 

involvement and participation, with respect to women’s contraceptive behaviors. My 
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findings corroborate other researchers who have studied contraception in Indian and 

Pakistan, and have concluded that “husband’s approval of contraception is strongly 

associated with contraceptive use among women” (Casterline, Sathar & Haque, 2001, 

p.98; Edmeades, Lee-Rife & Malhotra, 2010). Women informants assert husbands’ 

involvement because it represents approval from husbands/husbands’ family; which is 

most crucial with respect to women’s contraceptive decisions, especially for permanent 

methods. This is because if women do not seek approval and autonomously decide about 

permanent contraception, then Gautampuri community tends to blame the wife, if she 

suffers from side effects or bodily harms stemming from the contraceptive procedure.  

 The aforementioned findings add to a substantial research area on autonomy and 

women’s reproductive choices. Parallel to responses from women informants in my 

study, other researchers assert that autonomy may not always lead to better fertility 

outcomes for women, among low-income communities of Bangladesh, India and Nepal 

(Bloom, Wypij & Das Gupta, 2001; Edmeades, et. al., 2012). For example, studies on 

Nepal indicate that when women’s autonomy is defined as “wives’ sole decision-making 

power,” it may not “represent the ideal’ in women’s eyes;” given that it means nil or 

inadequate involvement from husbands. It also implies that in case of adverse health 

outcomes, “the burden of full responsibility and the potential blame of those decisions” is 

on the wives (Mullany, Hindin & Becker, 2005, p.2003; Koski, Stephenson & Koenig, 

2011).  

 Therefore to conclude, in this chapter I have elucidated the role of husbands in 

women’s reproductive behavior. My study shows that this aspect is comprised of two 

important subjects: husbands’ role in pregnancy and childbirth; and husbands’ role in 
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women’s contraception. In the current and the preceding two chapters, I have discussed 

the role of husbands in their wives’ health-seeking behavior. In the next and final chapter, 

I draw conclusions by comparing my research data with the data from existing literature. 
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Chapter Ten: Discussion and Conclusion 

 

 In this dissertation I have presented the findings from my study of a marginalised 

community in New Delhi, India. My foremost conclusion is that, in the context of 

women’s health-seeking behaviors, the role of husbands is comprised of three distinct 

aspects: husbands’ role in women’s health and illness, husbands’ role in use of medical 

care services by women, and husbands’ role in women’s reproductive health. 

Furthermore, in Gautampuri community women’s marital relationship not only pertains 

to the relation between husbands and wives, but it also entails the relations between 

wives (as daughters-in-law) and their husbands’ parents, as well as other members of 

husbands’ families. Therefore in my research, the husband’s role also includes the role of 

husbands’ family members in the health-seeking behaviors of these women.  

The major theoretical contribution of my research is the construct of the ideal-

versus-actual role of husbands in women’s health seeking behaviour. The talks, 

discussions, narratives and interpretations from participants, especially women, clearly 

outlined the boundaries of what was the actual and what was the ideal role of husbands in 

this process, as well as revealing the gaps between these categories. Furthermore, this 

construct also highlights the divergences between wives and husbands of Gautampuri, as 

regards to their interpretation of what should be the ideal role performance by husbands. 

Moreover, wives informed me that discussing the ideal role pressed them to contemplate 

about how they desired their husbands would behave (despite social constraints), which is 

an exercise they had never engaged in before. Consequently, post participation, they were 
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mindful about the differences between their daily and their aspired reality, which is one 

way they expressed autonomy. 

 The ideal versus actual analytical construct reflects that women’s interpretation of 

the ideal role of husbands is that they are knowledgeable about health matters, along with 

being sensitive and consistently proactive. In addition the ideal role entails husbands’ 

assurances regarding monetary resources, assistance while seeking medical treatment, 

and participation in domestic duties during illnesses of wives. The ideal role also includes 

husbands’ involvement in reproductive matters, such as in prenatal care, location of 

delivery, and contraception related matters. Even though the wives who participated in 

this research discussed various behaviours they associated with their definitions of the 

ideal role of husbands, they all interpreted the role of ideal as largely opposite to the 

actual role performance of their husbands, and as typically contrary to how their 

husbands’ saw their own ideal role behviour. This difference manifested most 

prominently for reproductive matters, as husbands resolutely asserted elders’ authority, 

and prescribed husband’s participation (if any), only under parental guidance. Below, I 

further discuss my conclusions as regards the ideal versus actual role of husbands as it 

plays out over the three areas of women’s health-seeking behaviors; policy 

recommendations of my study, along with suggestions for future research and the 

limitations of my study. 
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Role of Husbands and Women’s Health-seeking Behavior 

 In the literature on women’s health seeking behavior, a large segment of 

researchers assert that, studies with singular emphasis, like on spousal violence, overlook 

the multifaceted nature of marital relations, and how that shapes women’s health-seeking 

behavior on the Indian subcontinent (Koski, Stephenson & Koenig, 2011; Velkoff & 

Adlakha, 1998). These researchers argue that in the literature on non-Western societies 

like the Indian subcontinent, the link between spousal relation and women’s health is 

“conceptualized largely through the growing literature on domestic violence” (Allendorf, 

2010, p.263; Elul, 2011; Agarwal et. al., 2010). However, data from culturally and 

economically divergent regions of India reveal that even with unvarying spousal 

violence, health outcomes of women vary significantly. This is because several other 

factors, like education, marital autonomy, age, access to money, and so on, intersect, 

resulting in differing health-seeking behaviors (Stephenson, Jadhav & Hindin, 2013; 

Jejeebhoy, 2002; Jejeebhoy & Sebastian, 2003).  

 My research is consistent with the aforementioned studies, as my data reveals that 

the role of husbands in their wives’ health-seeking behavior is heterogeneous; and the 

extent and impact of husbands’ role varies considerably in terms of influence (example, 

contraception), degree of involvement (example childbirth), nature of contribution 

(example wives’ hospitalisation), and day to day participation (example wives’ chores 

during illness and daily enquiry about wives’ wellbeing). Furthermore, various factors 

affect health-seeking behaviors of women in Gautampuri community (such as monetary 

resources, illness beliefs of family and community, type medical care provider, degree of 
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elders’ authority, and so on), and husbands’ role interconnects and overlaps with these 

factors.  

 In the literature, many studies conclude that among researchers who privilege the 

researchers’ point of view, such as “western-trained feminists,” there is a “strong 

inclination to focus on the apparent and at the evident, without emphasising the 

uniqueness of experiences” within the specific contexts; which results in a “neglect of the 

unknown” (Lahiri-Dutt & Sil, 2004, p. 257). Consequently, these studies insist on 

applying the framework of health-seeking behavior because as it privileges the subjective 

point of view (Jejeebhoy & Sebastian, 2003; Mullany, Hindin & Becker, 2005).  

My study supports the aforesaid researchers as only through applying the 

framework of health-seeking behaviors and emphasising subjective perspectives, that I 

am able to observe deeper narratives and interpretations of my informants, and residents 

of Gautampuri. Hence, a key finding is that my informants’ articulation of the role of 

husbands is divided into two types. One is the actual role performance by husbands (that 

is, what husbands’ role is), and the other is the ideal role performance (that is, what 

husbands’ role should be). The majority of studies in the literature focus on actual role 

performance, and they represents the apparent and evident; unlike my study, there is 

negligible analysis of ideal role performance, which is the unknown and unique aspect.  
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Husbands’ Role in Health and Illness-related Behavior 

 According to my research the first aspect is comprised of of two issues: husbands’ 

knowledge of women’s health and illnesses, and, husbands’ attitudes concerning 

wellbeing and ailments of their wives.  

 Knowledge about Women’s Health and Illness 

 In the literature on marginalised groups of the Indian subcontinent, a dominant 

finding is that, husbands have negligible to no knowledge about women’s health and 

healthcare (Bloom & Griffiths, 2007; Khan, 2012). This is mainly due to low levels of 

formal education, exclusion of men from governmental healthcare programs for women, 

and tradition and customs which outlines that women’s health related matters is distinctly 

woman’s domain and men should remain detached (More et. al., 2011; Avery & 

Williams, 2010). My research reveals similar findings as actual role performance by 

husbands is comprised of a lack of awareness; as comprehension of women’s health, 

ailments and cures, is limited among these husbands.  

 In the literature on husbands’ knowledge, some researchers affirm that except for 

sexually transmitted diseases (STDs), husbands from urban low-income areas of India are 

uninformed about diseases and infirmities specific to women (Bloom & Griffiths, 2007; 

Thompson, Miller & Witter, 2003; Anthony et. al., 2010). In comparison, husbands in 

Gautampuri community are not only unaware about STDs, they do not possess even lay 

understanding about women’s ailments and healthcare; mainly due to the gendered 

character of health and healthcare in Gautampuri community. Since matters pertaining to 

women’s health and bodies are deemed as a woman’s domain, men are raised devoid of 
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any knowledge about women’s health, and are expected to remain detached throughout 

their lives. Numerous researchers also argue that owing to lack of knowledge, husbands 

in the Indian subcontinent often deem symptoms reported by women as not worthy of any 

professional medical care, leading to aggravation and/or fatality (Barua & Kurz, 2001; 

Allendorf, 2010; George, 1998). Conclusions from my study are consistent with these 

findings, as I also observed that since these husbands do not understand women’s bodies 

or sicknesses, they are not adequately sensitive about the ordeals and/or barriers faced by 

women, when they are unwell.  

 Many studies conclude that in slum communities of India, women’s health-

seeking behaviour is shaped by women’s formal educational background (and its 

absence). Furthermore, there is a positive correlation between formal education level and 

women’s use of healthcare services (Bhatia & Cleland, 1996; Bhatti & Fikree, 2002; 

Hollen & Coale, 2003; Jacob et al., 2006). However, contrary to the aforesaid studies, my 

research indicates that compared to factors like marital relations, formal education levels 

has little impact on the health and illness-related beliefs and behavior of these women. 

My data reveals that due to the nature of marital relations in Gautampuri community, as 

well as marital customs and role, factors like formal education are overruled by factors 

like relation with husbands and their family, as it affects most vital decisions regarding 

women’s health and medical care. Some wives are slightly informed about health and 

healthcare due to their frequent illnesses and consequent encounters with medical care 

institutions. Yet this experiential knowledge has less impact on their health and illnesses 

than factors like attitude of husbands. 
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 A section of the literature on awareness of husbands and women’s reproductive 

health in India, reveals that families where men have better knowledge of pregnancy-

related matters, maternal health status of women is better (Bloom et al., 2000; Leone et 

al., 2007; Johnson & Zlotnick, 2007). Data from women informants support these 

conclusions as while defining ideal role performance by husbands, wives prefer that 

husbands be informed about women’s ailments, including their causes and cures in order 

to positively shape women’s wellbeing. However, in the literature on women’s health in 

Indian subcontinent, barring the subject of reproductive wellbeing, there is inadequate 

data about whether husbands’ awareness level affects non-reproductive or other health-

seeking behavior of their wives. There are a limited number of studies on non-

reproductive matters, such as on medical treatment of leucorrhoea, which conclude that in 

low income groups of India, factors such as inputs by husbands during healthcare 

utilisation has had positive impacts on the treatment amongst women (Mullany, 2006; 

Osubor, Fatusi & Chiwuzie, 2006; Thompson, Miller & Witter, 2003).  

 My research supports the questions and concerns raised in the literature, as 

women informants conveyed that Gautampuri community was confronting those 

illnesses, like cancers, which it was formerly unaware. Furthermore, due to the growing 

disengagement between younger daughters-in-law and husbands’ parents, younger wives 

are increasingly uneasy with their traditional customs, whereby their health-related affairs 

are guided by husbands’ parents/older family members, and not by their husbands. Hence 

younger wives desire their husbands to be more involved in the matters of their health. 

Furthermore, these wives assert that awareness among husbands is very useful since it is 

one of the factors that may reduce the barriers of their wives, given that accessing 
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medical care in Delhi is costly as well as difficult for their community. Therefore based 

on the aforesaid reasons, wives require their husbands to be knowledgeable about 

women’s wellbeing and ailments. Women informants add that the responsibility of being 

informed is solely on husbands as they have access to the outer world, where as wives 

face barriers like being restricted to the domestic realm. 

 In the literature on impoverished communities, a large section highlights how 

women’s health and illness behavior is shaped by husbands’ role, through the patrilocal 

and extended family structure in the Indian subcontinent (Jejeebhoy, 2004; Vaid et. al., 

2007). Many studies on rural India note that wives are unable to oppose the decisions 

made by members of their husbands’ family (such as husbands’ fathers), including those 

decisions that may be harmful to their health (Allendorf, 2013; Bhatti & Fikree, 2002). 

Other studies on impoverished communities in India correlate poor health of wives with 

patrilocal family structure, as data shows that wives in such families are more susceptible 

to infections and diseases (Parkar, Fernandes & Weiss, 2003). This is mainly due to 

reasons such as negligible awareness, inadequate nutrition and low priority in husbands’ 

family regarding medical care of daughters-in-law (Barua & Kurz, 2001). My research 

findings are consistent with the aforementioned conclusions, because while articulating 

ideal role performance, these wives affirm that older husbands (who are also fathers-in-

law) should also be knowledgeable about women’s health and ailments; because it is vital 

for the wellbeing of their daughters-in-law. In Gautampuri community, customarily 

fathers-in-law make final decisions regarding healthcare; and decisions made by 

uninformed fathers-in-law can be detrimental for the wellbeing of their daughters-in-law. 

I noted low levels of awareness among fathers-in-law as half of my informants were 
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mature husbands or men, and this lack of awareness was reflected in comments from both 

younger and mature wives.    

 According to my findings, there is another crucial reason why older husbands/ 

fathers-in-law should be well-versed about women’s health and ailments. Due to 

Gautampuri community’s tradition of distance-maintenance and culture of restricted 

communication within families, daughters-in-law are hesitant about expressing health 

concerns to their husbands’ family members. In this context, informed fathers-in-law may 

lessen this hesitation and/or pass on learning to their wives (that is, the mothers-in-law) 

who are also uninformed; and subsequently mothers-in-law can update their domestically 

confined daughters-in-law. Comparable to my research findings regarding the 

significance of making husbands’ family members aware about women’s health and 

healthcare, the influence of mothers-in-law is pointed out by other researchers (Garg, 

Sharma & Sahay, 2001; Butala, VanRooyen & Patel, 2010). Within the patrilocal and 

extended family structure of Indian subcontinent, a wife is most likely to inform her 

mother-in-law about symptoms and discomforts (Barua & Kurz, 2001). Besides, many 

studies on low-income groups of India suggest that women’s health issues receive prompt 

attention if mothers-in-law deem it is as a condition worthy of attention; whereas health 

issues like urinary tract infections are neglected even when acute, because many mothers-

in-law believe that the symptoms are a normal aspect of a woman’s life (Sabarwal et. al., 

2012; De Costa & Diwan, 2007; Pallikadavath et al., 2004). 
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 Attitude of Husbands 

 In the literature on women’s health in India, there is inadequate research on how 

husbands’ attitude affects women’s wellbeing (Mullany, Hindin & Becker, 2005). Studies 

on India and Nepal conclude that even though inter-spousal communication is critical for 

women’s wellbeing and use of healthcare services, “relatively little information on the 

subject is available” (Santhya & Dasvarma, 2002, p.224; Chapagain, 2006). Moreover 

there is almost no data on how women’s day-to-day health is affected by the attitude of 

husbands from low income groups of India. In this context, my study provides valuable 

data and analysis inputs as with regards to actual role performance by husbands, the 

attitude of husbands in Gautampuri is comprised of apathy and/or avoidance towards 

their wives’ illnesses and healthcare concerns. In particular, husbands do not routinely 

enquire about their wives’ wellbeing. However, wives and husbands differ regarding the 

aforesaid issue, as husbands believe that it is unnecessary to regularly enquire about 

wives’ health; since they are certain that their wives immediately inform, in case they are 

unwell. Moreover, as per Gautampuri community’s health and illness beliefs, only when 

someone is bedridden, it is deemed as a health issue worthy of attention. Thus as long as 

wives carry on their everyday tasks, husbands assume that their wives are healthy.  

 As for ideal role performance, as regards husbands’ attitude concerning health and 

illness of wives, my research reveals profound connections to a particular health/illness 

behavior of these wives, namely underreporting of ailments and symptom. Most wives of 

Gautampuri community tend to conceal, tolerate and/or underreport symptoms, due to 

various reasons. These findings from my study vis-à-vis wives’ tendency of 

underreporting ailments is also noted by other researchers examining women’s health in 
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Indian subcontinent (Wadhwa, Ghosh & Kalipeni, 2012). For example, in low income 

urban communities of India, owing to stigma surrounding tuberculosis along with fear of 

blame from husbands’ family, most women do not report symptoms (Khan, 2012; 

Goswami & Kedia, 2010). Likewise, studies on Pakistan indicate that wives underreport 

reproductive tract infections because it is deemed shameful by their husbands’ families 

and other mebers of their communities (Bhatti & Fikree, 2002; Allendorf, 2010).  

 Although these studies outline the reasons for underreporting, as well as how 

these reasons overlap with attitude of husbands/husbands’ family; yet there is inadequate 

research on how changes in husbands’ attitude may affect this specific health behavior of 

underreporting by women. In this context my study addresses the gap in data, as the 

aforesaid attitude of husbands of Gautampuri community, coupled with wives’ tendency 

of underreporting symptoms, becomes a detrimental cycle, which leads to the 

intensification of women’s illnesses. Moreover when husbands do take notice (after 

wives become bedridden), often by then the ailment is acute and/or fatal. Consequently, 

while defining ideal role performance, as regards husbands’ attitude concerning health 

and illness of wives, women informants point out that husbands should enquire about 

their wives’ wellbeing on a daily basis, irrespective of their perceived physical condition. 

 In the context of husbands’ attitude concerning health and illness of wives in 

India, a large section of researchers emphasise the subject of intimate partner violence 

(Population Council, 2004; Griffiths & Stephenson, 2001). They report physical injuries, 

pain, permanent damage to body parts, disability, and psychological trauma, as the main 

health consequences (Stephenson, Koenig & Ahmed, 2006; Nair et. al., 2013). However, 

I did not observe any significant or frequent intimate partner violence in my research. 
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During my fieldwork, I did not note any sign of physical harm (like cuts or bruises) 

among women informant, and the community workers did not report any incidence of 

major physical violence. Furthermore, due to the density of households, sounds of violent 

episodes could easily be heard even from outside, which I did not encounter. Other 

checks on domestic physical violence are the constant vigilance by community workers 

and frequent police patrols in Gautampuri locality.  

 Other studies use broader definition of domestic violence, and argue that wives 

among impoverished groups of India face aggressive actions like neglect, forced to work 

during prenatal phase, inadequate food, and insufficient medical care (Allendorf, 2010; 

Agarwal et. al., 2010; Panchanadeswaran & Koverola, 2005). My findings are consistent 

with these studies as most wives in Gautampuri, including my informants, face abusive 

behaviors from husbands, like shouting or abusing; nonetheless they do not perceive it as 

affecting their health. My research also reveals broader aggressive behaviors, such as 

indifference and neglectful attitude of husbands as regards women’s health and illnesses. 

Combined with husbands’ ignorance about women’s health, the futility of reporting to 

husbands often compels these women to underreport their health condition. Furthermore, 

regular reporting can result in husbands’ family stop paying attention to all health 

complaints from daughters-in-law, which can be catastrophic if they are gravely unwell. 

Therefore underreporting of ailments by these women is also coerced behavior stemming 

from the attitude of husbands’ wider family. These conclusions from my research 

regarding coerced behavior substantiates several researchers who examine spousal 

violence; as they conclude that wives in marginalised communities of India seldom report 

spousal violence due to barriers like the tendency of mothers-in-law in joint families to 
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deny and/or trivialise violence on their sons’ wives (Stephenson, Koenig & Ahmed, 

2006; Allendorf, 2013; Rani & Bonu, 2003).  

 

Husbands’ Role in Medical Care Utilisation 

 Husbands’ role in medical care use is made up of three main processes: decisions 

concerning wives’ medical-care, medical treatment of wives, and, household tasks of 

wives during illnesses.  

 Decisions concerning Medical-care 

 Among researchers who analyse how husbands’ influence affects women’s use of 

healthcare service on the Indian subcontinent, a significant focus is on marital autonomy; 

as they assert that wives from the marginalised groups have minimal to no autonomy 

regarding their use of professional medical care, whereas the influence of husbands is 

prominent. Most healthcare related decisions concerning women are decided by the 

husbands and/or their extended family (Garg, Sharma & Sahay, 2001; Butala, 

VanRooyen & Patel, 2010; Snell-Rood, 2013). My study conclusions are consistent with 

these researchers, since with respect to decisions concerning wives’ medical-care in 

Gautampuri, actual role performance is comprised of husbands’ influence and 

participation in all matters.  

 Other studies, for example on Pakistan, argue that husbands determine where their 

wives should seek medical care, on the basis of the cultural appropriateness of the source. 

Wives have no autonomy in this matter, and as a result underuse competent public 

healthcare facilities due to predominance of male medical professionals, as it is culturally 
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inappropriate (Shaikh, Haran & Hatcher, 2008; Afshar & Alikhan, 2002). Similarly, 

researchers add that in many communities in India husbands are the dominant influence 

in healthcare-related decisions because as per their traditions, husbands are supposed to 

control all matters pertaining to the household (Mullany, 2010; Mullany, Hindin, & 

Becker, 2005; Chapagain, 2006). My research findings are partly consistent with the 

aforesaid conclusions. Wives of Gautampuri community also unquestioningly follow 

their husbands’ judgments regarding their medical care, even when the impact of those 

decisions is detrimental, for example in cases of multiple unplanned pregnancies due to 

lack of use of contraceptives, or repeated abortions. This is because it is expected of these 

wives, as their marital traditions outlines that women submit every aspect of their lives to 

their husbands’ approval.  

 However, my research also diverges from the aforesaid studies as my data reveals 

that in Gautampuri community, the extent of the involvement of husbands and/or the 

impact of husbands’ influence on their wives’ healthcare decisions varies significantly. 

Although some husbands completely shape their wives healthcare choices, irrespective of 

the ailment, other husbands influence during minor ailments, and have minimal impact 

during major ailments of wives. During major ailments, husbands’ whole family engages 

in the decision-making process; and husbands are not the main influence since elders 

such as husbands’ parents take the lead. For comparing these conclusions, in the literature 

there is no substantial research on how the nature of ailments, influence of husbands’ 

family, and husbands’ participation, interconnect and overlap, so as to shape women’s 

use of medical care services in low income communities of India. 
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 In the literature on women’s healthcare, studies on slum population of India 

reveal that facilitators of women’s use of institutional medical care such as good quality 

service, are cancelled by wives’ lack of autonomy in their marital relationship (Allendorf, 

2007; Population Council, 2004). Many researchers conclude that traditional marital 

norms such as seeking permission from husbands, is a major barrier for women’s access 

to professional medical care that are outside these communities (Chattopadhyay, 2012; 

Qureshi & Shaikh, 2006). Nevertheless, there is inadequate research on whether women 

from low income communities prefer husbands’ influence in their use of medical care; 

and, what is nature of husbands’ involvement. My research addresses this inadequacy. 

 With regards to ideal role performance, women’s opinions are divided about 

husbands and decisions concerning wives’ medical-care. Half (6) of the wives favoured 

their husbands’ detachment with respect to decisions concerning their medical-care; as 

they believe that their wellbeing is more vital than their community’s conventional 

expectation that husbands must shape all decisions of women’s lives. However the 

aforesaid wives do not desire a total detachment but a limited participation from 

husbands; given that husbands’ total detachment is not in their best interest. My findings 

add to other studies on impoverished groups of India, who demonstrate that women’s 

autonomy in terms of independent decision-making regarding their healthcare may not 

always indicate better health outcomes (Rani & Bonu, 2003; Ghosh, Wadhwa & 

Kalipeni, 2009). This is because wives, such as in slums of western India, might be 

forced into the position of decision-making due to inadequate and/or absence of 

husbands’ involvement in the issues of their wives’ medical care (Mistry, Galal & Lu, 

2009; Agarwal et. al., 2010). 
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 The other half (6) of wives assert husbands’ influence with regards to ideal role 

performance and decisions concerning wives’ medical-care while According to these 

wives, in Gautampuri community, wives have to accept husbands’ influence; because as 

per their community’s norms, for a wife there is no alternative apart from her husband 

with regards to healthcare-related matters. These findings from my research add to the 

segment of the literature on how women’s marital relations shape their healthcare-related 

decisions (Chattopadhyay, 2012; Shaikh, Haran & Hatcher, 2008). Comparable to my 

aforesaid conclusion, other researchers claim that among the impoverished groups in 

nations such as India, Pakistan, Bangladesh, payment of wives’ medical treatment is 

always made by the husbands; consequently making them the decisive authority 

regarding their wives’ healthcare (Qureshi & Shaikh, 2006; Bhatti & Fikree, 2002). 

 In the literature on India, researchers argue that whether women’s autonomy 

affects their use of healthcare is not adequately understood, because majority studies are 

based usually on “information gathered only from women” (Allendorf, 2007, p.35). 

Hence such studies cannot contribute to the subject of husbands’ opinion regarding their 

wives’ autonomy; and therefore the role that husbands “play in women’s autonomy is one 

area that requires further attention” and research (2007, p.35; Mullany, 2006; Garg, 

Sharma & Sahay, 2001). With regards to ideal role performance, my observations about 

men’s perceptions regarding why husbands should shape their wives’ access to healthcare 

lessens the gap in the literature, as there is negligible data on husbands’ perspectives 

regarding medical care utilisation by women. Husbands of Gautampuri community 

rationalize their standpoint through their perceptions of spousal norms, along with nature 

of marital rights and responsibilities; for example, husbands’ influence on healthcare-
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related decisions is not an obligation but an entitlement that wives of Gautampuri 

community hold over husbands. Furthermore, if the wives were to select healthcare 

sources without any guidance from their husbands, then there is a strong possibility of 

adverse consequences, as wives of Gautampuri community are uninformed and lack 

exposure.  

 Wives in my study contradict men’s view on ideal role performance, as regards 

decisions concerning wives’ medical-care. This is because despite familiarity with the 

outer world, most husbands in Gautampuri community have negligible knowledge about 

healthcare-related matters; therefore a wife seeking advice from husband is worthless and 

inconsequential. Furthermore, husbands’ alluding to Gautampuri community’s spousal 

norms or rights of a wife is insincere; because husbands are neither empathic nor 

concerned, and are typically uninterested in the process of addressing the medical care 

needs of their wives. These findings are consistent with other studies on women in slums 

of Delhi, as data shows that a wife cannot avail higher quality private care not only 

because of limited resources, but also because she is of lower priority in her husband’s 

family (Peters et al., 2002; Jejeebhoy, 2004; Vaid et. al., 2007). Other studies, on 

patrilocal extended families of Indian subcontinent,7 add that the low power status of 

wives itself is a barrier while seeking competent healthcare (Bloom, Wypij & Das Gupta, 

2001; Allendorf, 2013).  

                                                 

7 There are regions in India which are not patriarchal, such as the states of Meghalaya and 

Arunachal Pradesh 
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 Medical Treatment 

 In the literature on end use of professional medical care by women from 

impoverished sections of India, a prominent topic is the various obstacles women face 

while accessing medical care and while undergoing treatment. Researchers, for example, 

note the practice of accompanying women, while they seek professional medical care 

(Jejeebhoy, 2004; Dudgeon et al., 2004). Other studies on Pakistan report that mothers-

in-law or other members of husbands’ family always escort wives, when they visit 

healthcare facilities (Shaikh, Haran & Hatcher, 2008; Bhatti & Fikree, 2002). Other 

studies highlight distance as an obstacle, and state that while visiting distant medical care 

facilities, ailing women from impoverished groups in Pakistan must be accompanied by 

husbands. Furthermore, in the absence of husbands or other elder men, women typically 

ask relatives or neighbors to accompany them (Qureshi & Shaikh, 2006; Afshar & 

Alikhan, 2002). My research adds to these studies as well as expands the literature, as not 

only accompanying but concrete steps that are subsequent to deciding about appropriate 

healthcare; like presence during wives’ treatment in institutions of medical care, 

conferring with doctors and other medical care professionals, and so on, emerged as a 

vital topic.  

 My study reveals that, in this context the actual role performance by husbands is 

characterised by lack of involvement, such as nonattendance when wives access 

healthcare services. This observation corroborates many studies, as they claim that in 

India “the extent to which husbands were present at routine antenatal or postnatal care 

visits, or at the time of delivery, was found to be limited,” particularly among urban 

marginalised communities (Chattopadhyay, 2012, p. 131; Hussain, 2003; Yadava & 
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Chadney, 1994). In the literature, there is insufficient data regarding the causes for 

nonparticipation of husbands during medical treatment of women, among impoverished 

communities of Indian subcontinent. This gap in data is addressed by my research, given 

that I observed several reasons why husbands cannot participate, such as working far 

away from their households for prolonged periods, along with their acutely challenging 

working conditions. Moreover participation of husbands while wives access medical 

treatment is generally excluded from the marital role of men of Gautampuri community. 

 In the literature on Indian subcontinent, researchers argue that the barriers faced 

by women while accessing medical care often overlaps with barriers from 

husbands/husbands’ family (Population Council, 2004; Griffiths & Stephenson, 2001). In 

slums of Delhi and Hyderabad cities of India, wives’ visits to competent healthcare 

centers is contingent on whether husbands are accompanying them. Hence wives wait for 

their husbands or other male members, which often leads to deterioration of their health 

condition (Wadhwa, Ghosh & Kalipeni, 2012; Vaid et. al., 2007). Likewise studies on 

Pakistan reveal that in low income communities, husbands/ husbands’ family enlarge 

barriers; because if male family members are unavailable, and wives are unable find other 

women for accompanying them, it then results in underutilisation of healthcare services 

by these women, even for serious health problems (Shaikh, Haran & Hatcher, 2008; 

Bhatti & Fikree, 2002).  

 My study data supports the aforesaid conclusion, as half of the wives affirm 

husbands’ detachment vis-à-vis women’s medical treatment, while articulating the ideal 

role performance; since they perceive husbands’ involvement as a barrier and/or 

expanding other barriers. However, in this half, some wives also cite financial reasons to 
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affirm husbands’ detachment vis-à-vis women’s medical treatment. Most husbands in 

Gautampuri community are daily-wage labourers, and hence they get remunerated on a 

daily basis. Therefore, a leave of absence for accompanying wives means loss of wages, 

and consequently no treatment. Thus any degree of husband’s presence during a wife’s 

medical treatment is inconsequential, if there are no financial resources in the first place. 

These findings are consistent with the literature on low income groups of India, since 

parallel to my observations regarding importance of financial resources versus husbands’ 

participation, other researchers have also noted that poverty is the foremost barrier for 

women’s use of competent medical care (Nair et. al., 2013; Ghosh, Wadhwa & Kalipeni, 

2009; Panchanadeswaran & Koverola, 2005). 

 While defining ideal role performance, the other half of the women informants 

affirm participation of husbands in their wives’ medical treatment; mainly for reducing 

the various barriers faced by them. These wives claim that because of low levels of 

formal literacy, they fail to understand instructions from medical care personnel. 

Furthermore, as wives in Gautampuri community are confined to the domestic realm, 

they experience the outer world (including medical care establishments) as considerably 

intimidating. Lastly, these wives find it difficult to negotiate the unsupportive public 

healthcare facilities of Delhi. My findings corroborate the literature regarding women’s 

end use of professional medical care, as they reveal that in low-income communities of 

Indian subcontinent, women experience many personal, social and infrastructural 

barriers; such as poverty, problems of accessibility, cultural beliefs and perceptions, and 

low levels of formal literacy (Qureshi & Shaikh, 2006; Shaikh, Haran & Hatcher, 2008). 

Parallel to my findings, studies on the urban poor and slum dwellers of Mumbai 
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(formerly Bombay) reveal that in the case of women, the main reasons for not seeking 

professional medical care are inability to identify symptoms, barriers to mobility and lack 

of familial support while visiting healthcare provider (More et. al., 2011; Ranson, et. al., 

2006).  

 Several researchers argue that in the Indian subcontinent, women’s dependence 

on husbands for monetary resources is a major barrier for utilisation of healthcare care 

services (De Costa & Diwan, 2007; Pallikadavath et al., 2004). Data on rural areas of 

Pakistan reveals that wives cannot deal with their medical emergencies; because if 

women have to spend money, they have to first ask their husbands or mothers-in-law or 

head of husbands’ family (Shaikh, Haran, & Hatcher, 2008; Bhatti, & Fikree, 2002). My 

study findings support this research, as in the context of ideal role performance, men 

affirm husbands’ involvement during women’s medical treatment, because their wives 

are less competent with regards to handling money. Men informants add that 

participation of husbands is critical also due to their wives’ lack of experience of dealing 

with healthcare establishments, inadequate formal literacy to understand instructions 

from doctors, and so on. However, unlike the aforesaid studies, husbands in my research 

consider their role as facilitator and not a barrier. 

 Household Tasks 

 In most of the literature on marginalised communities of India, many researchers 

assert that the families are shaped by a “patriarchal, patrilocal and patrilineal social 

structure” (Go et al., 2003, p. 264; Suppal & Roopnarine, 1999); and women are viewed 

as an “instrument for the fulfillment of the need of others.” Hence a wife is a “reproducer, 
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cook, cleaner, sexual outlet, and caretaker” (Thapan, 2003, p.77; Ahmed-Ghosh, 2004; 

Gupta, Mahajan & Lal, 2009). However, there is insufficient data on how continuance of 

domestic chores during ailments or recuperation period affects women’s experience of 

ailments and/or use of professional medical care. In this context, my study addresses this 

gap in the literature as the domestic chores of wives in Gautampuri affect their illness 

episodes, treatment, and recuperation period. This is because domestic tasks exclusively 

concern women; thus when wives are ailing, especially if they have major ailments and 

therefore are bedridden or are hospitalised, the foremost impact is on their daily 

responsibilities. Even though illness may render these women incapable of doing their 

daily tasks, in reality cessation of household tasks is not a plausible option, as that is 

deemed inappropriate by husbands’ families and by Gautampuri community. Hence 

household tasks are a major liability during serious ailments, as well as a barrier for 

women’s utilisation of healthcare services.  

 With respect to the issue of wives’ household tasks during their 

illnesses/treatment/recuperation, nonparticipation denotes actual role performance by 

husbands. Even during severe medical conditions (like advanced pregnancy), there is no 

contribution from husbands; and wives somehow continue their daily routines. My 

conclusions add to a large segment in the literature, regarding aggressive behavior 

towards daughters-in-law in impoverished communities of urban India 

(Panchanadeswaran & Koverola, 2005; Griffiths & Stephenson, 2001). Researchers note 

that forms of violence like forced to work (paid labour and/or domestic chores) during 

prenatal phase are common; and result in complicated and agonizing pregnancies, 

accidental abortions, and death during childbirth (Allendorf, 2010; Stephenson, Koenig & 
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Ahmed, 2006). As a result, while articulating ideal role performance, women informants 

unanimously affirm their husbands’ participation with respect to wives’ household tasks 

during their illnesses. These wives do not oppose their traditional roles whereby during 

regular daily life, husbands are not expected to have any part in the domestic sphere. But 

during extraordinary circumstances, like severe illnesses, there should be an exception to 

their conventional practices. These findings from my research address the gap in the 

literature on aggressive behavior from husbands and/or  husbands’ family, as there is lack 

of research regarding how husbands’ participation (or nonparticipation) may affect 

women’s chores, and as a result, their health and illnesses. 

 

Husbands’ Role in Reproductive Health 

 The third aspect in husbands’ role encompasses two issues: husbands’ role in 

pregnancy and childbirth, and, husbands’ role in women’s contraception.  

 Pregnancy and Childbirth 

 In the literature on reproductive health in of women from low-income groups of 

India, several researchers conclude that husbands in the Indian subcontinent are 

traditionally uninvolved about their wives’ pregnancy and childbirth related issues, even 

though husbands make the final decisions regarding reproductive medical care of their 

wives, especially regarding expenditures (Population Council, 2004; Singh, et. al., 2012; 

Ghosh & Sharma, 2010). My observations augment these studies as the actual role 

performance, is comprised of a husbands’ lack of involvement, due to several reasons. 

For instance traditionally, involvement in wives’ pregnancies and childbirths was never a 
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part of the role of husbands, and husbands of Gautampuri community have always 

maintained detachment from this matter. Furthermore, husbands’ detachment is also 

because of lack of time due to their burdensome occupations. 

 In my study, a major reason for husbands’ detachment is their lack of knowledge, 

and even disinterest, about reproductive health and prenatal care. Akin to conclusions of 

my research, lack of knowledge is a vital topic in the literature on women’s maternal care 

in India. Numerous surveys indicate that most husbands in the Indian subcontinent do not 

believe that gynaecological problems require any professional medical care (Barua & 

Kurz, 2001; Corbett & Callister, 2012). Other researchers add that about half of pregnant 

women do not receive prenatal checkups, owing to husbands’ inadequate pregnancy-

related knowledge (Saikia & Singh, 2009; George, 1998). Besides in rural India, maternal 

deaths are mainly due to delays in seeking institutional medical care, which stems from 

low awareness about maternal health among husbands (Chattopadhyay, 2012; Agarwal 

et. al., 2010). Furthermore, my findings are consistent with several researchers, who 

argue that husbands in low income groups of India are uninformed because of their 

indifference regarding their wives’ reproductive concerns; as evidenced from widespread 

absence of husbands during visits for antenatal checkup (Population Council, 2004; 

Jejeebhoy & Sebastian, 2003).  

 However in Gautampuri community, the most vital reason for husbands’ 

disengagement is their convention of letting elders and women in a husband’s family to 

oversee pregnancies. Prenatal care is a responsibility exclusive to women members of the 

husband’s family, like the mother-in-law; while men in husband’s family are not 

expected to fulfill this role. My conclusions about the role of husbands’ mother 
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substantiates a significant segment of studies; as researchers affirm that in the context of 

India, more than husbands, mothers-in-law shape daughters-in-law’s use of prenatal and 

maternal care services (Fikree, et. al., 2001; Casterline, Sathar, & Haque, 2001). Large 

scale data from Government of India’s National Family Health Survey also conclude that 

mothers-in-law play a significant role with regards to the number of children and timing 

of pregnancy of their daughters-in-law (Saikia & Singh, 2009; Moursund & Kravdal, 

2003). Moreover, studies on marginalized communities of India reveal that most women 

live with their husbands, who themselves live in their father’s household with other 

paternal relatives. Consequently, elders in husbands’ family, like husbands’ father, 

mother, elder brothers, and so on, play a vital role in pregnancy and childbirth related 

issues of their daughters in law (Corbett & Callister, 2012; Vaid et. al., 2007). Consistent 

with these studies, my research also shows that in Gautampuri community, final decisions 

about antenatal care and childbirth have always been made by the eldest men like the 

husband’s father; and the actual role performance by husbands is limited to assisting and 

obeying the elders. 

 According to the literature on the Indian subcontinent, the extended family is the 

predominant decision-making unit among rural and urban poor groups (Koenig, Simmons 

& Misra, 1984). Hence, a substantial part of the literature highlights the influence of 

husbands’ extended family on the reproductive behavior and maternal healthcare of 

women (Char, Saavala, & Kulmala, 2010; Casterline, Sathar, & Haque, 2001). My 

research observations corroborate the aforesaid studies, as Gautampuri community’s 

childbirth practices, particularly the influence of husbands’ parents, are a continuation of 

their extended family norms. Accordingly, there was never a custom of consulting either 
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the daughter-in-law or the son/husband regarding matters of childbirth. Given that 

husband’s parents have utmost authority in domestic matters; hence, they decide about 

birthing issues, and the daughter-in-law and husband/son are expected to follow. In the 

literature, studies on heterogeneous social contexts of India reveal the degree and 

characteristics of the influence of husband’s extended family (De Costa & Diwan, 2007; 

Pallikadavath et al., 2004). For instance, studies on low income communities in urban 

India point out that underutilisation of maternal care services is due to restriction on 

medical expenses by husbands’ family; which is also a key reason for low levels of 

institutional deliveries (Raj et. al., 2011; Ghosh & Sharma, 2010). My research adds to 

the aforesaid examples, as Gautampuri community’s inclination for homebirths, instead 

of hospitals, also originates from husbands’ parents and their rural backgrounds.  

 In the context of actual role performance by husbands, my research reveals that 

there are exceptions to husbands’ detachment; since factors like authority of husbands’ 

parents can overlap with other factors like source of monetary resources. Therefore, even 

though the conventions of Gautampuri community may give pre-eminence to elders; 

nevertheless, husbands are the decision-makers if they are the main financial source. In 

the literature on husbands’ role in women’s reproductive behavior in the Indian 

subcontinent, unlike my observations, there is negligible data on how interfamilial 

relations intersect with factors like financial resources. Other studies in the literature 

reveal that among marginalised urban groups of India, contrasting to the past the relation 

between daughters-in-law and mothers-in-law is not anymore centered on familial power 

struggles; and currently undergoing transformation (Vera-Sanso, 1999; D’cruz & Bharat, 

2003). Hence there is transfer and/or sharing of authority between older and younger 
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women; and concern of mothers-in-law that the daughters-in-law are the mothers of the 

future generation of their families (Stephenson, Koenig & Ahmed, 2006; Tisdell, Roy & 

Regmi, 2001). Data from my study support this change, as even though actual role 

performance by husbands remains unchanged the attitudes of mothers-in-law are 

changing in the case of their pregnant daughters-in-law. For instance, mature wives, who 

were neglectful about their own prenatal health, have made sure that their daughters-in-

law underwent all possible prenatal healthcare routines. 

 In the literature on pregnancy and childbirth in India and Nepal, many researchers 

argue that participation of husbands in the reproductive affairs of their wives leads to 

improvement of women’s reproductive health (Allendorf, 2007; Dudgeon et al., 2004). 

Data from urban Nepal reveals that higher spousal communication and joint decision-

making by couples results in lower fertility rates and better use of prenatal care services 

(Chapagain, 2006; Ghosh & Sharma, 2010). My findings support these researchers as 

with respect to ideal role performance as regards wives’ pregnancy and childbirth, there 

are differences of opinions between younger and mature wives, and younger wives prefer 

husbands’ full participation and influence in their reproductive matters.   

 A significant area of the existing literature on India, is the relation of autonomy 

and women’s reproductive health; given that women’s marital autonomy is correlated to 

better maternal health, increase in women’s access to pregnancy care, and use of 

institutional healthcare services (Agarwal et. al., 2010; Goswami & Kedia, 2010; 

Mavalankar, Raman & Vora, 2010). Moreover according to studies on low income 

families in New Delhi city, women’s freedom of mobility and higher autonomy in marital 

relations are enabling factors for higher usage of institutional childbirth and professional 
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maternal healthcare (Mistry, Galal & Lu, 2009; Bloom, Wypij & Das Gupta, 2001). Data 

from my research enhances the aforesaid conclusions, as younger wives want husbands to 

be the primary authority figure in matters of their pregnancy and childbirth, even if the 

day-to-day involvement of husbands is very limited. Younger wives want to break away 

from Gautampuri community’s conventions, and deem that other family members should 

stay distant from their reproductive matters.  

 Other data from my research, particularly from mature wives, counters the 

aforementioned conclusions, as well as enhances the debate on women’s marital 

autonomy and their reproductive health behaviors. Mature wives want to maintain the 

customs of Gautampuri community and prefer husbands’ detachment from matters 

relating to wives’ pregnancy and childbirth, as regards ideal role performance. This is 

mainly because husbands in Gautampuri community are largely uninformed, hence they 

do not empathise with or even understand their wives’ reproductive problems. These 

observations add to other studies on how husbands in India shape women’s reproductive 

health (Mistry, Galal & Lu, 2009; Singh, et. al., 2012). Studies, such as the National 

Family Health Survey (NFHS) of the Government of India, reveal that among low 

income families, based on husbands’ influence, women’s use of antenatal care varies 

considerably. Therefore in groups characterised by women’s powerlessness, husbands’ 

authority over every aspect of their wives’ lives, and spousal violence, there is 

underutilisation of maternal care services. Furthermore, wives’ access to maternal care is 

entirely contingent on husbands’ awareness about pregnancy and delivery, which is 

usually very low in these communities, leading to poor reproductive wellbeing 

(Chattopadhyay, 2012; Moursund & Kravdal, 2003; Jejeebhoy & Sebastian, 2003).  
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 My research also highlights a gap in the literature, as my findings demonstrate 

that in Indian subcontinent, women’s definition of marital autonomy is not homogenous; 

and perceptions vary significantly regarding husbands’ influence in reproductive matters. 

Therefore on one hand, mature wives affirm husbands’ detachment regarding pregnancy 

and childbirth-related matters, yet on the other they profess supervision by husband’s 

family; since that is in accordance with Gautampuri community’s familial traditions. 

Furthermore, due to their marital custom of distance maintenance, couples seldom 

communicate about reproductive issues. Consequently, mature wives are uncomfortable 

with husbands, and instead favour women relatives for discussing reproductive problems.  

 In the literature on husbands’ role in women’s reproductive health, a section 

concludes that the attitude of husbands is undergoing transformation, especially in urban 

areas of India. Studies from different regions suggest that husbands are increasingly 

interested and want to be more involved in their wives’ reproductive health (McDougall, 

Edmeades & Krishnan, 2011; Bloom & Griffiths, 2007). Such changes are due to 

increase informal education, campaigns by NGOs, and decline traditional familial 

customs. However many husbands are hesitant due to societal taboos, and others feel 

discouraged as most state-guided maternal health programs are not inclusive regarding 

husbands’ involvement (Population Council, 2004; Singh, et. al., 2012; Mistry, Galal & 

Lu, 2009). The conclusions from my research diverge from the literature given that while 

defining ideal role performance, men informants affirm a husband’s segregation vis-à-vis 

matters of his wife’s pregnancy and childbirth. Differing from the viewpoint of younger 

wives and supporting the mature wives, husbands affirm that matters pertaining to 

reproductive care should be guided by the older generation; in particular, women 
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members like the mother-in-law. Furthermore, differing from reasons provided by the 

aforesaid studies (such as barriers like societal taboo); men informants justify their stance 

through continuity of their traditional familial customs. 

 Contraception 

 Within the literature on women’s contraception in India, an important topic of 

research is side effects and their consequences (Casterline, Sathar & Haque, 2001; Vaid 

et. al., 2007). Researchers assert that impoverished communities in cities such as Mumbai 

(Bombay), Calcutta, and Delhi, often interpret the side effects of contraceptives as 

condemnation from the gods, since contraception entails curtailing the natural 

phenomena of birth (Rahman et. al., 2013; Makade, et. al., 2012). Parallel to these 

studies, side effects of contraceptives is also a vital topic in my research. Nausea and 

general weakness are a key reason for these wives’ uneasiness regarding contraception. 

Moreover, side effects hinder daily lives as well as reduce women’s capacity to carry out 

their arduous daily chores. Furthermore, as per Gautampuri community’s beliefs, purity 

of a woman’s body is highly valued; thus side effects are perceived as the body becoming 

adulterated due to the external interference of birth control.  

 Many researchers note that in impoverished communities of India, husbands are 

to be consulted while selecting the type of treatment. Moreover it is imperative to first 

seek permission from husbands before utilising any reproductive healthcare, especially 

from private institutions (Mehta & Kapadia, 2008; Edmeades, et. al., 2012; Koenig, 

Simmons & Misra, 1984). These conclusions are consistent with my findings as with 

respect to actual role performance, in the case of permanent methods of contraception, 
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there is husbands’ influence and involvement; as about half of the wives who underwent 

tubal ligation, sought permission from husbands and/or in-laws. However, my study also 

reveals that disregarding Gautampuri community’s traditional customs and overlooking 

the probability of harsh consequences, some wives opted for sterilisation without their 

husbands’ and/or in-laws’ approval which was due to reasons like unwanted pregnancies 

and resultant abortions. My findings augment the literature as researchers report frequent 

and unwanted pregnancies as well as abortions (Mehta & Kapadia, 2008; Unnithan-

Kumar, 2010), and pressure for bearing more children, despite inability to raise them 

(Tuli, 2012; Bhat & Raju, 1996), as the leading reasons for women’s decisions for 

sterilisation, amid low income groups of urban India.  

 In the case of temporary contraceptive methods, actual role performance by 

husbands is comprised of of lack of involvement/influence of husbands; given that wives, 

especially younger ones, use oral contraceptives and intrauterine devices without the 

knowledge and/or approval of their husbands or their in-laws. My conclusions support 

studies that argue that in extended families of northern India, there is a general opposition 

towards couples using contraception (Mehta & Kapadia, 2008; Butala, VanRooyen & 

Patel, 2010). Hence if women use contraceptives, the often do it in secret (Koenig, 

Simmons & Misra, 1984; Edmeades, Lee-Rife & Malhotra, 2010).  

 Other studies on squatter settlements in India assert that in the traditional 

patriarchal and patrilocal family structure, mothers-in-law have more influence on 

couple’s contraceptive decisions (Casterline, Sathar, & Haque, 2001; Garg, Sharma & 

Sahay, 2001). Furthermore, communication with husbands and mothers-in-law is 

positively related to higher use of contraceptives among women; however 
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communication with only husbands has no significant effect (Fikree, et. al., 2001; Ghosh 

& Sharma, 2010). Data from my research supports the aforesaid findings; given that 

husbands in Gautampuri tend to remain disconnected from their wives’ contraception 

matters, and instead pass them on to their mothers which is problematic for the wives as 

mothers-in-law endorse high fertility. Consequently, aided by community-level workers 

of NGO Arpana, wives try to resist unwanted pregnancies by covertly using 

contraception. 

 According to the literature on women’s contraception behavior, findings from 

Nepal reveal that an increase in wives’ autonomy regarding contraceptive decisions is 

correlated to a decrease in husbands’ involvement regarding their wives’ fertility 

decisions (Mumtaz & Salway, 2009; Mullany, Hindin & Becker, 2005). Likewise data 

from urban poor populations of India demonstrate that increased marital autonomy gives 

wives better control over their contraception and childbirth planning (Jejeebhoy, 2002; 

Ghosh & Sharma, 2010). Data from my research does not support the aforesaid 

conclusions; because in the context of ideal role performance, wives do not assert 

complete autonomy and prefer husbands’ influence and involvement.  

 These wives seek husbands’ approval, especially in the case of permanent 

methods like tubal ligation, for the assurance of support from husbands, as assurance is 

needed given the fear of these women about retribution for an unauthorized decision 

and/or action. This is because in case wives in Gautampuri exercise total autonomy and 

opt for permanent contraception without husbands’ approval, and afterwards face any 

negative consequences due to sterilisation, or experiences bodily harm or side effects, the 

community/husbands’ family tend to blame these wives for their suffering. My research 
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observations augment the literature on spousal violence in India as many studies conclude 

that concealed use of contraception by wives has led to spousal abuse (Jejeebhoy, 2002; 

Mavalankar, Raman & Vora). Sterilisation is particularly correlated, especially if 

obtained secretively, as some husbands perceive it as women’s inclination towards sexual 

infidelity (Stephenson, Jadhav & Hindin, 2013; Balaiah et. al., 2005).  

 

Policy Contributions, Future Research and Study Limitations 

   The conclusions and data from my research inform policies in three major areas: 

research frameworks for policy formation, women’s autonomy in India, and reproductive 

and maternal health. In the literature on Indian subcontinent, a growing section of 

researchers insist on a health-seeking behavior framework in studies for health policies, 

regional and national laws, and medical care institutions (Parkar, Fernandes & Weiss, 

2003; Allendorf, 2013). International organisations like the World Health Organisation 

assert that “health-seeking behavior is a complex phenomenon,” and its application in 

research can be useful for “designing a coherent policy” and “change in paradigm.” It can 

result in “action on social determinants and to formulate healthy public policies as 

opposed to policies designed merely for delivery of health care services” (World Health 

Organization, 2005 in Shaikh, Haran & Hatcher, 2008, p.946; Barua & Kurz, 2001).  

 In this context the very framework of my research, as well as all the data and 

conclusions, contribute to this particular demand for research based on subjective 

perspectives which subsequently leads to inclusive and detailed policies. In the literature, 

researchers and researchers call for highlighting health-seeking behaviors for other 
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crucial reason as well. For example, health policies for public sector in India also need to 

be “sensitive to the gender issue, because women’s health outcomes are ultimately 

dependent on it” (Ahmed et. al., 2006, p. 2907; Stephenson, Koenig & Ahmed, 2006; 

Panchanadeswaran & Koverola, 2005). In this context, my research informs policies by 

demonstrating the importance of gender norms and customs in women’s wellbeing, 

illness and use of healthcare services among urban poor of India. My study reveals that 

gendered behaviors associated with the roles of wife, mother, and daughters-in-law 

predominantly shape all health-seeking behaviors of women in Gautampuri community. 

The influence of marital customs is especially pronounced for reproductive behaviors and 

utilisation of maternal care; which is a vital input for policy formulation regarding 

maternal wellbeing among impoverished populations of India.  

 Another section of researchers assert that analysing health-seeking behaviors is 

specifically pertinent for low income groups of India (Ghosh, Wadhwa & Kalipeni, 

2009). This is because healthcare resources is an important aspect of women’s illness 

behavior; since medical care “has monetary and non-monetary (mortality; poor quality of 

life) costs for the health care user, the user’s immediate social network, family, and to the 

social institutions sharing the costs.” Monetary resources are also correlated to behaviors 

like “underuse of diagnostic and treatment regimens” among low income groups of India 

(Leventhal, 2001, p.7185; Rani & Bonu, 2003). My research significantly contributes to 

the aforesaid portion of health policy for marginalised women in India since a prominent 

finding is lack of resources shaping women’s use of healthcare facilities in Gautampuri 

community. Furthermore, policies on budgeting of already overburdened public medical 

care systems, like in India, can be strengthened by my research as the conclusions 



 

299 

 

demonstrate that even within the heavily subsidised Indian public healthcare, husbands’ 

role and their control of monetary resources considerably affects women’s access and 

utilisation. 

 The next implication of my research is in the policy area of women’s autonomy 

and their use of healthcare services in India. As per the literature on women’s health, 

higher autonomy levels of women have a positive impact on women’s wellbeing (Saikia 

& Singh, 2009; Ghosh, Wadhwa & Kalipeni, 2009). Moreover, cultural differences in 

India shape levels of marital autonomy for women. For instance, data shows that Bengali 

language states like West Bengal have higher marital autonomy than Hindi speaking 

north Indian states (Banerjee, 2006).  However autonomy in marital relations is at the 

core of many policy debates in the Indian subcontinent as there is inadequate data 

regarding how women’s autonomy impacts their health and medical care usage among 

impoverished groups in India (Barua & Kurz, 2001; Bhatti & Fikree, 2002). This is 

because indicators of autonomy in Western contexts or among affluent populations of 

India, like education or employment, do not always lead to better health outcomes for 

impoverished women in Indian subcontinent (Bloom & Griffiths, 2007; Nair et. al., 

2013).  

 Most researchers conclude that in impoverished section of India, the “impact of 

women’s education on the use of maternal health care” is almost equal to their autonomy 

levels in terms of freedom of movement. Therefore “policy directed toward improving 

the health status of women” must go beyond simply improving women’s formal 

education (Bloom, Wypij & Das Gupta, 2001, p.76; Santhya & Dasvarma, 2002; Singh, 

et. al., 2012). In this regard my study informs policies because my findings explicate the 
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multifaceted character of women’s autonomy, especially its absence. In Gautampuri 

community factors like women’s marital relations, including relations with members of 

husbands’ family, interrelate with several other factors and shape women’s autonomy 

which in turn heterogeneously affects their health and use of medical care. Furthermore, 

husbands’ interpretations and perceptions about the autonomy of their wives is also 

examined in my study; which is crucial information for policies and programs targeting 

husbands’ attitude relating to the health of women in impoverished groups of urban India. 

 The third policy area in which my research can contribute is women’s 

reproductive health; which is crucial because “high coverage of antenatal care or safe 

delivery by skilled birth personnel” is a vital element of the Millennium Development 

Goals of United Nations (Chattopadhyay, 2012, p.147; Population Council, 2004). 

Moreover, “to reduce maternal illness and death through proper and timely maternity 

services utilisation, more investment and interventions” is needed among “adolescent 

girls or women from lower income groups in urban areas” of India (Singh, et. al., 2012, 

p.11; Bhatti & Fikree, 2002; Saikia & Singh, 2009). In this context, conclusions from my 

study are useful, not only because they support the aforesaid claims, but also because 

they highlight the various barriers, like familial, normative, institutional, and spousal, for 

women’s use of maternal care. Additionally, my research explains how role of husbands 

often expands barriers, like lack of transportation and/or insensitive medical care 

systems, for prenatal care; which can assist policies and prenatal health programs in 

Indian subcontinent. However, such initiatives are not sufficient to improve women’s 

health among impoverished communities in India, as other prominent problems, such as 
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lack of nutrition and lack of funding of public health, require resolution (Arora, 2005; 

Allendorf, 2013).  

 Husbands’ lack of knowledge about women’s reproductive health is a major 

finding of my research; and this is a crucial for policy makers because in India, “since 

men are the primary decision-makers of most families, future research should assess the 

impact of educating these decision-makers on health outcomes” of women in their 

families (Mullany, Hindin, & Becker, 2005, p. 2004; Hussain, 2003; Balaiah et. al., 

2005). Policies and policy studies unanimously assert husbands’ participation for 

betterment of women’s reproductive health in Indian subcontinent. Based on large scale 

data like the National Family Health Survey (NFHS) of India, researchers argue that 

“potential policy formulations could therefore be based on a simulation study of men 

becoming involved in maternal health care” (Chattopadhyay, 2012, p.147; Elul, 2011). 

Moreover, husbands’ education regarding reproductive healthcare can be disseminated 

through primacy health centers in rural areas, and husbands’ presence during prenatal 

checkups should be made mandatory (Saikia & Singh, 2009; Moursund & Kravdal, 

2003). My research can shape the aforesaid policies and studies, as it provides in-depth 

analysis about the characteristics of husbands’ involvement, in addition to the scope and 

limitations of husbands’ influence. Besides my research highlights barriers that prevent 

husbands’ contribution to their wives’ healthcare; which is vital data as several studies 

conclude that husbands’ presence during their wives’ prenatal checkups has a positive 

effect on women’s pregnancy and maternal care.  

 However healthcare providers in India caution that, with the exception of few 

groups such as farmers, “it is difficult to reach out to men as their work timings overlap 
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with the time of service provision,” especially among the urban poor, who are typically 

not in agrarian occupations (Chattopadhyay, 2012, p.147; Agarwal et. al., 2010). Hence 

policy formulation should take into account flexibility in timings of primary care centers 

so as to accommodate husbands (More et. al., 2011; Ranson, et. al., 2006). Other studies 

conclude that policy framework must focus on “encouraging the role of mother-in-law 

and husband as primary agents in promoting women’s health” (Shaikh, Haran & Hatcher, 

2008, p. 751; Qureshi & Shaikh, 2006; Afshar & Alikhan, 2002). My study supports 

these policy proposals by extensively demonstrating the importance of mothers-in-law in 

the shaping the fertility and maternal health of women/daughters-in-law. 

 Future Research and Limitations 

 There are potential studies stemming from my study. In the literature on women’s 

health, several researchers conclude that good quality medical care service and 

institutions are facilitators for medical care use, particularly among rural groups in North 

America (Thompson, Miller & Witter, 2003; Renner, 2001; Wilkerson et. al., 2010). 

Furthermore, the level of awareness about illnesses, wellbeing and cure is the focus of 

several studies on North America, as many researchers consider these as facilitators for 

higher use of healthcare services among women (Uchudi, 2001; Wilkerson et. al., 2010; 

Ayers & Kronenfeld, 2007). These conclusions are parallel to my findings; therefore 

applying my research framework, researchers can examine women’s health and health-

seeking behavior in North America/Western context. Other studies have demonstrated 

that women from working class backgrounds in Europe and North America underreport 

illness symptoms, except fatality-related symptoms (Green, 2000; Qureshi & Shaikh, 
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2006; Thompson, Miller & Witter, 2003). These findings are consistent to the 

conclusions of my study; hence comparative studies can be conducted between Western 

contexts and Indian subcontinent, especially as regards the role of marital relations in 

shaping the aforesaid behaviors among women.  

 As for the limitations of my study, the lesser emphasis on husbands’ point of view 

is the key limitation. More focus on aspects such as how husbands’ education, 

employment, earning, distance to work place, husbands’ relation with parents, nature of 

spousal communication, and so on, affects women’s health, can reveal more information. 

Although I have included community level workers in my study, the lack of institutional 

viewpoint is a limitation in terms of data on healthcare rights and/or policies. Inclusion of 

medical care establishments, such as the governmental policy makers of Delhi or the 

public hospital administration, could provide information on difficulties in conveying 

healthcare information to slum dwellers, or their difficulties while handling slum 

residents, and so on.  

 Similar inadequacy emanates from not including healthcare service providers, like 

the doctors of public hospitals or nurses in the dispensary of NGO Arpana. Medical care 

professionals, as well as fraudulent practitioners (low doctors), who are frequently 

consulted by the community members, can provide added data about perceptions and 

interpretations of residents regarding women’s bodies, diseases and cures. These 

professionals and quasi professionals can also reveal problems they face while medically 

treating these women. Lastly, my study does not address chronic diseases among mature 

women, which is a vital area as residents of Gautampuri are living longer than before, 

and are susceptible to old age ailments. Lastly, my study does not focus on mental health 
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issues among these wives, which is highlighted by other researchers as a growing 

problem in India.  
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Appendix A: Letter of Invitation/Explanation 

 

I (Alekhya Das/researcher) want to conduct a research for gaining information about the 

role of men in women’s health in your community. I seek your (slum 

dwellers’/community workers’) subjective perceptions regarding the role of men in 

women’s health-seeking actions. I am a student at the University of New Brunswick. I am 

at the doctoral level and my subject is Sociology. The information I will take from you 

will be used only for my dissertation. My supervisor is Dr. Jacqueline Low. The 

information I will take from you will be used only for my dissertation. For more 

information about me or my research, please feel free to contact Dr. Lawrence J 

Wisniewski, who is the Chair (Head) of our department (details given later).  

 

I wish to invite you (participant) to participate in my research. Your participation is 

completely voluntary and if you do wish to join, please do so after thoroughly 

considering this letter. Please discuss this letter with someone you trust and who can later 

be with you during the consent process. There will be no harm or penalization of any 

kind towards you/your family/your community, if you do not participate. Those who 

decide to participate; they are completely free to stop their participation at any time 

during the process. 

 

I will collect information from you in two ways. In the first way there will be twenty four 

people (two groups of six women and two groups of six men) from your community. I 

will give this group couple of topics regarding women’s health in your community. I 

would like you to discuss these topics in your group. After the discussion, I would like to 

know about the group’s opinion about those issues. This activity will be between one to 

two hours. In the second way, I will ask a set of questions to one person at a time. I want 

you to think over those questions and give me your opinion about them. This activity will 

take approximately one hour. Apart from you and me; there will be no one else present at 

the venue. I will record your opinions in my voice recorder. Before I start taking 

information from you, I will ask for your consent. 

 

I do not foresee any harm towards you from my research. However, if you see anything 

harmful, please feel free to tell me. I will take steps to correct it. My research is beneficial 

to you as I will compile information on women’s health issues from your community as a 

whole. I will share my report with you and this can help you to better understand the 

various dimensions and magnitude of the problem. My research can also help the 

community organization working with you to organize its activities in a better way. In 

addition, my research will become public information. It can be accessed by various 

governmental and policy–making institutions. My study can thus highlight the various 

health issues faced by your community before such organizations.  

 

While writing my final report (dissertation), I will maintain the confidentiality of your 

identities by using methods such as giving false names. I will not reveal anything in my 

dissertation that may specifically identify you or your family. As soon as I complete my 



 

 

 

dissertation, I will erase your voices from my recorder/computer. Your opinions (in 

written form) will be kept in a secure and locked filing cabinet in my supervisor’s office. 

Only I and my supervisor will have access to this information. Thank you.  

 

 

Identity of Researcher: 

 

Name:   Alekhya Das 

Institute:  Dept. of Sociology, University of New Brunswick, Canada 

Contact Address:  University of New Brunswick, T-20 Tilley Hall,  

9 Macaulay Lane, Fredericton, New Brunswick, Canada: E3B5A3. 

Phone:   (506) 471 9628   

Email:    a28kn@unb.ca 

 

 

Persons to contact should the participants have concerns about the research: 

 

Name:    Dr. Jacqueline Low (Supervisor) 

Contact address:  University of New Brunswick, T-20 Tilley Hall,  

9 Macaulay Lane, Fredericton, New Brunswick, Canada: E3B5A3.  

Email:    jlow@unb.ca  

Office Telephone:  (506) 458 7439 

 

 

Name:    Dr. Lawrence J Wisniewski (Chair) 

Institute:  Dept. of Sociology, University of New Brunswick, Canada 

Contact Address:  University of New Brunswick, T 20 Tilley Hall,  

9 Macaulay Lane, Fredericton, New Brunswick, Canada: E3B5A3. 

Phone:   (506) 458 7436 

E Mail:   Wisn@unb.ca 

 

 

Date: Nov 01, 2008  

 

 

(Also in Hindi language translation) 

 

 

 

  



 

 

 

Appendix B: Consent Form   

I (Alekhya Das/researcher) want to conduct a research for gaining information about the 

role of men in women’s health in your community. I am a student at the University of 

New Brunswick. I am at the doctoral level and my subject is Sociology. My supervisor is 

Dr. Jacqueline Low. The information I will take from you will be used only for my 

dissertation. For more information about me or my research, please feel free to contact 

Dr. Lawrence J Wisniewski, who is the Chair (Head) of our department.  

 

I wish to invite you (participant) to participate in my research. I assume that you have 

considered the invitation/explanatory letter that I previously gave to you and you have 

discussed it with someone you trust, who is present during this consent process. There 

will be no harm of any kind towards you, if you do not participate. Those who decide to 

participate; they are completely free to stop their participation at any time during the 

process. 

 

I will collect information from you in two ways. In the first way there will be twenty fur 

(two groups of six women and two groups of six men) from your community. I will give 

this group couple of topics regarding women’s health in your community. I would like 

you to discuss these topics in your group. After the discussion, I would like to know 

about the group’s opinion about those issues. This activity will be between one to two 

hours. In the second way, I will ask a set of questions to one person at a time. I want you 

to think over those questions and give me your opinion about them. This activity will take 

approximately one hour. Apart from you and me; there will be no one else present at the 

venue. I will record your opinions in my voice recorder.  

 

I will inform you about my findings in the following ways. After the interviews, I will 

read out the summary as well as give a written document. I encourage you to think over 

it, discuss with anyone you trust, and let me know if you would like to change anything 

in it. In the group discussions, right after the discussion ends I will speak out the essential 

points. I will ask the group if they have any comments on it. The group is free to contact 

me later and express any other opinion that they may have. After I finish collecting 

information, I will give a summary outline (in your languages) of my findings to the 

community organization. You (participant) can access that summary from the 

organization. Please provide me with any comments that you may have regarding my 

observations. After I finish writing my dissertation; I will provide a copy to the 

organization as well as a summary of my dissertation in the local languages. You 

(participant) can access that summary and the dissertation from the organization. 

 

I do not foresee any harm towards you from my research. However, if you see anything 

harmful, please feel free to tell me. I will take steps to correct it. My research is beneficial 

to you as I will compile information on women’s health issues from your community as a 

whole. I will share my report with you and this can help you to better understand the 

various dimensions and magnitude of the problem. My research can also help the 

community organization working with you to organize its activities in a better way. In 



 

 

 

addition, my research will become public information. It can be accessed by various 

governmental and policy–making institutions. My study can thus highlight the various 

health issues faced by your community before such organizations.  

 

While writing my final report (dissertation), I will maintain the confidentiality of your 

identities by using methods such as giving false names. I will not reveal anything in my 

dissertation that may specifically identify you or your family. After I will complete my 

dissertation, I will erase your voices from my recorder/computer. Your opinions (in 

written form) will be kept in a secure and locked filing cabinet in my supervisor’s office. 

Only I and my supervisor will have access to this information. Thanks you.  

 

 
 

Consent 

 

 

I……………………………………………………. (participant) understand the invitation 

letter as well as the consent form (in their Hindi language translation), as given by 

researcher (Alekhya Das). I have considered the research process and I am willingly 

participating in this research. 

 

 

 

_______________________ (signature)   __________________ (date) 

 

 

 
 

Consent (verbal) 

 

 

I ____________________________________ (participant) understand the invitation 

letter as well as the consent form (in their Hindi language translation), as given by 

researcher (Alekhya Das) to Arpana (NGO), and explained to me in my native Hindi 

language by Arpana’s community worker ____________________________________ .  

I have considered the research process and I am willingly participating in this research. 

 

 

 

_____________ (voice recording number) __________________ (time and date) 

 

 

(Also in Hindi language translation) 

 

  



 

 

 

Appendix C: Question-set for Women’s Focus Group 

 

1) In the past years, how was your health? Did you fall ill? Did you suffer from fever, 

stomach aches, pain in joints and limbs, giddiness, blood pressure? How was your health 

when you were pregnant? Did you face any health problem after you delivered? Did you 

get any significant ailment for which you were admitted in hospital? How severe was it, 

were you bedridden, and for how long? For anemia, did they give you blood at home or 

at a hospital? Did you take glucose through intravenous methods?  

 

2) With regards to the conditions and ailments which you have mentioned, such as pain 

in joints and limbs, panic attacks, diarrhea, etc. do you know why do these happen? What 

is the cause of these conditions? Do you have any knowledge about your ailments and 

symptoms? Do you know about how to stop symptoms? Do you know about cures for 

various ailments and sicknesses? What do you know about preventing diseases or 

anemia? What all can you do (in terms of any restriction or practices) which can prevent 

infirmities? Have you ever asked any doctor about how to prevent low blood pressure, 

diarrhea, coughs and colds, panic attacks, etc. ?  

 

3) What can you tell me about health conditions and ailments specific only to women? (If 

you do not know their names, tell me about their symptoms). Did anyone suffer from 

backache associated with menstruation, vaginal wound or soreness, uterine inflammation, 

soreness in breast, excessive bleeding during menstruation, generic vaginal bleeding, 

leucorrhea, rashes and itching in groin, etc.? Did anyone suffer from infection in vulva or 

uterine cancer? Do you know the cause of these, or what are their symptoms, or how to 

prevent them? Did anyone consult doctors for such ailments? 

 

4) When you have aches or you have a panic attacks or have low blood pressure, what do 

you do after that? What is your course of action? Do you do self-treatment ? Do you try 

to ignore it and wait for symptoms to subside? What do you do for emergencies like 

accidents? Do you consult the low doctors in the locality? Do their treatment work for 

you? Do you face any problems from the low doctors? Do they ever refuse you or suggest 

that you to visit hospitals? Have you been unsatisfied with their treatment? Has anyone 

tried indigenous medicine? 

 

5) Have you ever visited a doctor for your disease, infirmities, conditions, pains and 

aches, etc.? Did the consultation give you any relief? Have you consulted any high 

doctor? When you fall ill, where do you go for treatment? Do you always go to licensed 

allopathic doctors? Do you face any problems such as hostile doctors or complicated 

medical establishment? Do you face problems in Arpana’s clinic? When you seek 

treatment in public hospitals, do you face barriers like harassment from administration?  

 

6) When you are very unwell, what problems your household faces because of that? Do 

your chores get hindered? Who takes care of your children when you are unwell? When 

you were pregnant, or in hospital or bedridden, your household chores must have got 



 

 

 

stalled. Who was doing your chores during that time? Did you carry on your chores? Did 

your kin help you out ? 

7) When you fall ill, do your husbands help you out in the household duties, like cooking, 

washing, cleaning ? How about taking care of children? Is cooking the main problem? If 

you fall ill and your daily chores get hindered, in such a situation should your husband 

help you out? Why should they help? Husbands earn livelihood, so why should they 

help?  

 

8) Many wives claim that when they are ill, their husbands do not take responsibility, and 

have no accountability. What does this accountability/responsibility refer to? Do you 

think your husbands should take complete responsibility of your well-being? Do you 

think husbands should accompany you during your medical procedures? Do husbands 

evade taking any responsibility while you are unwell? 

 

9) When you have serious ailments, do husbands enquire about your health? Do they 

enquire about your health on a daily basis? Do they enquire even when not unwell? Did 

they ask about your fitness when you were pregnant? When you are unwell or bedridden, 

do husbands get worried? Many wives convey that husbands get worried actually because 

their household goes into disarray, as no one cooks food, washes clothes, etc. That is why 

they are actually distressed, and not so much due to their wives’ illness. Is that true ? 

 

10) When you are unwell, whom do you first seek advice from? Do you consult anyone, 

or not ? Do you seek advice from anyone about where to go for treatment, whom to visit, 

where to seek care? Do you consult any family members? Who pays for your medical 

care? Do you seek advice from husbands, or do you only ask for money? Do you consult 

husbands only because he will pay for the treatment? Should you seek advice from 

husbands? Does you seek advice based on the type of ailment (i.e. whether it is minor or 

major ailment)? 

 

11) When you have major ailments, does your whole family/kin decide where to go for 

treatment or is it mostly your husbands? If your whole kin decides what to do, then do 

they consult you while deciding? Should they ask you or your husbands in such case? 

When you have major ailments, do you think it is necessary to seek advice from husbands 

regarding what to do next? Many husbands believe it is necessary, and if you agree, then 

why? Or why not? 

 

12) Do you, or your husbands, have more knowledge about ailments? What is husbands’ 

awareness levels about causes of illnesses, prevention, cures etc.? What is their 

understanding about women’s disease, such as vaginal swelling or unusual menstruation? 

Do husbands inform you about any disease or health condition or ailments? Do you think 

the husbands should have more knowledge about ailments, particularly women’s ailments 

or antenatal care or post-natal regimes? Would that be beneficial for wives? Do you think 

NGO Arpana should organize information programs for husbands for increasing their 

knowledge, like the way they do for women? 

 



 

 

 

13) Did you give birth at home or at hospital? Why did you deliver at home? Did you 

face any problem while delivering at home? Who decided whether to deliver at home or 

at hospital? Did you deliver at home even when hospital was in vicinity? Did you want to 

avail hospital birth and were denied by husband or family? Many wives gave birth at 

home, yet want their daughters and daughters-in-law to give birth at hospitals. Why is 

that? Do you think hospital delivery is beneficial for women? Those who had home 

births, do you believe a hospital birth would have been better for you?  

 

14) Did you consult your husbands about where to deliver? Did your family/kin make 

that decision? Was there a discussion beforehand for deciding where to deliver? Who 

should make that decision: your husbands or kin or you? Did your husband or family 

members consult you regarding where to deliver? Should women’s opinion be counted 

regarding where they deliver ? 

 

15) Did you receive any vaccination, tests, ultrasounds or prenatal health checkup? Many 

wives who did not receive prenatal care or checkups, now want it for their daughters and 

daughters-in-law; why is that? Is it beneficial? Those who did not receive any 

professional prenatal care, do you believe it would have benefited you? 

 

16) When you were pregnant, who was taking care of you? Which family members? Did 

anyone oversee your vaccinations or prenatal checkup? Who was in-charge of your 

postnatal care? Who was taking care of matters such as whether you are eating nutritious 

food or not, if you received iron supplements, etc. ?  

 

17) When you were pregnant, was your husband taking care of you? Why do women 

laugh so much when I ask this question? Do husbands ask about whether you have had 

your vaccinations or if you had your checkups? When you went for your prenatal tests, 

did your husband accompany? Should husbands look after the health of their pregnant 

wives? Why and why not?  

 

18) Some husbands claim that only elders like your parent-in-law should oversee 

women’s reproductive affair. Others claim that irrespective of the presence of elders, 

husbands must take responsibility. What is your opinion? The younger husbands report 

that they should be primarily involved in their wife’s care, because their parents are not 

updated. What is your opinion? Should husbands do household chores when wives are 

pregnant? Why? 

 

19) With regards to antenatal care, are you or your husbands, more knowledgeable? 

When Arpana gives some information about prenatal or postnatal care, do you convey 

this information to your husbands? If you do not convey, then why? When Arpana gives 

you iron pills or contraception related information, do you convey that to your husbands? 

Do husbands ask about what was discussed in the group meetings of Arpana? Does he 

ask about ailments or health related information that might have been circulated? 

 



 

 

 

20) Do you use any birth control device, like pills or Copper-T, or did you opt for tubal 

ligation? How do you choose which temporary method to use? Before using any 

methods, do you discuss in your household? Is there anyone who does not discuss or seek 

consent thinking that “since it is my personal matter, why should I discuss or seek 

permission from anyone?” Did all of you discuss and seek permission from your 

husbands? Those who do not use contraception, if you use them in future, will you seek 

your husbands’ consent/approval? If you do not seek approval, will you be rebuked if you 

get unwell while using any contraceptive methods?  

 

21) Did you seek permission or advice from your husbands, before undergoing tubal 

ligation? Is it necessary to consult your husband before such procedures? Those who did 

not take approval, did you not fear that what if something goes wrong then how will your 

husband react? If your husband had forbidden for tubal ligation, would you have still 

proceeded for it? Have your husbands ever communicated to you about birth control 

related information? If yes, then where does he get this information from? Does he 

discuss with you about whether he or you should use contraception? 

 

22) Do you underreport ailments or overlook symptoms or conceal sicknesses, because of 

fear of monetary loss, or disturbance for husbands and family, or some other reason? If 

you are bedridden, you cannot conceal. But if you are not bedridden, do you sometimes 

conceal? Has it ever happened that you did not inform your husbands about some 

ailment? If so, then what was the reason? Do you underreport because of the fear of 

rebuke from husband’s family that you complain too much, or you are seeking undue 

attention, or that you have low tolerance levels? Is it right or wrong to conceal your 

ailments? Do you also conceal in your natal household, or is it only for husbands’ family?  

 

23) When some women are unwell, their husbands give them money and tell them to 

seek medical care on their own. Is that correct information? Do you think this is sufficient 

on the part of the husband, or should he accompany when you are seeking cure? If they 

are not working, then should they accompany? Should husbands be freed from 

accompanying as they have other responsibilities like earning livelihood? 

 

 

 

 

 

  



 

 

 

Appendix D: Question-set for Men’s Focus Group 

1) In the past years, how was your wives’ health? Did they fall ill? Did they suffer from 

fever, stomach aches, pain in joints and limbs, giddiness, blood pressure ? How was her 

health when she was pregnant? Did she face any health problem after she delivered? Did 

wives get any significant ailment for which they were admitted in hospital? How severe 

was it and did it make them bedridden? For anemia, did they give blood at home or at a 

hospital? Did they take glucose intravenously?  

 

2) With regards to the conditions and ailments of wives, such as pain in joints and limbs, 

panic attacks, diarrhea, etc. do wives know why do they happen? What are the causes? 

Do wives have any knowledge about ailments and symptoms? Do wives know about how 

to stop symptoms? Do wives know about cures for various ailments and sicknesses? 

What do wives know about preventing diseases? Do they ask doctors about how to 

prevent low blood pressure, diarrhea, panic attacks, toothaches etc. ?  

 

3) Do wives know about health conditions and ailments specific only to women? Do they 

suffer from backache associated with menstruation, vaginal wound or soreness, uterine 

inflammation, soreness in breast, excessive bleeding during menstruation, leucorrhea, 

rashes and itching in groin etc.? Do they suffer from infection in vulva or uterine cancer? 

Do wives know the cause of these, or what are their symptoms, or how to prevent them? 

Do wives consult doctors for such ailments? 

 

4) When wives have aches or panic attacks or low blood pressure, what do they do? What 

is their course of action? Do they opt for self-treatment ? Do they try to ignore it and wait 

for symptoms to subside? What do wives for emergencies like accidents? Do they consult 

the low doctors in the locality? Do their treatments work for wives? Do wives face any 

problems from these low doctors? Do low doctors ever refuse or suggest to visit 

hospitals? Are wives unsatisfied with their treatment? Do wives try indigenous medicine? 

 

5) Do wives visit high doctors for their disease, infirmities, pains and aches, etc.? Do 

high doctors give any relief? Do wives always go to licensed allopathic high doctors? Do 

wives face any problems such as the doctor not listening, or any other problem in NGO 

Arpana’s clinic? When wives seek treatment in public hospitals, do they face barriers, 

like hostile doctors or complicated medical establishment? Do wives face harassment 

from hospital administration?  

 

6) Do wives, or her husbands, have more knowledge about ailments? What are husbands’ 

awareness levels about causes of illnesses, prevention, cures etc.? What is their 

understanding about women’s disease, such as vaginal swelling or unusual menstruation? 

Do husbands inform wives about any disease or health condition or ailments? Do wives 

think that husbands should have more knowledge about ailments, particularly women’s 

ailments or antenatal care or post-natal regimes? Would that be beneficial for wives? 

Should NGO Arpana should organize information programs for husbands for increasing 

their knowledge, like the way they do for women? 



 

 

 

7) When wives are very unwell, what problems your household faces because of that? Do 

wives’ chores get hindered? Who takes care of her children when wives are unwell? 

When wives are pregnant, or in hospital or bedridden, household chores get stalled. Who 

does chores of wives during that time? Do wives carry on chores? Do husbands’ family 

help wives? 

 

8) When wives fall ill, do husbands help in the household duties, like cooking, washing, 

cleaning ? How about taking care of children? Is cooking the main problem? If wives are 

ill and their daily chores get hindered, in such a situation should husbands help? Why 

should they help? Husbands earn livelihood, so why should they help? 

 

9) Many wives claim that when they fall ill, husbands do not take responsibility, and have 

no accountability. Is this correct? What does this accountability/responsibility refer to? 

Do wives deem that husbands should take complete responsibility of their well-being? Do 

wives want that husbands accompany them during medical procedures? Should husbands 

accompany them? Do husbands evade taking any responsibility while wives are unwell? 

 

10) When wives have serious ailment, do husbands enquire about their health? Do they 

enquire on a daily basis? Do they enquire about wives’ health even when not unwell ? 

Did they enquire during pregnancy? Should husbands enquire, especially on daily basis? 

When she is unwell or bedridden, do husbands get worried? Many wives convey that 

husbands get worried because their household goes into disarray, as no one cooks food, 

or washes clothes, etc. That is why they are actually distressed, and not so much due to 

their wives’ illness. Is that true? 

 

11) When wives are unwell, whom do they first seek advice from? Do they consult 

anyone, or not ? Do they seek advice from anyone about where to go for treatment, whom 

to visit, where to seek care? Do wives consult any family members? Who pays for wives’ 

medical care? Do wives seek advice from husbands, or do wives only ask for money? Do 

wives consult husbands only because they will pay for the treatment? Should wives seek 

advice from husbands? Do wives seek advice based on the type of ailment (i.e. whether it 

is minor or major ailment)? 

 

12) When wives have major ailments, do husbands’ whole family/kin decide where to go 

for treatment or is it mostly their husbands? If whole kin decides, then do they consult 

wives? Should they ask wives or husbands in such case? When wives have major 

ailments, is it necessary to seek advice from husbands regarding what to do next? Do 

wives believe it is necessary, and why? 

 

13) Do wives give birth at home or at hospital? Why do wives at home? Do wives face 

any problem while delivering at home? Who decides whether to deliver at home or at 

hospital? Do wives deliver at home even when the hospital is in vicinity? Do wives want 

to avail hospital birth but husbands and/or family? Many women here gave birth at home, 

yet want their daughters and daughters-in-law to give birth at hospitals. Why is that? Do 



 

 

 

wives think hospital delivery is beneficial? Those wives had home births, do they believe 

a hospital birth would have been better for them?  

 

14) Do wives consult husbands about where to deliver? Do husbands’ family/kin make 

that decision? Is there a discussion beforehand for deciding where to deliver? Who 

should make that decision: husbands or wives or family or kin? Do husbands or family 

members consult wives about where to deliver? Should wives opinion be counted 

regarding where they should deliver? 

 

15) Do wives receive any vaccination, tests, ultrasounds or prenatal health checkup? 

Many wives who did not receive prenatal care or checkups, now want for their daughters 

and daughters-in-law; why is that? Is it beneficial? Those wives who did not receive any 

professional prenatal care, do they believe it would have benefited them? When wives are 

pregnant, who takes care? Which family members? Who oversees wives’ vaccinations or 

prenatal checkup? Who is in-charge of wives’ postnatal care? Who takes care of matters 

such as whether wives are eating nutritious food or not, if they had supplements, etc.?  

 

16) When wives are pregnant, do husbands take care of her? Why do wives laugh so 

much when I ask this question? Do husbands ask about whether wives got vaccinated or 

if wives checkups? When wives go for prenatal tests, do husbands accompany? Should 

husbands look after the health of their pregnant wives? Why and why not? Should the 

husband do the household chores when wives are pregnant? Why? 

 

17) Some husbands here claim that only elders like wives parent-in-law should oversee 

women’s reproductive affair. Others claim that irrespective of the presence of elders, 

husbands must take responsibility of their wives’ reproductive matters. What is your 

opinion? The younger husbands report that they should be primarily involved in their 

wife’s care, because their parents are not updated. What is your opinion?  

 

18) With regards to antenatal care, are wives more knowledgeable, or husbands? When 

Arpana gives some information about prenatal or postnatal care, do wives convey this 

information to husbands? If wives do not convey, then why? When Arpana gives iron 

pills or contraception related information, do wives convey that to husbands? Do 

husbands ask about what was discussed in the group meetings of Arpana? Do husbands 

ask about ailments or health related information that might have been circulated? 

 

19) Do wives use any birth control device, like pills or Copper-T, or did they opt for tubal 

ligation? How do wives choose which temporary method to use? Before using any such 

methods, do they discuss this matter in household? Is there wives who do not discuss or 

seek consent thinking that “since it is their personal matter, why should they discuss or 

seek permission from anyone?” Do all wives discuss and seek permission from 

husbands? Those wives who do not use contraception, if they use them in future, should 

they seek husbands’ consent/approval? If wives do not seek approval, will they be 

rebuked if she gets unwell while using contraception?  

 



 

 

 

20) Do wives seek permission or advice from husbands, before undergoing tubal 

ligation? Do wives feel it is necessary to consult husbands before such procedures? Do 

husbands feel its I necessary? Those wives who do not take approval, do they fear that if 

something goes wrong then how will husbands react? If husbands forbid tubal ligation, 

should wives still proceed for it? Do husbands ever communicate about family 

planning/birth control related information? If yes, then where do they get this information 

from? Do husbands discuss with wives about whether the husband or the wife should use 

contraceptive methods? 

 

21) Do wives underreport ailments or overlook symptoms or conceal sicknesses, because 

of fear of monetary loss, or hassle for husbands and family, of some other reason? If 

wives are bedridden, then they cannot conceal; but if wives are not bedridden, then do 

they sometimes conceal? If husbands found that wives concealed, then what are the 

typical reasons? Do wives underreport because of the fear of rebuke from husbands’ 

family that these wives complains too much, or wives are seeking undue attention, or that 

these wives have low tolerance levels? Is it right or wrong to conceal ailments? Do wives 

conceal in natal household, or is it only for husbands’ family?  

 

22) When some women are unwell, their husbands give them money and tell them to 

seek medical care on their own. Is that correct information? Do wives think this is 

sufficient on the part of husbands? Do husbands deem this is sufficient? Do wives want 

that husbands accompany when seeking cure? If husbands are not working, then should 

they accompany if wives are seeking medical care? Should husbands be freed from this 

duty as they have other responsibilities like earning livelihood? 

 

 

 

 

 

 

 

 

 

  



 

 

 

Appendix E: Question-set for Women’s Interview 

 

1) Name, age, occupation (if any), formal literacy, years of residency in Gautampuri, 

years of marriage, number of children, natal family description. 

 

2) Husband’s age, occupation (if any), formal literacy, years of residency in Gautampuri, 

husband’s family description. 

 

3) In the past years, how was your health? Did you fall ill? Did you suffer from fever, 

stomach aches, pain in joints and limbs, giddiness, blood pressure? How was your health 

when you were pregnant? Did you face any health problem after you delivered? Did you 

get any significant ailment for which you were admitted in hospital? How severe was it, 

were you bedridden, and for how long?  

 

4) With regards to the conditions and ailments which you have mentioned, such as pain 

in joints and limbs, panic attacks, diarrhea, etc. do you know why do these happen? What 

is the cause of these conditions? Do you have any knowledge about your ailments and 

symptoms? Do you know about how to stop symptoms? Do you know about cures for 

various ailments and sicknesses? What do you know about preventing diseases or 

anemia? What all can you do (in terms of any restriction or practices) which can prevent 

infirmities? Have you ever asked any doctor about how to prevent low blood pressure, 

diarrhea, coughs and colds, panic attacks, etc.?  

 

5) What can you tell me about health conditions and ailments specific only to women? (If 

you do not know their names, tell me about their symptoms). Did you suffer from 

backache associated with menstruation, vaginal wound or soreness, uterine inflammation, 

soreness in breast, excessive bleeding during menstruation, generic vaginal bleeding, 

leucorrhea, rashes and itching in groin, etc.? Did you suffer from infection in vulva or 

uterine cancer? Do you know the cause of these, or what are their symptoms, or how to 

prevent them? Did you consult doctors for such ailments? 

 

6) When you have aches or you have a panic attacks or have low blood pressure, what do 

you do after that? What is your course of action? Do you do self-treatment? Do you try to 

ignore it and wait for symptoms to subside? What do you do for emergencies like 

accidents? Do you consult the low doctors in the locality? Does their treatment work for 

you? Do you face any problems from the low doctors? Do they ever refuse you or suggest 

that you to visit hospitals? Have you been unsatisfied with their treatment? Have you 

tried indigenous medicine? 

 

7) Have you ever visited a high doctor for your disease, infirmities, conditions, pains and 

aches, etc.? Did the consultation give you any relief? Have you consulted any high 

doctor? When you fall ill, where do you go for treatment? Do you always go to licensed 

allopathic doctors? Do you face any problems such as hostile doctors or complicated 



 

 

 

medical establishment? Do you face problems in Arpana’s clinic? When you seek 

treatment in public hospitals, do you face barriers like harassment from administration?  

 

8) When you are very unwell, what problems your household faces because of that? Do 

your chores get hindered? Who takes care of your children when you are unwell? When 

you were pregnant, or in hospital or bedridden, your household chores must have got 

stalled. Who was doing your chores during that time? Did you carry on your chores? Did 

your kin help you out? 

 

9) When you fall ill, does your husband help you out in the household duties, like 

cooking, washing, cleaning? How about taking care of children? Is cooking the main 

problem? If you fall ill and your daily chores get hindered, in such a situation should your 

husband help you out? Why should they help? Husbands earn livelihood, so why should 

they help?  

 

10) Many wives claim that when they are ill, their husbands do not take responsibility, 

and have no accountability. What does this accountability/responsibility refer to? Do you 

think your husbands should take complete responsibility of your well-being? Do you 

think husbands should accompany you during your medical procedures? Does your 

husband evade taking any responsibility while you are unwell? 

 

11) When you have serious ailments, does your husband enquire about your health? Does 

he enquire about your health on a daily basis? Does he enquire even when you are not 

unwell? Did he ask about your fitness when you were pregnant? When you are unwell or 

bedridden, do he get worried? Many wives convey that husbands get worried actually 

because their household goes into disarray, as no one cooks food, washes clothes, etc. 

That is why they are actually distressed, and not so much due to their wives’ illness. Is 

that true ? 

 

12) When you are unwell, whom do you first seek advice from? Do you consult anyone, 

or not ? Do you seek advice from anyone about where to go for treatment, whom to visit, 

where to seek care? Do you consult any family members? Who pays for your medical 

care? Do you seek advice from husbands, or do you only ask for money? Do you consult 

husbands only because he will pay for the treatment? Should you seek advice from 

husband? Do you seek advice based on the type of ailment (i.e. whether it is minor or 

major ailment)? 

 

13) When you have major ailments, does your whole family/kin decide where to go for 

treatment or is it mostly your husband? If your whole kin decides what to do, then do 

they consult you while deciding? Should they ask you or your husband in such case? 

When you have major ailments, do you think it is necessary to seek advice from husbands 

regarding what to do next? Many husbands believe it is necessary, and if you agree, then 

why? Or why not? 

 



 

 

 

14) Do you, or your husband, have more knowledge about ailments? What are his 

awareness levels about causes of illnesses, prevention, cures etc.? What is his 

understanding about women’s disease, such as vaginal swelling or unusual menstruation? 

Does your husband inform you about any disease or health condition or ailments? Do you 

think your husband should have more knowledge about ailments, particularly women’s 

ailments or antenatal care or post-natal regimes? Would that be beneficial for you? Do 

you think NGO Arpana should organize information programs for husbands for 

increasing their knowledge, like the way they do for women? 

 

15) Did you give birth at home or at hospital? Why did you deliver at home? Did you 

face any problem while delivering at home? Who decided whether to deliver at home or 

at hospital? Did you deliver at home even when hospital was in vicinity? Did you want to 

avail hospital birth and were denied by husband or family? Many wives gave birth at 

home, yet want their daughters and daughters-in-law to give birth at hospitals. Why is 

that? Do you think hospital delivery is beneficial for women? If you had home births, do 

you believe a hospital birth would have been better for you?  

 

16) Did you consult your husbands about where to deliver? Did your family/kin make 

that decision? Was there a discussion beforehand for deciding where to deliver? Who 

should make that decision: your husbands or kin or you? Did your husband or family 

members consult you regarding where to deliver? Should your opinion be counted 

regarding where to deliver? 

 

17) Did you receive any vaccination, tests, ultrasounds or prenatal health checkup? Many 

wives who did not receive prenatal care or checkups, now want it for their daughters and 

daughters-in-law; why is that? Is it beneficial? If you did not receive any professional 

prenatal care, do you believe it would have benefited you? 

 

18) When you were pregnant, who was taking care of you? Which family members? Did 

anyone oversee your vaccinations or prenatal checkup? Who was in-charge of your 

postnatal care? Who was taking care of matters such as whether you are eating nutritious 

food or not, if you received iron supplements, etc. ?  

 

19) When you were pregnant, was your husband taking care of you? Why do women 

laugh so much when I ask this question? Did your husband ask about whether you have 

had your vaccinations or if you had your checkups? When you went for your prenatal 

tests, did your husband accompany? Should your husband look after your health during 

your pregnancy? Why and why not?  

 

20) Some husbands claim that only elders like your parent-in-law should oversee 

women’s reproductive affair. Others claim that irrespective of the presence of elders, 

husbands must take responsibility. What is your opinion? The younger husbands report 

that they should be primarily involved in their wife’s care, because their parents are not 

updated. What is your opinion? Should your husband do household chores when you are 

pregnant? Why? 



 

 

 

 

21) With regards to antenatal care, are you or your husband, more knowledgeable? When 

Arpana gives some information about prenatal or postnatal care, do you convey this 

information to your husband? If you do not convey, then why? When Arpana gives you 

iron pills or contraception related information, do you convey that to your husband? Does 

your husband ask about what was discussed in the group meetings of Arpana? Does he 

ask about ailments or health related information that might have been circulated? 

 

22) Do you use any birth control device, like pills or Copper-T, or did you opt for tubal 

ligation? How do you choose which temporary method to use? Before using any 

methods, do you discuss in your household? Did you ever not discuss or seek consent 

thinking that “since it is my personal matter, why should I discuss or seek permission 

from anyone?” Did you discuss and seek permission from your husband? If you do not 

use contraception, and use them in future, will you seek your husband’s 

consent/approval? If you do not seek approval, will you be rebuked if you get unwell 

while using any contraceptive methods?  

 

23) Did you seek permission or advice from your husbands, before undergoing tubal 

ligation? Is it necessary to consult your husband before such procedures? If you did not 

take approval, did you not fear that what if something goes wrong then how will your 

husband react? If your husband had forbidden for tubal ligation, would you have still 

proceeded for it? Has your husband ever communicated to you about birth control related 

information? If yes, then where does he get this information from? Does he discuss with 

you about whether he or you should use contraception? 

 

24) Do you underreport ailments or conceal sicknesses, because of fear of monetary loss, 

or disturbance for husbands and family, or some other reason? If you are bedridden, you 

cannot conceal. But if you are not bedridden, do you sometimes conceal? Has it ever 

happened that you did not inform your husband about some ailment? If so, then what was 

the reason? Do you underreport because of the fear of rebuke from husband’s family that 

you complain too much, or that you have low tolerance levels? Is it right or wrong to 

conceal your ailments? Do you also conceal in your natal household, or is it only for 

husband’s family?  

 

25) When some women are unwell, their husbands give them money and tell them to 

seek medical care on their own. Is that correct information? Do you think this is sufficient 

on the part of the husband, or should he accompany when you are seeking cure? If your 

husband is not working, then should he accompany you to healthcare facilities? Should 

husbands be freed from accompanying as they have other responsibilities like earning 

livelihood? 

 

 

 

  



 

 

 

Appendix F: Question-set for Men’s Interview 

 

1) Name, age, occupation, formal literacy, years of residency in Gautampuri, years of 

marriage, number of children, family description. 

 

2) Wife’s age, occupation (if any), formal literacy, years of residency in Gautampuri, 

natal family description. 

 

3) In the past year or two, how was your wife’s health? Did she suffer from fever, 

stomach aches, pain in joints and limbs, giddiness, blood pressure? How was her health 

when she was pregnant? Did she face any health problem after she delivered? Did she get 

any significant ailment for which she was admitted in hospital? How severe was it and 

did it make her bedridden?  

 

4) With regards to ailments like pain in joints and limbs, panic attacks, diarrhea, etc. does 

your wife know why do these happen? What are the causes of these conditions? Does she 

have any knowledge about her ailments and symptoms? Does she know about how to 

stop symptoms? Do she know about cures for ailments? What does she know about 

preventing diseases? Has she ever asked any doctor about she can prevent low blood 

pressure, diarrhea, coughs and colds, panic attacks, toothaches etc.?  

 

5) What can your wife tell about health conditions and ailments specific only to women? 

Did she suffer from backache associated with menstruation, vaginal wound or soreness, 

uterine inflammation, soreness in breast, excessive bleeding during menstruation, generic 

vaginal bleeding, leucorrhea, rashes and itching in groin etc.? Did your wife suffer from 

infection in vulva or uterine cancer? Does she know the cause of these, or what are their 

symptoms, or how to prevent them? Did your wife consult doctors for such ailments? 

 

6) When your wife has aches or panic attacks or low blood pressure, what does she do 

after that? What is her course of action? Does she opt self-treatment? Do she try to ignore 

it and wait for symptoms to subside? How does your wife tackle emergencies like 

accidents? Do she consult low doctors? Does their treatment work for her? Do she face 

any problems from the low doctors? Do the low doctors ever refuse or suggest to visit 

hospitals? Has your wife ever been unsatisfied with their treatment? Has your wife ever 

tried indigenous medicine? 

 

7) Has your wife ever visited a high doctor for her disease, infirmities, pains and aches, 

etc.? Did the consultation give her any relief? When she falls ill, which public hospital 

does she go for treatment? Does she always go to licensed allopathic doctors? Does she 

face any problems such as the doctor not listening to her, or any other problem in 

Arpana’s clinic? When she is seeking treatment in public hospitals, do she face barriers, 

like hostile doctors or harassment from hospital administration?  

 



 

 

 

8) When your wife is very unwell, what problems your household faces because of that? 

Do her chores get hindered? Who takes care of your children when she is unwell? When 

she was pregnant, or in hospital or bedridden, her household chores must have got stalled. 

Who was doing her chores? Did she carry on her chores? Did her kin help her out? 

 

9) When your wife falls ill, do you help her for the household duties, like cooking, 

washing? How about taking care of children? Is cooking the main problem? If your wife 

is ill and her daily chores get hindered, in such a situation should you help? Why should 

you help? And why not? Your earn livelihood, so why should you help in domestic duties 

of your wife?  

 

10) Many wives claim that when they fall ill, their husbands do not take responsibility, 

and have no accountability. Does your wife say that? What does this responsibility refer 

to? Do your wife deem that you should take complete responsibility of her well-being? 

Do she think you should accompany her during her medical procedures? Do you ever 

evade taking any responsibility while your wife is unwell? 

 

11) When your wife is seriously ailing, do you enquire about her health? Do you enquire 

on a daily basis? Do you enquire even when she is not unwell? Did you ask about her 

fitness when she was pregnant? When she is unwell or bedridden, do you get worried? 

Many wives claim that husbands get worried because their household goes into disarray, 

as no one cooks food, etc. That is why they are actually distressed, and not so much due 

to their wives’ illness. Is that true? What is your wife’s opinion? 

 

12) When your wife is unwell, whom does she first seek advice from? Does she consult 

anyone, or not? Does she seek advice from anyone about where to go for treatment, 

whom to visit, where to seek care? Does she consult any family members? Who pays for 

her medical care? Does your wife seek advice from you, or do she only ask for money? 

Does your wife consult you only because you will pay for the treatment? Should your 

wife seek advice from you? Does your wife seek advice based on the type of ailment (i.e. 

whether it is minor or major ailment)? 

 

13) When your wife has major ailments, does your whole family/kin decide where to go 

for treatment or is it mostly you? If your whole kin decides what to do, then do they 

consult her while making this decision? Should they ask her or you in such case? When 

your wife has major ailments, does she believe it is necessary to seek advice from you 

regarding what to do next? Do you believe it is necessary, and why is it necessary? 

 

14) Does your wife, or you, have more knowledge about ailments? What is your 

awareness level about causes of illnesses, prevention, cures etc.? What is your 

understanding about women’s disease, such as vaginal swelling or unusual menstruation? 

Have you ever informed your wife about any disease or health condition or ailments? 

Does your wife think that you should have more knowledge about ailments, particularly 

women’s ailments or antenatal care or post-natal regimes? Would that be beneficial for 



 

 

 

your wife? Do she think NGO Arpana should organize information programs for you 

(husbands) for increasing medical knowledge, like the way they do for wives? 

 

15) Did your wife give birth at home or at hospital? Why did she deliver at home? Did 

she face any problem while delivering at home? Who decided whether to deliver at home 

or at hospital? Did she deliver at home even when the hospital was in vicinity? Did she 

want to avail hospital birth and were denied by you or family? Many wives gave birth at 

home, yet want their daughters and daughters-in-law to give birth at hospitals. Why is 

that? Does your wife think hospital delivery is beneficial for her? If she had home births, 

does she believe a hospital birth would have been better?  

 

16) Did your wife consult you about where to deliver? Did your family/kin make that 

decision? Was there a discussion beforehand for deciding where to deliver? Who should 

make that decision: you or wife or family or kin? Did you or family members consult 

your wife regarding where to deliver? Should your wife’s opinion be counted regarding 

where she should deliver? 

 

17) Did your wife receive any vaccination, tests, ultrasounds or prenatal health checkup? 

Many wives who did not receive prenatal care, now want all for their daughters and 

daughters-in-law; why is that? Is it beneficial? If your wife did not receive any 

professional prenatal care, does she believe it would have benefited her? When your wife 

was pregnant, who was taking care of her? Which family members? Did anyone oversee 

her vaccinations or prenatal checkup? Who was in-charge of her postnatal care? Who was 

taking care of matters such as whether she is eating nutritious food, or if she took iron 

supplements, etc.?  

 

18) When your wife was pregnant, were you taking care of her? Why do wives laugh so 

much when I ask this question? Did you ask about whether your wife had her 

vaccinations or if she had her prenatal checkups? When she went for her prenatal tests, 

did you accompany? Should you look after the health of your pregnant wife? Why and 

why not? Should you do the household chores when your wife is pregnant? Why and why 

not? 

 

19) Some husbands claim that only elders like her parent-in-law should oversee women’s 

reproductive affair. Others claim that irrespective of the presence of elders, husbands 

must take responsibility of their wives’ reproductive matters. What is your opinion? The 

younger husbands report that they should be primarily involved in their wives’ care, 

because they feel their parents are not updated. What is your opinion?  

 

20) With regards to antenatal care, is your wife more knowledgeable, or you? When 

Arpana gives some information about prenatal or postnatal care, does your wife convey 

this information to you? If she does not convey, then why? When Arpana gives iron pills 

or contraception related information, does your wife convey that to you? Do you ask 

about what was discussed in the group meetings of Arpana? Do you ask about ailments or 

health related information that might have been circulated? 



 

 

 

 

21) Does your wife use any birth control device, like pills or Copper-T, or did she opt for 

tubal ligation? How does your wife choose which temporary method to use? Before using 

any such methods, does she discuss this matter in household? Does your wife not discuss 

or seek consent thinking that “since it is my personal matter, why should I discuss or seek 

permission from anyone?” Does your wife discuss/seek permission from you regarding 

contraception? If your wife does not use contraception, and if she uses in future, should 

she seek your consent/approval? If she does not seek approval, will she be rebuked if she 

gets unwell while using any contraceptive methods?  

 

22) Did your wife seek permission/advice from you before undergoing tubal ligation? 

Does she feel it is necessary to consult you? If she did not take approval, would she have 

feared that if something goes wrong then how will you react? If you forbid tubal ligation, 

should your wife still proceed for it? Do you ever communicate about birth control 

related information? If yes, then where do you get this information? Do you discuss with 

wife about whether you or she should use contraceptive methods? 

 

23) Does your wife conceal sicknesses, because of fear of monetary loss, or hassle for 

you and family, of some other reason? If she is bedridden, then she cannot conceal; but if 

she is not bedridden, do she sometimes conceal? Has it ever happened that she did not 

inform you about some ailments? If so, then what was the reason? Do she underreport 

because of the fear of rebuke from your family that she complains too much, or she is 

seeking undue attention, or that she has low tolerance levels? Is it right or wrong to 

conceal ailments? Does your wife conceal in natal household, or is it only for your 

family? 

 

24) When some wives unwell, their husbands give them money and tell them to seek 

medical care on their own. Is that correct information? Does your wife think this is 

sufficient on your part? Does she want you to accompany when seeking cure? If you are 

not working, then should you accompany if your wife is seeking medical care? Should 

you be freed from this duty as you as a husband have other responsibilities? 

 

 

 

 

 

 

 

  



 

 

 

Appendix G: Question-set for Community Worker’s Interview 

 

 

1)  Name, age, formal education, number of years at Arpana and in Gautampuri, and 

work description. 

 

2) In the past years how was women’s health in Gautampuri? Did they fall ill, like fever, 

stomach aches, pain in joints and limbs, giddiness, blood pressure? How was their health 

during pregnancy? Did they face any health problem after delivery? Do they have 

significant ailments for which they are admitted in hospitals? How severe was it and did 

it make them bedridden? For anemia, do they get blood transfusion at home or do they go 

to a hospital? Do they take glucose through intravenous methods?  

 

3) With regards to the conditions and ailments of wives, do they know why these 

happen? What are the causes? Do they have any knowledge about ailments and 

symptoms? Do they know how to stop symptoms? Do they know about cures? What do 

they know about preventing diseases? Do they ask doctors about how to prevent low 

blood pressure, diarrhea, etc.?  

 

4) What can these wives tell about health conditions and ailments specific only to 

women? Do they suffer from backache associated with menstruation, vaginal wound or 

soreness, uterine inflammation, soreness in breast, excessive bleeding during 

menstruation, generic vaginal bleeding, leucorrhea, rashes and itching in groin etc. ? Do 

they get infection in vulva or uterine cancer? Do they know the cause of these, or what 

are their symptoms, or how to prevent them? Do they consult doctors for such ailments? 

 

5) When these wives have ailments, what do they do after that? What is their course of 

action? Do they opt for self-treatment? Do they try to ignore it and wait for symptoms to 

subside? What do wives do for emergencies like accidents? Do they consult low doctors? 

Does their treatment work for the wives? Do they face any problems from the low 

doctors? Do they ever refuse or suggest visiting hospitals? Do wives ever try indigenous 

medicine? 

 

6) Do these wives visit high doctors for their disease, infirmities, etc.? Does the 

consultation give any relief? When wives falls ill, where do they go for treatment? Do 

they always go to licensed allopathic doctors? Do they face any problems such as the 

doctor not listening, or any other problem in Arpana’s clinic? When wives seek treatment 

in public hospitals, do they face barriers, like complicated medical establishment? Do 

they face harassment from administration?  

 

7) When wives are very unwell, what problems their household faces because of that? Do 

their chores get hindered? Who takes care of children when wives are unwell? When 

wives are pregnant, or in hospital or bedridden, household chores get stalled. Who does 

chores during that time? Do wives carry on chores? Do the kin help? 



 

 

 

 

8) When wives fall ill, do husbands help in the household duties, like cooking, washing, 

cleaning? How about taking care of children? Is cooking the main problem? If wives are 

ill and their daily chores get hindered, in such a situation should husbands help? Why 

should they help? Husbands earn livelihood, so why should they help in domestic duties 

of wives? What is wives,’ husbands’ and your opinion? 

 

9) Many wives claim that when they are unwell, husbands do not take responsibility, and 

have no accountability. What does this accountability/responsibility refer to? Do wives 

deem that husbands should take complete responsibility of their well-being? Do they 

want that husbands to accompany during medical procedures? Do husbands evade taking 

any responsibility while wives are unwell? 

 

10) When wives have serious ailment, do husbands enquire about their health? Do they 

enquire on a daily basis? Do they enquire even when not unwell? Do husbands ask about 

wives’ health when they are pregnant? When wives are unwell or bedridden, do husbands 

get worried? Many wives convey that husbands get worried actually because their 

household goes into disarray, as no one cooks food, or washes clothes, etc. That is why 

they are actually distressed, and not so much due to their wives’ illness. Is that true? 

 

11) When wives are unwell, whom do they first seek advice from? Do wives consult 

anyone, or not ? Do they seek advice from anyone about where to go for treatment, whom 

to visit, where to seek care? Do they consult any family members? Who pays for wives’ 

medical care? Do wives seek advice from husbands, or do wives only ask for money? Do 

wives consult husbands only because he will pay for the treatment? Should wives seek 

advice from husbands? What is husbands’ view? Do wives seek advice based on the type 

of ailment (i.e. whether it is minor or major ailment)? 

 

12) When wives have major ailments, does her whole family/kin decide where to go for 

treatment or is it mostly their husbands? If whole kin decides, then do they consult 

wives? Should they ask wives or husbands in such case? When wives have major 

ailments, do wives seek advice from husbands regarding what to do next? Do they 

believe it is necessary, and if yes, then why? Or why not? What is husbands’ view? 

 

13) Do wives, or husbands, have more knowledge about ailments? What are husbands’ 

awareness levels about causes of illnesses, prevention, cures etc.? What is their 

understanding about women’s disease? Do husbands inform wives about any disease or 

health condition or ailments? Do wives think that husbands should have more knowledge 

about ailments, particularly women’s ailments or antenatal care or post-natal regimes? 

Would that be beneficial for wives? Do husbands also believe that? Do wives want NGO 

Arpana to organise information programs for husbands for increasing their knowledge, 

like the way they do for women? 

 

14) Do wives give birth at home or at hospital? Why do they deliver at home? Do they 

face any problem while delivering at home? Who decides whether to deliver at home or 



 

 

 

at hospital? Do wives deliver at home even when hospitals are in vicinity? Do they want 

to avail hospital birth but are denied by husbands/family? Many wives gave birth at 

home, yet want their daughters and daughters-in-law to give birth at hospitals. Why is 

that? Do wives think hospital delivery is beneficial for them? Those who had home 

births, do they believe a hospital birth would have been better?   

 

15) Do wives consult husbands about where to deliver? Do husbands’ family and kin 

make that decision? Does family/kin discus beforehand for deciding where to deliver? 

According to the wives and husbands, who should make that decision: husbands or wives 

or family or kin? Does husbands’ family consult wives regarding delivery? As per these 

wives and husbands, should wives’ opinion be counted regarding where to deliver? 

 

16) Do wives receive vaccinations, tests or prenatal health checkup? Many wives did not 

receive prenatal care or checkups, yet want for their daughters and daughters-in-law; why 

is that? Do these wives think it is beneficial? Those wives who did not receive any 

professional prenatal care, do they believe it would have benefited them? When wives are 

pregnant, who takes care? Which family members? Does anyone oversee wives’ 

vaccinations or prenatal checkup? Who is in-charge of postnatal care? Who takes care of 

matters such as whether wives are eating nutritious food or took iron supplements, etc. ?  

 

17) When wives are pregnant, do husbands take care? Why do wives laugh when I ask 

this question? Do husbands ask about wives’ vaccinations or prenatal checkups? When 

wives go for prenatal tests, do husbands accompany? As per these wives and husbands, 

should husbands look after the health of their pregnant wives? Why and why not? Should 

husband do the household chores when wives are pregnant? Why? 

 

18) Some husbands claim that only elders like her parent-in-law should oversee women’s 

reproductive affair. Others claim that irrespective of the presence of elders, husbands 

must take responsibility of their wives’ reproductive matters. The younger husbands 

report that they should be primarily involved in their wife’s care, because their parents 

are not updated. What is wives,’ husbands’ and your opinion? 

 

19) With regards to antenatal care, are wives more knowledgeable, or husbands? When 

Arpana gives information about prenatal or postnatal care, do wives convey this 

information to husbands? If wives do not convey, then why? When Arpana gives iron 

pills or contraception related information, do wives convey that to husbands? Do 

husbands ask about what was discussed in the group meetings of Arpana? Do husbands 

ask about ailments or health related information that might have been circulated? If not, 

then why? 

 

20) Do wives use any birth control device, like pills or Copper-T, or do they opt for tubal 

ligation? How do wives choose which temporary method to use? Before using any such 

methods, do they discuss this matter in household? Are there wives who do not discuss or 



 

 

 

seek consent thinking that “since it is their personal matter, why should they discuss or 

seek permission from anyone?”  

 

21) Do all wives discuss and seek permission from husbands? Those wives who do not 

use contraception, if they use them in future, will they seek husbands’ consent/approval? 

As per these wives and husbands, should wives seek permission from husbands regarding 

contraception? If wives do not seek approval, will they be rebuked they become unwell 

while using any contraceptive methods?  

 

22) Do wives seek permission or advice from husbands, before undergoing tubal 

ligation? Do wives feel it is necessary to consult husbands before such procedures? Do 

husbands deem it is necessary? Those who do not take approval, do they fear that if 

something goes wrong then how will husbands react? If husbands forbid tubal ligation, 

do wives still proceed for it? As per wives/husbands, should wives proceed? Do husbands 

ever communicate about birth control related information? If yes, then where do they get 

this information from? Do husbands discuss with wives about whether he or she should 

use contraception ? 

 

23) Do wives underreport ailments or overlook symptoms or conceal sicknesses, because 

of fear of monetary loss, or hassle for husbands and family, of some other reason? If 

wives are bedridden, then they cannot conceal. But if they are not bedridden, do they 

sometimes conceal? Do husbands inform you that wives did not reveal about ailments? If 

so, then what was the reason? Does a wife underreport because of the fear of rebuke from 

husbands’ family that she complains too much, or she is seeking undue attention, or that 

she has low tolerance levels? As per these wives/husbands, is it right or wrong to conceal 

ailments? Do wives conceal in natal household, or is it only for husbands’ family?  

 

24) When some women are unwell, their husbands give them money and tell them to 

seek medical care on their own. Is that correct information? As per these wives/husbands, 

is this sufficient on the part of the husband? Do wives want that husbands to accompany 

when seeking cure? If husbands are not working, then should they accompany? Should 

husbands be freed from this duty as earn livelihood? 
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